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to him and he was advised of what to expect. Mr O stated he had no history of self-
harm nor any current thoughts of that nature and there were no identifiable
reasons for concern.

Mr O was relocated to Bann House? Cell 13 Landing 02 which is where he was
discovered in the early hours of Monday 28 September 2020.

| offer my sincere condolences to Mr O's family on their sad and painful loss. | hope
this report provides information to address some of the questions they raised and
explains events leading up to Niall's death. The learning, expressed in
recommendations, will, | hope, bring some comfort and confidence to those who have
family members in custody.

v

DR LESLEY CARROLL
Prisoner Ombudsman for Northern Ireland

2 Bann House is the committal house where individuals in custody are located after a period of quarantine to
start being integrated in general prison population.
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Section 01: Recommendations

1.1

1.2

1.3

Recommendations List and Factual Accuracy Responses
1. Hot and Cold Debriefs

That the Prison Service and Trust review how Hot and Cold Debriefs are carried
out to identify any improvements that can be made and inform my Office when
that review has completed, together with any recommendations arising from it.

The Prison Service and Trust accepted this recommendation.
2. Procedures for informing next of kin about a death in custody

That the Prison Service review the procedures for informing next of kin about a
death in custody, paying particular attention to the impact the news will have
on them and the length of time it can take after the death to inform them.

The Prison Service accepted this recommendation.

Areas raised in previous reports: kept under review

| do not repeat the recommendations made in previous reports but note the
progress made and plan to keep these matters under review.

Night Custody Belt:

| have previously recommended Prison Officers completing cell checks
overnight should ensure they are wearing the Night Custody Belt. While there
was no delay accessing the Belt and entering the cell on this occasion, in other
situations delay may be caused by the need to retrieve the Belt in order to be
able to access the cell.

Resourcing Healthcare in Prison with a paramedic on site
overnight at Maghaberry Prison

| have written to the Commissioners of Healthcare in Prison to emphasise the
importance of this resource and to encourage them to work with the
Department of Health to properly resource paramedic cover as an additional
resource.
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The overall picture of safety had progressed hugely and levels of violence and disorder
had reduced. However, Inspectors remained concerned that work to support the most
vulnerable men at Maghaberry Prison had not developed to the same level as other
aspects of safety.

In November 2019, the CJI published a report? in which they noted improvements were
required in joint-working between the Prison Service and the Trust to increase the
safety of the prison. Inspectors viewed the new SPAR arrangements, SPAR Evo, as
positive and highlighted one of the most difficult issues facing the Prison Service was
identifying those really vulnerable people in their care and took the view that a
therapeutic environment to help stabilise at-risk individuals was required. In his
introduction to the Report the Chief Inspector at the time noted that relationships
between Prison and Healthcare staff were good and had improved but it was also the
case that closer working was required to deliver strategies crucial to dealing with
suicide, self-harm and substance abuse, and lead to greater safety for individuals in
custody.

2.3 Independent Monitoring Board (IMB)

An IMB is appointed for each prison under the Prison Act (NI) 1953. Their purpose is:

to enhance the quality of prison life, by working to ensure fairness and
accountability in prison.

Their statutory duties include satisfying themselves about how those in custody are
treated and reporting matters of concern to Governors or the Minister of Justice,
should that be required.

In their 2020-21 Annual Report Maghaberry Prison’s IMB described the challenges
presented by Covid-19 as ‘complex and demanding’. They noted the positive actions
and attitudes of staff and those in custody. The IMB raised concerns about the mental
health impacts of isolation. They noted, for example, some concerns about the
cleanliness of cells, the impact of being locked for 23 hours each day, the provision of
showers and access to telephone calls. Like others, Maghaberry Prisons' IMB were
restricted from accessing the prison and they returned in June 2020.

| will discuss some of these matters in this report.

