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Executive Summary of Recommendations
Access to Healthcare

· Review the appointment system with the aim of simplifying it 

· Review the system for making referrals at the time of reception screening. Ensure that referrals at this time are those identified as urgent

· Introduce a system for cancelling appointments

· In the absence of other electronic communication systems between healthcare and the residential areas use a fax for requesting and giving appointments.
General Medical Services

· Write a service specification for General Practitioner services as part of the nurse led team, that anticipates a change in regulation.  

· The service specification is to include a clause that states the hours will be reviewed after three months and may be subject to further change

· Out of hours cover to be included in the existing contract that Dacorum PCT holds with the OOH provider

· Develop protocols for referrals to the GP as part of reception screening.

· Develop protocols for triaging requests to see the GP or other health professional

· All staff to use the Microtest clinical system and have further training where required.

· Audit data entry to ensure quality of data
Nursing

· Write a service specification for the nurse led service,  that anticipates a change in regulation.  

· The service specification is to include a clause that states the flexible shifts will be reviewed after three months and may be subject to further change

· All staff to use the Microtest clinical system and have further training where required.

· Audit data entry to ensure quality of data
· Healthcare manager to undertake a skill mix review and recruit and/or provide training to fill skill gaps
Mental Health

· Write a service specification reflecting the current in reach mental health service.  

· The service specification is to be reviewed by the provider and commissioner when data is available from the drug testing regime and the review of mental health services which is being undertaken now. 

· Develop a care pathway based on The Offender Mental Health Care Pathway published by the Department of Health and the National Institute for Mental Health in England
· All staff to use the Microtest clinical system and have further training where required.

· Audit data entry to ensure quality of data
X- Ray

· Modernising X-ray services should be acknowledged as a low priority

· The PCT to explore an X-ray servcies could be provided at a lower price and a defined quality in the future at a date to be agreed

· Retain the twice weekly X-Ray sessions

· Reduce the contractual hours of the radiologist by 50%.

· Undertake a prospective audit of appropriateness and whether the results change management of the condition

· Agree a protocol for ordering X-rays
Optician service

· The service should be re-introduced for one session per month, as this should meet the demand if DNAs are addressed.

Physiotherapy

· Modernising physiotherapy should be acknowledged as a low priority

· Continue with a physiotherapy service and formalise contract

· Review provision of equipment and appliances and check whether this is the most efficient and cost effective way of providing the service.

· Review the availability provision of ice/ice packs in cells on all wings

Dental service

· Write a service specification for general dental services 

· Tender for the dental contract

· Out of hours cover to be included in the existing contract that Dacorum PCT holds with the OOH provider

· All staff to use the Microtest clinical system and have further training where required.

· Audit data entry to ensure quality of data

Podiatry

· Write a service specification for podiatry. 

· Agree guidelines for the nursing staff to identify foot health conditions, how to treat them and when to refer on to the chiropodist.  Approximately 33% of the patients seen per year have athletes foot.  These patients could be triaged and given information and treatment from the nurse or pharmacist.

· Develop a series of information leaflets for prisoners on general foot health and specific conditions.

· A cryotherapy clinic should be established, run jointly with a nurse, with the podiatrist doing the scalpel work and a nurse the cryotherapy. 
· Tender for the podiatrycontract

· All staff to use the Microtest clinical system and have further training where required.

· Audit data entry to ensure quality of data

Pharmacy

· Ensure ‘in possession’ is fully bedded down in the prison to ensure positive responses to the pharmacy service being tendered.

· Write a service specification for pharmacy. 
· Consider giving out medicines on the wings using either pharmacy technicians or nurses

· Increase the range of over the counter medication available from the prison shop e.g. analgesics, emollients. The cost of these may need to be subsidised to ensure affordability and avoid prisoners seeking prescriptions instead.

