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St 'Thank you for your Regulatron 28. report relatang to the deatn of Mr John Delahaye WhICh ;
Cwe recerved from your offlce on 31 December 2018 Please do be assured thatwe have j__ j f
taken your concerns and frndangs very senously We note that actrons are requrred to be

2 .' idelrvered bya number of -agencies. This Tesponse relates to'the aot|ons to be de!rvered by Sl

S .Brrmlngham and Solrhull Mental Health NHS Trust and Blrmlngham Communrty e T

- . The concerns that you rarsed pertment to BSMHFT ancl BCHT were - S

- "Matter 2. Dunng the 1nquest it emerged that the mental health nurse who assessed iVlr

SR Delahaye on the 2nd January 2018 and the GP who assessed him for in possessron |
s medication on the 29th January 2018, had not |dent|fled from his. notes all relevant past R
 medical Condlthl’lS It emerged that Whilst the System One records (a case management
fsystem used across the prison estate) has the facility to provide a summary ofsrgmﬁcant SRR
- pastand current medical tonditions, it is not reliable at HMP. Birmingham because
o cond|t|ons are not conS|stently given the correct read code Evrdence from the. NHS

England, ollnrcal reviewer| ‘was that this problem is not umque to. HMP
'_ - :Brrmlngham and i is. found in other pnson heatthcare teams and reqmres a change of
~culiare and practlce to bnng the system for read oodlng 1nto llne with: that in the

i commumty The absence of a relrable source for qurckly rdent|fyrng relevant past and

current medical condltlons puts lrves at nsk from mrslnformed declsmn makrng et

HMP Brrmlngham healthcare both BCHC and BSMHFT |dentrfy past medica! condrtlons
from System1 using- both read codes and a ‘search’ facility on System1. If a clinician (in
- any prison healthcare settlng) has identified a medical condltlon and used & read code
L when documentlng this, |t WI|| then flag the patlent has a medlcal condrtlon wrthrn the
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' _summary and famlly hlstow However there are multlple read codes for oonditrons and L

S ﬁthey are not used consmtently across the pnson healthoare system natlonally
R Systemt is a national system and s out of the local, control of. Brrmmgham and Sollhull
© . Mental Heaith NHS Foundation Trust, Itis therefore recommended that this fssue s '_
S -'_hrghllghted by HM Coroner to NHS. England for national resolution indeed we can see that
. this has been raised with NHSE as’ part of the same. regulatlon 28 report. BSMHFT dogs

o .-_f;however recognise that it could put some addltrona! local controls in: place to mltlgate the

e _tisk associated with SystemOne and Read Codes and we are therefore rmplement;ng the
S _;followrng actron asa provrder of Healthoare in HMP Blrmzngham S S

_ ._-'The Head of Healthoare at HMP Blrmrngham will remtnd all clinaoal statf (lnoludmg those S
L .__workmg WIthln BCHT) that when re\newsng a. patrent s records for prevrous medzoal
o oondlttons that the followmg most be followed : :

1. The clmlcran wil.check the summary and famrly hrstory seot;on of System1
SR N ::The olrn|c|an will cheok the qurok glance sectlon of. System1 DRI Stk
.8, The clinician will use the ‘search functlon to oheok for the medlcal condltlons
-_--_*'relevant to the cllnroal mtervenhon they are undertakmg ij_~ HHPES :

S Thls remmder wrll be sent out to all statf in wntmg on the 15‘ February 2019 ais
-~ We will of course also work m oollaborat;on wrth NHSE in terms of any natronal resolution S
o SystemOne ' : S _ T

'We would llke to thank you for drawang thrs matter to our attentlon and smcefely hope that_::_"_ .