2.4 Regulation and Quality Improvement Authority (RQIA)

The RQIA is the independent body responsible for regulating, inspecting and reviewing
the quality and availability of health and social care services, including within prisons.
RQIA inspect prisons in partnership with CJI, His Majesty’s Inspectorate of Prisons and
the Education and Training Inspectorate. RQIA identify best practice, highlight gaps or

3 http://www.cjini.org/getattachment/3a70dd41-7bb3-430d-9901-3ed7a191cf94/The-Safety-of-
Prisoners.aspx P8
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shortfalls in services and identify where improvement is required. All their inspections
and reviews are aimed at protecting the public interest.

Following a report of an incident of serious self-harm from my Office in 2016 and the
number of recorded suicides in prisons, a review was commissioned jointly by the
Departments of Health and Justice to consider provision for particularly vulnerable
persons in custody. The RQIA Review, published in October 20214, goes some way to
addressing my concerns. Recommendations made by the RQIA specifically address
mental healthcare. | continue to work with the RQIA, and with others, to raise matters
of concern and improve delivery of support to those in custody.

2.5 Measures to contain the spread of Covid-19

The impact of the Covid-19 pandemic was felt across the world and during that time
consciousness was raised about particularly vulnerable groups of people who had to
be protected during the pandemic, for example, those who shielded due to health
conditions, those in hospitals and care homes and those in prisons. As noted by the
World Health Organisation®:

People deprived of their liberty, such as people in prisons and other places of detention,
are more vulnerable to the coronavirus disease (COVID-19) outbreak. People in prison
live is settings in close proximity and thus may act as a source of infection,
amplification and spread of infectious diseases within and beyond prisons.

For prisons, standards remained critical at a time when they also had to fulfil the
positive duty to protect life. These standards are set out in the UN Standard
Minimum Rules for the Treatment of Prisoners, also known as the Nelson Mandela
Rules, and are foundational to preventing the ill-treatment of those in custody. My
Office received a number of complaints relating to measures in place during
the pandemic and continues to consider the longer-term impacts, for example
on rehabilitation and wellbeing among the prison population and also among staff.
From the information available to me, | have considered how those in prisons were
treated by those caring for them, that the facilities provided to them were to
standard, and that measures were applied humanely®. Healthcare is a theme across
society and the prison population is no different. The ongoing impacts of what
happened during the pandemic are, therefore, also important and particularly in
the area of mental health.

4 https://www.rgia.org.uk/RQIA/files/95/955cfad4a-5199-4be7-9f1a-801e1369ce84.pdf

Review of Services for Vulnerable Persons Detained in Northern Ireland Prisons, RQIA, October 2021

5 https://www.who.int/europe/activities/ensuring-prevention-and-control-of-covid-19-in-prisons-and-other-
places-of-detention

6 Measures taken amid a health crisis should not undermine the fundamental rights of detained people,
including their rights to adequate food and water. Safeguards against ill-treatment of people in custody,
including access to a lawyer and doctor, should also be fully respected.
https://www.ohchr.org/en/statements/2020/03/urgent-action-needed-prevent-covid-19-rampaging-through-
places-detention

15| Page


https://www.rqia.org.uk/RQIA/files/95/955cfa4a-5199-4be7-9f1a-801e1369ce84.pdf
https://www.who.int/europe/activities/ensuring-prevention-and-control-of-covid-19-in-prisons-and-other-places-of-detention
https://www.who.int/europe/activities/ensuring-prevention-and-control-of-covid-19-in-prisons-and-other-places-of-detention
https://www.ohchr.org/en/statements/2020/03/urgent-action-needed-prevent-covid-19-rampaging-through-places-detention
https://www.ohchr.org/en/statements/2020/03/urgent-action-needed-prevent-covid-19-rampaging-through-places-detention











































Mr O

e no healthcare staff were present;
e no one from Prison Service Headquarters attended; and

e those who did not attend were not offered additional support services although
they should have known they were available.