· When regulations change to allow Prison Officers (POs) to administer medicines The Mount should consider training and developing protocols to implement on the wings

· Provide prescribing information to the healthcare team for management purposes

· Work with the GPs and nurses to develop protocols for chronic disease management

· Develop prescribing protocols with healthcare team and mental health in-reach team 

· Review the policy for medication for prisoners transferring in

· Develop additional services in conjunction with the nursing team e.g. minor ailments clinics in line with the new pharmacy contract

GUM

· Give formal notice that the existing contractual arrangements will be ended to coincide with the consultant’s retirement 

· Ensure that the PCT’s existing contract for sexual health is amended to include the prison population

· The healthcare manager should attempt to recruit a male nurse to provide treatment, sexual health counselling and health promotion as member of the nursing team.

· Develop protocols for provision of condoms dental dams and lubricants.

Secondary care

· Continue with the current service and collect more detailed data on referrals to secondary care to ascertain the viablility of in reach services

Out of Hours

· Include OOH provision in the contract for the residents of Dacorum PCT

Health promotion

· A whole prison health promotion strategy should be developed

· A prison health promotion group to be established, preferably chaired by the Health Promotion Lead at the PCT and to include prison officer and prisoner representation, reporting to the Partnership Board

· Hepatitis B vaccination programme should be strengthened and streamlined to offer universal counselling, vaccination and antibody testing. 

· A strategy for Hepatitis C should be developed 

Prison systems

· Consider providing small quantities of ‘over the counter’ (OTC) drugs at the prison shop for prisoners to purchase e.g. paracetamol, Ibobrufen and emollients.  The cost of these may need to be subsidised to ensure affordability and avoid prisoners seeking prescriptions.

· Prison officers should be given training to identify mental health problems before they become severe. A wing co-ordinator should be identified and when a prisoner is presenting with acute MH problems they should refer to the in-reach team. The wing based staff should take part in regular reviews

· Prison officers should be given appropriate training to make them aware of healthcare issues and empower them to be involved in prisoner health care.

· When regulations change to allow Prison Officers (POs) to give out medicines The Mount should consider training and developing protocols to implement on the wings

· Disabled access should be given priority during works/ redesigning of the wings and healthcare centre.

· Review the availability provision of ice in cells on all wings for prisoners to be able to execute physiotherapy self management plans

HMP THE MOUNT
1.0
INTRODUCTION

1.1
McLaren Perry was commissioned by Dacorum Primary Care Trust (PCT) to undertake a Healthcare Needs Assessment (HNA) at HMP The Mount. 
1.2
The assessment was conducted during February to April 2005 and was undertaken to support the transition of responsibility from prison service to PCT and provide a sound base from which service specifications can be developed.
1.3
The framework of this study is based on the “Guidance on developing prison health needs assessments and health improvement plans” published by the DOH/ HMPS in January 2002.
 

1.4
This report describes the current provision of healthcare at HMP The Mount, identifies issues and makes recommendations for a future service.

2.0
BACKGROUND

2.1
The Provision of healthcare for prisoners has historically been the responsibility of the HMPS, from April 1st 2005, Dacorum Primary Care Trust (PCT) has taken on the responsibility for commissioning all health services within the prison establishment. 

2.2
A Health Needs Assessment was last carried out at HMP The Mount in 2002.  At this time, the limited availability of data was identified as an issue and restricted the scope of the study. Although computer systems and the appropriate development and training for staff are being addressed, both data availability and quality remain an issue of the same magnitude.

2.3
National HMPS figures
 suggest that male prisoners consult doctors on average 10 times per year and other health care workers 20 times per year. The national morbidity figures for prisons demonstrate that the population and its needs are very different to those expected in Primary Care. 

· 90% of all prisoners have a diagnosable mental health problem, substance misuse problem or often both compared to 0.4%  - 11% in the general population
· 80% of prisoners smoke

· 8%  are infected with Hepatitis B. Hepatitis C infection rates are similar

· 24% of prisoners have injected drugs at some time, and among that group the prevalence of Hepatitis B & C is 20% and 30% respectively

· Approximately 0.3% of the male prison population are HIV positive

· 7% have a history of self-harm

· 13% of the prison population has diagnosed asthma

· The majority of prisoners come from lower socio-economic groups and have poor levels of education 

3.0
METHODOLOGY

3.1
The purpose of the HNA was to seek answers to the following questions:

· What health services are currently provided?

· What are the prisoners’ health problems?