. '_the controls outlmed above wrll help to prevent tuture deaths of th|s nature

o .'—Yours smcerely - .
\Jolv\wS\\prb
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o FOUNDAT!ONTRUST) o el S L

- 'Dawn Clrtt Assoorate Dlrector of Governance B:rmmgham and Solrhull lVlentaI Health

. NHS Trust -
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= Dear ]Vls Browh
_ .Inquest mto the death of John Delahaye
B Thank you for your Regulatlon 28 Report of 18 December 2018 sssued foIIowmg the Lo

inquest into the death of John Delahaye and addressed to NHS England, Birmingham .~ :
“and Solihull Mental Health Foundation Trust, Blrmlngham Community Healthcare NHS .

S HM Prison & Probation Ser\uce St

R __E-marl ceohmpps@noms QSI gov uk R

S Trust, G48. and the Mlnlstry of Justrce As Chief Executive Offlcer of Her Majestys - _' : :

. " Prison and Probation Service (HMPPS), 1.am. respondlng on behalf of the MOJ. 1+

- understand that the NHS Trust Healthcare Trusts and G4S will be respondlng to you. L b

' separately

._'I know that you WIH share a copy of thls response W|th Mr Delahayes famlly and i. e

___'would first like to express my sincere condoiences for thelr Ioss Every death in E
j custody isa tragedy and the safety of those in our care |s my absolute prlorlty ;

o am gratefut to you for brmglng fo my attentlon your ooncerns “You have ralsed the o _f: |
issue of healthcare attendance at all first ACCT case reviews, and said that the = -




L -‘_'24 hours of openmg an ACCT

e contr|but|0ns

e 5 ':_procedure nahonally in the autumn e

_-"":;checkhst of act|ons W|th|n the ACCT booklet does not mclude a reqwrement to make '} R
e -;"-staff aware. oftheﬂrst review." e G i

PSI 2412011 Safer Custody chapter 5 states that healthcare must be mformed_When S

L an ACCTs. opened and should attend the frrst case rewew WhICh must be held wrthrn

om July 2018, HMPPS issued & Learnrng Bulletin (ACCT Case Reviews, CAREMAPS S
. and Levels of Conversations and Observations).to.all prisons, The Bulletin reminded "

';' staff that ACCT. review meetlngs must be multi- d|3C|pl|nary and must take place wrthm

- - -':j-':the specified timescales. It further stated that that where any |nd|V|duaI involved inthe .~ L

."-'_-'_-_prlsoners management cannot attend the rewew they must submrt wntten

e ':' o Followmg a revrew of ACCT we are. currently rn the process of pllotmg an. updated":'.:._; e
ST ACCT document and revised gurdance which is clearthat healthcare mustattendthe: - L
S -f|rst case review, and is, expected also to. attend every subsequent review. (and where.'__ T R

“this :is not possrble to - ‘provide a written contrrbutlon) in cases in. which issues of - - R

o i".'{PhySIGaI or mental health-have been identified as relevant.. The p|lot will run for a 4_"." S

= “month period from mld February lt W|Il be evaluated and we hope to roll out the new -:

. _'.In June 2018 aII HMP merngham ACCT case managers and members of healthcare:i-f "-_ e
' staff mcludmg those from the mental health team and. mtegrated drug services, were . T

- reminded by way of a written staff briefing that they must atiend all first ACCT case .~~~

" reviews, and any subsequent reviews where. hecessary. Since lVlr Delahayes death,

o -staff are now alerted at the Govern:ng Governors da|ly staff meet:ngs of the fII‘St:-

" ACCT. case revrews which. are scheduled for the day, and reminded of such bythe =
commumcatrons room staff ln September 2018, the establrshment set up a new'-'::'_'-_ N
- qualtty assurance process by which members of the Safer Custody team check that e
-all ACCT: documents are completed in accordance with instructions . and that all- o
' hecessary act|ons have been taken. :Since December 2018, a member of the senlor}' PR
- leadership . team ‘has . carrred out a. darly cheok of all ACCT. doouments !nclud;ng_ S