Those who attended the Cold Debrief noted the value of having a paramedic present
on the morning of 28 September 2020.

| am satisfied the Hot and Cold Debriefs took place within procedural timeframes. The
shortcomings | have noted are likely to have been in large part due to pressures arising
from Covid-19 risk management measures. It is important these Debriefs take place
and it is also important, both for individual wellbeing and for learning and
improvement, that Prison Service and Healthcare in Prison staff attend together. |
therefore reiterate recommendations | have made previously about how Hot and Cold
Debriefs are carried out and | remind both the Prison Service and the Trust they should
be implemented.

Given the significant society-wide concerns about mental health and wellbeing | am
recommending Debrief procedures for both Prison Service and Healthcare in Prison
staff are reviewed for effectiveness and improvement. While individuals will express a
variety of needs and impacts following serious incidents, there is a duty of care to each
of them and an assurance that they process events to lessen any impact on their daily
work and general wellbeing. The Prison Service has put new measures in place for
Prison Officers, including a peer support programme which is likely to be invaluable
given the insights from shared experience. The Trust has also put new measures in
place to support Healthcare in Prison staff when they have been involved in serious
incidents such as deaths in custody, including a written process for managers about
how to support staff following a critical incident and the offer of psychological support
on an individual or group basis. Healthcare in Prison staff have also been trained in the
Community Resiliency Model and some Prison Officers have participated in the same
training. Nevertheless, a review of procedures will give confidence to all. | therefore
recommend:

to identify any improvements that can be made and inform my Office when
that review has completed, together with any recommendations arising from
it.

The Prison Service and Trust review how Hot and Cold Debriefs are carried out
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Section 06: Matters of Concern

6.1 How Mr O's family were informed of Niall’'s death

The last message Mr O's family received from Mr O was on 29 July 2020 at 15:53. He
was diligent in keeping them up to date with what he was doing and in a WhatsApp
message he said he was ‘going on terrain for a few days’ and that he ‘would be in
contact again soon’. His parents found this somewhat odd in that he had planned
dental surgery for 04 August 2020 which would have required 02 nights in hospital.

The next contact was on 11 September 2020 when Mr O telephoned his parents and
spoke briefly with them. He told them his mobile was not working properly and that
he would call them weekly, as best he could, to keep them up to date.

On 28 September 2020 at 15:00, Mrs O answered the telephone to Governor A who
informed her that her son had died. Her words express how she feels about the call:

“The manner in which that news was delivered to me was nothing short of
appalling. The Governor did not even afford me 30 seconds to call my husband in
from the garden. It was a brutal statement with no forewarning, no invitation to
take a seat, no preparation in the form of a warning of impending bad news... |
wish to record my strongest objection to the manner in which the message was
delivered and the conduct of the messenger himself".

Governor A’s recollection of the conversation is somewhat different and they were
devastated to hear how the process of informing the O family had been
experienced.

A number of families have shared with me how difficult it has been to hear the news
of their loved ones death. Some have found that difficult over the telephone while
others have expressed the view that they preferred to receive the news by telephone
as it meant the information was communicated to them more quickly.

There is no easy way to tell someone bad news. It is important the news is conveyed
with clarity and empathy. While it is difficult to discern options that would satisfy
everyone, | consider it important for the Prison Service to review their policy and
procedures for informing next of kin. | therefore recommend:

The Prison Service review the procedures for informing next of kin about a death in
custody, paying particular attention to the impact the news will have on them and
the length of time it can take after the death to inform them.
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6.2 The impact of isolation and support provided to those in
custody

Mr O's family raised very particular questions about the mental health support
available to those in custody while in isolation. They were concerned that there
would have been a significant impact on their son as he had travelled from France,
this was his first time in custody and he knew he would have to appear in Court in
the following weeks. He was also a young man who was disciplined and followed
a challenging exercise regime. Any stress he was experiencing would have been
assisted by the freedom to continue that exercise regime.

Isolation arrangements for those coming into custody at Maghaberry Prison did not
include facilities for outside exercise. This is in large part due to the geography of the
prison and the risks that would have presented to both Officers and individuals in
custody if they had been moved around the prison to an area for exercise. There was
limited movement permitted within the prison to restrict the risk of spreading
coronavirus infection. Another complicating factor was the number of committals
coming into Maghaberry Prison. Courts across Northern Ireland slowed during the
pandemic with an expectation that the number of people coming into custody would
be reduced. The reality was quite the opposite: committals were often at pre-pandemic
levels. Ensuring safety had to take priority.