· What is the activity in relation to volume, case mix and waiting times?

· Who is currently delivering these services?

· What skills and knowledge currently exist within the nursing team and what might be required for the future?

· What services are required for the future?

· How do healthcare and prison services work together in the delivery of health care for prisoners?

3.2
The process covered the following:

· Agreeing a ‘virtual’ steering group  

· Gathering current guidance relating to health care in prisons

· Reviewing internal documentation and policies

· Interviewing healthcare professionals who are currently providing the service (Appendix 1)

· Interviewing prison professionals who interface with the healthcare department (Appendix 1)

· Collecting hard data about each of the services where available and collectable within the timeframe

· Observing some activities e.g. reception screening

· Undertaking a focus group and opportunistic individual interviews with prisoners

3.4
However data was not readily available due to the lack of manual and computer systems within healthcare and the prison. In carrying out the health needs assessment the authors assisted staff in healthcare to set up systems for data collection for a specified time. The authors also analysed data retrospectively in order to make an assessment of the prisoners health needs. 

3.5 
Due to the adverse nature of the data collection exercise and the time constraints this imposed, one of the elements of the original proposal cannot be delivered as described at this point in time. The HR and service inputs/reductions have been detailed but will require commitment from the Partnership Board and sign off of the draft recommendations before the development of an implementation plan can take place.

4.0
HMP THE MOUNT – A GENERAL INTRODUCTION TO HEALTHCARE WITHIN THE PRISON CONTEXT

4.1
Nationally, the prison population has three key features: it is largely young, male and has a high turnover. HMP The Mount is no exception; it was opened in 1987 and operates as a Cat. C Adult Training prison. 

4.2
The cellular accommodation comprises:

Lakes Wing      :
Induction + Basic Regime
112 cells 

Ellis Wing         :
Standard Regime

110 cells 

Fowler Wing
   : 
Standard Regime

112 cells 

Brister Wing     :
Standard Regime

110 cells 

Howard Wing   :
Enhanced Regime

104 cells

Dixon Wing      :
Enhanced Regime  

120 cells

Annexe            :    
Enhanced Regime

  36 cells

The Certified Normal Accommodation (CNA)  is 704


4.3
Prisoners are received from ‘local’ prisons.  At reception the prisoner is seen by a nurse to assess suicide risk and to establish if there is an urgent health need. The prisoner is also seen within 24 hours by the CARATS
 team to assess their needs.

4.4
Following reception screening the prisoner may then be referred to a doctor or other health care professionals if necessary e.g. doctor, dentist, chiropodist, CPN 

4.5
The prisoner spends some time in an induction wing before being placed on a standard regime wing. The prisoners are then moved to enhanced wings as they work towards release.

4.6
Within the prison day the prisoners are kept occupied through education, work around the prison or other meaningful activities. In addition, there is a range of support available from the prison itself such as the CARATS and RAPT
 team that provide help for prisoners with drug or alcohol problems, forensic psychologist, chaplain, counselling and the Prisoner Listening service. The range of services offered by healthcare and through the prison is listed in Appendix 1. 

5.0
Prisoner profile

5.1
The following information is based on the prisoner population at HMP The Mount on 25th January 2005
.  

5.2
The total number of prisoners on 25th January 2005 was 686 and of those prisoners resettled in January, February, and March 2005, the majority located in the London area. Of all the prisoners released in this time period, the majority obtained permanent housing. Most of the prisoners went into education (30%), and others were mainly employed (19%) or attending Freshstart (23%).  

Figure 1: Population by Age
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The average age of the total prisoner population is 32.6 years.