._venfymg that healthcare staff drd attend the first case revrew

E -:Your second concern is that whllst you were told at the mquest that semor staff had__."_ e SR
~been advised that unlockmg prisoners should rnclude a welfare check, it wasnotclear .
how this had been ‘communicated to the staff who were actually unlockmg pnsoners S

: _ .-'or how compllance would be monltored

. PSI 75/2011 Resrdentral Serv:ces states that there must be clearly understood o PSS

I “systems in place for staff to assure themselves of the well-being of pnsoners durrng :

" - orshortly -after. unlock. Smce October 2018, HMP Blrmlngham has met ‘this .-
-, requirement by the lntroduotron of a new complrance process. known as Resrdentlal_

- Activities, Basics and Cleanliness (ABC) Slnce January this year, senior managers -
- ~carry out weekly checks to ensure that staff are following the correct procedures All =
'--staff were made aware of the process by way ofa staff briefmg R




5 :."'i-Thank you agam for brmglng these matters of concem to my attentlon F’Iease be

. 'Z':assured that Ieamlng from the mrcumstances of John's traglc death w;II be shared

ﬁmore WIde!y With coileagues across the prlson estate '_3 RO

_ Yours _s_mc_ereiy_. S

o MiheelSpur
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o _".By emall oroner@btrmmgham gov u and frrst class post

Tue_sday.fr.Z‘.“_Z_Feb_r_t_l.ai"-y_.zm9.;_:_.:_ o

- Dear Mrs Brown, -

- _.nqu'e's't into the death o

: Itis r’rkely that he was already dead at;-z‘hrs trme (and had been so for some hours) but he was not found :
;_Zbecause ithe prison custody officer: who_ unlocked his cell did not look into the cell or seek any kmd of:

. not.carry out a welfare check on him at that time and that further, that PCO concede _at:he knewhe - .

.. “ought to have done, ‘a position reiterated by the Head of Safer Custody. When offlcers first enter the -
employ of G4S at HMP. Brrmmgham they do as part of their induction training receive instruction onthe -
o process of unlocking prisoners. It is exptarned to them that as well as unlockmg prisoners, they should .-~
. assure themselves that each prisoner is alive and well at that time. New recruits also undergo a penod U
." - of shadowing experienced officers who will also demonstrate to ’shem how the unlockrng process is

R .carned out and how a weifare check should be conducted. - B :

You will recalf that the Inquest heard that on 20" August 2018, HMPPS took over.the day to day

running and management of HMP Brrmrngham for a period of six months, subject to further extension

by the MQJ.” Any instruction to staff does therefore come direct from HMPPS and not G48S at this point

in time. However, we can confirm that since October 2018, HMP Birmingham has met this requirement

by the introduction of a new comphance process known as Residential Activities, Basics and

. .Cleanliness (ABC). Since January this year, senior managers have been camrying out weekly checks

- to.ensure that staff are following the correct procedures. All staff. were made aware of the process by
way ofa staff briefmgs durrng October 2018.
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-~ "We can further confirm that when the time comes for HMPPS to ‘step out' of HMP. Birmingham. The |

ol :_'system in place as. described 'in the’ paragraph “above wrﬁ ‘continue ‘with G45:Senior- Resu:iential
.Managers contmumg to audlt that welfare checks are bemg camed out correctly by conductmg week!y
: --:i-'checks of staff :; . : . NS : o : L

. Yourssincerely,

-SQ'C'L; ring 'Y_QEL I World
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': Ms Emma Brown SRR

e 3‘-_’Professor Stephen Pow;s. SRS ?_'_:_ e
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o .'Re Report to Prevent Future Deaths (Regutatron 28) concernmg the death of Mr-:"' il

~ John Anthony Delahaye who died whilst remanded into_the care of HMP

R Brrmmgham on 5 March 2018

' '.':"Thank you for your Ietter and Regulatlen 28 Report (“Report”) lssued on Tuesday 18 '_';ﬁ'_:f Chn