One option would have been for the Prison Service to permit those in custody within
Foyle House to exercise in small groups. While this may have mitigated the situation
for those who were held in isolation, it would have been contrary to the intent of
quarantine that was to avoid transmission of the virus by separating individuals from
one another so they could not spread the virus. It is noteworthy that at the time when
complaints from Foyle House were being investigated 04 individuals tested positive
for Covid-19 within the general population and 14 tested positive in committal
quarantine. The fact that 14 individuals committed into custody could have entered
the general population or otherwise infected either staff or others in custody is
important to note when considering the overall arrangements required for safety.
Overall, while far from satisfactory, when investigating complaints | found it was
reasonable for the Prison Service to limit exercise in Maghaberry Prison during the
quarantine period. On balance, those in Foyle House were safer because it existed than
they would have been had it not existed, even with its limitations.

While the decision to restrict movement makes sense given the presenting risk,
everyone was aware there could be negative impacts on those in custody. Mitigations
were provided in terms of single cells which allowed individuals to continue limited
exercise within their own cell. It is notable when Mr O moved to Bann House he was
offered time in the yard outside where he could have exercised but he refused the
opportunity on the afternoon of 26 September at 14:03.
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6.4 The adequacy of Prison Service staffing levels and overnight
checks on those in custody

On the night Mr O died the prison population was 964. | asked the Prison Service for
information about staffing levels and their adequacy on that night. It is important
operational standards are maintained. | am particularly mindful of the impacts Covid-
19 could have had on staffing levels.

Staffing levels were within normal levels for providing checks and overnight care and
| am content they played no part in Mr O's death.
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| have made a recommendation for review of policy and procedure given how
Mr O's family experienced receiving the information and given the issues
some other families have raised.

To provide information to Mr O's family in response to the issues they
have raised;

My report provides information that takes account of the questions
Mr O's family have raised.

To assist the Coroner’s investigative obligation under Article 2 of the
European Convention on Human Rights, by ensuring as far as possible that
the full facts are brought to light and any relevant failing is exposed, any
commendable practice is identified, and any lessons from the death are
learned;

This report will be provided to the Coroner along with full disclosure of
investigative materials and inform the inquest.

To identify any learning for the future.
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| have identified learning and follow-up action taken by the Prison Service who
have added an additional safety check to reduce the length of time between
checks.

| have referenced previous recommendations from which learning needs to be
reinforced with regard to Night Custody Officers wearing the Belt during
checks.

| have referenced the introduction of the paramedic during the night which
gave confidence to staff and note the difficulties the Trust face in resourcing
such a position. | have written to the Commissioners of Healthcare in Prison
with regard to resourcing an on-site paramedic overnight at Maghaberry
Prison.

| have recommended a review of how next of kin are informed about the death
of a loved one in custody and of the Debriefs provided following incidents.
These reviews should result in learning for the future.
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Appendix 01: Terms of Reference for Prisoner Ombudsman
investigations into Deaths in Custody

1. The Prisoner Ombudsman will investigate the circumstances of the deaths of the
following categories of person:

prisoners (including persons held in young offender institutions). This includes
persons temporarily absent from the establishment but still in custody (for
example, under escort, at court or in hospital). It excludes persons released from
custody, whether temporarily or permanently.

However, the Ombudsman will have discretion to investigate, to the extent
appropriate, cases that raise issues about the care provided by the prison.

2. The Ombudsman will act on notification of a death from the Prison Service.

The Ombudsman will decide on the extent of investigation required depending
on the circumstances of the death. For the purposes of the investigation, the
Ombudsman's remit will include all relevant matters for which the Prison
Service, is responsible, or would be responsible if not contracted for elsewhere.
It will therefore include services commissioned by the Prison Service from
outside the public sector.

3. The aims of the Ombudsman's investigation will be to:

establish the circumstances and events surrounding the death, especially as
regards management of the individual, but including relevant outside factors;

examine whether any change in operational methods, policy, and practice or
management arrangements would help prevent a recurrence;

in conjunction with the (DHSS & PS) replaced with South Eastern Health and
Social Care Trust as the healthcare provider in prisons, where appropriate,
examine relevant health issues and assess clinical care;

provide explanations and insight for the bereaved relatives; and

assist the Coroner's inquest in achieving fulfilment of the investigative
obligation arising under article 2 of the European Convention on Human Rights,
by ensuring as far as possible that the full facts are brought to light and any
relevant failing is exposed, any commendable action or practice is identified,
and any lessons from the death are learned.

4. Within this framework, the Ombudsman will set Terms of Reference for each

investigation, which may vary according to the circumstances of the case, and
may include other deaths of the categories of person specified in paragraph 01
where a common factor is suggested.
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Appendix 02: Timeline of Events

July 2020

30 July Mr O was arrested in France under the provisions of a European
Arrest Warrant and committed to Aix-Luynes Prison.

August 2020

10 August Mr O met with his lawyer.

11 August Mr O attended an appointment at the prison’s health unit.
21 August Mr O attended an appointment at the prison’s health unit.

September 2020

05 September Mr O met with his lawyer.

11 September Mr O arrived into Belfast City Airport where he was arrested by the PSNI
and taken to Musgrave Street Custody Suite.

12 September Mr O appeared at Belfast Magistrates’ Court and was committed into
custody at Maghaberry Prison where he was assigned to Foyle
House, Cell 16 on Landing 01.

12 September Initial Health Assessment completed along with the Mr O's
committal interview.

13 September Mr O refused to participate in the Comprehensive Health
Assessment.

14 September Comprehensive Health Assessment completed.

17 September Mr O moved to Cell 13 on Landing 05 in Foyle House.

41 |Page



Mr O

26 September 2020

Mr O's 14 days in isolation in Foyle House ended and he moved to Bann
House, Cell 13 on Landing 02 around lunchtime.

14:13 Mr O entered the showering area.
15:57 Mr O was given milk and a bag into his cell.
16:01 Mr O had conversation with a Prison Officer and then went to

collect his evening meal.

16:16 Mr O returned to his cell.

16:35 Cell check.

19:33 Cell check.

23:07 Supervised check.

01:48 Cell check.

04:27 Cell check.

07:11 Cell check.

07:28 Day staff cell check.

09:50 Mr O was unlocked.

09:55 Mr O entered the showering area.

12:10 Mr O went to the servery to collect his lunchtime meal.
12:12 Mr O returned to his cell and was locked.
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12:19 Cell check.
13:17 Cell check.
14:12 Mr O's cell was unlocked, he spoke to a Prison Officer and his cell was
locked again.
15:22 Mr O was given milk into his cell.
16:11 Mr O was unlocked.
16:13 Mr O went to the servery to collect his evening meal.
16:14 Mr O returned to his cell and was locked.
16:43:43 Day shift headcount check.
19:24:24 Night shift headcount check.
20:44:10 Supervised check.
28 September 2020
02:59:02 Supervised check at which Mr O was found unresponsive.
. Paramedic and Nurse receive a call and made their way to Bann 2 to assist.
03:00 approx.
03:00:49 Senior Officer B joined Prison Officer B C and D on the Landing.
Senior Officer B joined Prison Officer B and C entered Mr O's cell and
03:00:56
commenced CPR.
03:05:52 Paramedic A and Nurse C arrived at Mr O's cell.
03:09 Paramedic A called life extinct and CPR was ceased.
03:13:08 Senior Officer B locked Cell 13.
03:26:37 NIAS paramedics entered Cell 13.
03:32:35 NIAS paramedic exited Cell 13.
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03:32:46 Senior Officer B relocked Cell 13.

08:00 Hot debrief completed.

October 2020

09 October Cold debrief completed.
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