L 8 : December 2018 following the inquest-into the death of John Delahaye lwould llke to :_j-' oy o
S express. my deep sympathy to lVlr Delahayes farnlly - I

--.'ln your report you ralsed two concerns for NHS England

1. There is confusion surrounding the meaning of the followmg questlon from e
. NHS England s national clinical template for In- Possession:Risk Assessments SR
- in'the Secure Estate: “Have you had problems ‘in the last 6 months with not R R |

“taking, of not: remembermg to take your medicines as prescribed?” " - =
2. The read:coding in’ SystmOne is not consistent across the prison estate to '

= ...provrde a reliable summary. of slgnlflcant past:and: current medical. condltlons BT

S _'.to ensure con3|stency in care due to rncorrect read codes belng applled

'l w1ll answer both your concerns below taklng each one in turn R

S 1 ln~Possessron Rrsk Assessment Template _; | ”

L .tn 2018 NHS England developed and. rolled outa natronal clinlcal template to support"_' L

e the completion of in-possession (IP) risk assessments in prisons. This supports the .~ S

';mplementatlon ‘of ‘the provider's local . m-possessron medication “policies.” The :

. assessment template was developed by a multldlsmplrnary group of stakeholders who 3_' S

- were experlenced in-using-local in-possession risk assessments The template allgns_f BT
~ with national guidance on in-possession, medication in prisons’2. The template was -

piloted successfully before it was implemented and training for all providers was -

. commissioned by NHS England and delivered as part of the roll out process. It is the
- - responsibility of the provider to ensure that clinicians using the assessment template

'understand how to use it effectlvely and that it is used m Ilne W|th thelr local rn-_

N National Prescnbrng Centre 2004 * In-possessmn medlcatlon lmk o : .
2 RPS 2()17 Protessronal Standards for Medicines Opt1m|satlon in Secure Enwronments 2“d Edition” link -

- 'Health and high _quality ca_re for all, n_ow and for future generations




e fpossessron medrcatron polrcy

T The full assessment is’ desrgned to be used on rnrtral admlsszon into a prrson Thls"--':3 s

SRR _'--assessment outcome is then accessed by clmlcrans such as GPs who. wish to review - R

"":Q.and update the' status ofan individuals in- possessmn medlcrnes durmg thelr time in G

' B __-prrson ‘Clinicians ‘have the option of completrng the - full assessment -again thus _' "
SRR reptacmg the - prevrous assessment in full. or: viewing - the - prevrous assessment_

i " L {”lnformatron as an IP-review. This means they. can adjust. the possessron status durrng
oA consultat;on documentlng the ratronale for any change TR S

R _"The national in- possesszon nsk assessment has 10 questrons rncluded wrth welghted..'__:.__[-' SRR
~ scoring for each question. The overall score rnforms the assessor about whether itis oo
. safe for the person to have their medication: in- possessron ‘The score is a gurde and o
Lo the suggested outcome can be ‘over-ridden- by the assessor ‘based on their. clrnrcalf__ A
s -1--__-"-'judgement about the person and therr ablirty to managetherr medlcmes rndependently T

| """-"-'i".'The question detarled rn your Report (questron 5 in the assessment) is’ focussed on_-'_. S

. '_ :' ‘unintentional ‘non- adherence rather than mtentronal non:-adherence/overdose with o
- prescribed. medicines. There is an additional questlon 6in P risk: assessment (see the It

'-.attached user gurde) that asks about specrﬂcally meducrnes overdoses

Cin the iast 12 months have you
. "a) Self-harmed or attempted sur_crde? BB SRET
S :-.ib) Overdosed wrth medrcrnes’? ST

"_iThe assessor is- prompted to pause the assessment o check clrnrcal notes for.:.:':_'_.i._f._
. information_about this and the: reception: screen outcome wh|ch may also have_._.'._.-_f_.__r';-'

SERY _ dnformatlon mcluded about szks of seifnharm

Cltis not cIearfrom your Report whether the GP who revrewed the in- possessron status BRI

~ for Mr Delahaye used the previous assessment information to inform the changesto ~
* his in-possession or: ‘whether there was a clear record of Mr. Delahayes previous . -

. .overdose of insulin that would alert clinicians to this specrfrc risk. It is the healthcare -~
provider's. responsrbrlrty to ensure that the in- -possession nsk assessment us used

effectively and that their in- possession polrcy aligns with the RPS. standards2 and L

- ._gurdance about how in- possessmn pollcres should be developed1 B

On thrs basis NHS England does not feel that the assessmenttool needs to be revrsed i

. The provider at HMP. Bifmingham can take local action to reduce the risk of future. - L

~harm by using local ‘audits of in- possessmn risk assessments and ensuring that

- clinicians using the template do s0.in line with. the User Gurde natronal gmdance and_ R L

i _the provrders Iocal in- possessron medrcatlon polrcy

S In relatron to thts case NHS England Reglonal Health and Justlce Commlssaoners
: '--(North Midlands) will monitor the in- possession. process. mcludrng use of the In-
Possession Risk Assessment Template through the Death in Custody and ‘Her
‘Majesty’s Inspectorate of Prison action ‘plans that have been produced -at HMP
Birmingham. The monitoring and oversight of the action plans and learning will also
“be included for review at the 2019 clinical quality visit, scheduled for the 8th June 2019,
-undertaken as part of the quality assurance of healthcare at HMP Birmingham. Any

- Health _and high quality care for all, now and for future generatr'on_s .




-'."_'.:'further concerns. relat[ng to the use. and tmptementat;on of the In Possessmn Rlsk St
SN Assessment template wrll be escalated to the NHS England central team for support L

_.jand review.

S :_;_-.:2 SystmOne Read Codes

e .__.-;By way of background thls concern IS not Elmlted to pnson healthcare and exusts across L

Call primary care’ generat practlce settlngs Hlstoncally there have been two. chnical_ -

b coding systems in use in general practice, with not all general practice: systems using o

o the same codmg system causing . lncon3|stency in: codmg NHS Digital began rolling

" out a new mandated: coding system called SNOMED CT coding from ‘April 2018 to. S

N - replace all other coding systems. The roliout schedule varies. deiJendlng on the cl|n|cal_._- '

. 7. system provider but will be complete by April 2020. SNOMED CT will prowde asingle - 3':" h
"--_'_ctlrncal termlnology, enabtmg clinical data to be exchanged accurately and con51stently S

| ":data can be ana[ysed and reported on.

-~ -across all care settings. This will allow be_tter patlent care and tmprove how clrmcal L i

.'SNOMED CT w:li be subJect fo an. update and management processes wherebyf;t Lpnie

_'gcodlng can be added Jf it is deemed necessary but only by a central system; UK

'.__Termmology Centre There WI|| be no ablllty to update or change cochng at a Iocal S

BRI tevet

S .__SNOMED CT: has been mtroduced as an alternatlve codlng system mto the pnson_"*'-flf :
- general practice electronlc medical records, SystmOne since 14 January 2019 InMay -
2019 'SNOMED .CT - Wlll be the defautt codmg system for all heatth and Justlce SRR

L .SystmOne

'in terms of transmon to SNOMED CT all hlstonc data wrli have a Read and SNOM ED'_'; g
code apphed via the mapping tables, the dual coding approach will: support usersin -

ensuring they can revise their clinical searches as necessary. NHS England are = :

‘working with NHS Dlgltal and reglonal commlssmners to support HJIS users dunng o o

the transmon phase
I hope the mformatlon above addresses the concerns you have ralsed mthm your L
. .- Report and provide you with assurances that you requested If you reqwre any further; L
' |nformat|on please do not hesltate to contact me. - : h

_Yo_u_rs si_nc_e:’e]y_'_r SRR

_ '_Professor Stephen Powis
~'National Medical Director
NHS England o

Health and' high quality care for all, now and for future generations