5.3
As Table 1 below indicates, the largest ethnic coded group is White (47.7%), followed by Black prisoners at 36.5%.  

Table 1: Population by Ethnic Coded Group

	Ethnic Coded Group
	Number of Population
	Percentage of Population

	White British
	275
	40.1

	White Irish
	8
	1.2

	White Other
	44
	6.4

	WHITE
	327
	47.7

	White and Black Caribbean
	19
	2.8

	White and Black African
	5
	0.7

	White and Asian
	4
	0.6

	Any other dual heritage background
	4
	0.6

	DUAL HERITAGE
	32
	4.7

	Indian
	22
	3.2

	Pakistani
	19
	2.8

	Bangladeshi
	4
	0.6

	Any other Asian background
	15
	2.2

	ASIAN
	60
	8.8

	Black Caribbean
	173
	25.2

	Black African
	45
	6.6

	Any other black background
	32
	4.7

	BLACK
	250
	36.5

	Chinese
	2
	0.3

	CHINESE
	2
	0.3

	Other
	15
	2.2

	OTHER
	15
	2.2

	Total
	686
	100


As Table 2 below indicates, the majority of prisoners have between 1 and 2 years to serve (28.6%) with more than half the prisoners having less than 2 years to serve (64.2%). 90% of prisoners have less than 4 years to serve. 
Table 2: Population by Time left to Serve

	Time Left to Serve
	Number of prisoners
	Percentage

	Under 6 months
	140
	20.4

	6 months – 1 year
	104
	15.2

	1 year – 2 years
	196
	28.6

	2 years – 3 years
	129
	18.8

	3 years – 4 years
	48
	7.0

	4 years – 5 years
	26
	3.8

	5 years – 6 years
	8
	1.2

	6 years – 7 years
	2
	0.3

	7 years – 8 years
	0
	0

	8 years – 9 years
	3
	0.4

	Life-sentenced Prisoners
	25 
	3.6

	Deportees
	5
	0.7

	Total
	686
	100


6.0
PRISON IMPACT ON HEALTH SERVICES

6.1
Clinics and opening hours are managed around the regime; times are shown in Appendix 2. Access to the healthcare service is constrained to some extent by the prison regime. For example roll call twice a day and periods of ‘lock up’. There may be opportunities to work with the Governor on ways to overcome some of these pressures. 

Reception

6.2
There is a high turnover of prisoners between the national prison estate. The average length of stay in the prison is currently 9 months. This movement is far in excess of what is seen in average primary care practices and presents special challenges for the continuity of care when patients are transferred. 

6.3
Although the Governor has the right to refuse to take unsuitable prisoners, in reality detailed information is often not given before transfer.  For example the CARATS team are concerned as prisoners are frequently transferred to The Mount on a Monday having finished their detoxification programme on the Friday thus not having time to become stabilised. The Mount does not have the resources or facilities to manage these prisoners. This has an impact on the prisoners themselves as well as prescribing within healthcare.

6.4
The healthcare manager is consulted if a prisoner is being transferred with specific health needs but again this does not always happen and nurses on reception have to cope with inappropriate transfers.  The guidance is that the nurses send the prisoner back to the prison they came from but as the pressure of cells is so great the place is often filled. 

6.5
Receptions are meant to arrive during the working day but more recently have been arriving after 5pm. This had an impact on nurse cover and the availability of medicines, especially if the prisoner has not brought his medication with him.  

6.6
Although clinical records should be sent with the prisoner, in practice this does not always happen and rarely are a complete set of records received e.g. including dental records and X-rays
Accessing healthcare

6.7
To make an appointment in healthcare, prisoners are either referred direct from reception screening or they can self refer. Between 18.45 and 19.15 hours  prisoners are given the opportunity to complete application forms for a range of issues including healthcare. Those that cannot read or write well often have a cell mate to help them complete the form or will ask a prison officer for help. On the form the prisoner will indicate which healthcare professional he wishes to see. 
6.8
Once the form is competed it is put in the healthcare pigeon hole by the prison officer and collected the following day by someone from healthcare.

6.9
In healthcare the form is processed and appointment(s) made. A paper slip is made out with the appointment time and sent back to the wing. Once in the wing the slip is placed in the ‘in tray’, which is emptied three times a day. On occasions the tray is not emptied and the slips are given to the prisoner after the appointment date or lost completely. There is no electronic communication between healthcare and the residential areas.

6.10
One of the major concerns in healthcare is the high level of prisoners that do not turn up for their appointments. However, this has improved significantly over the time of the review, although some prisoners still change their minds following the reception screening about the need for appointments, once they have had time to reflect. A system needs to be in place to cancel appointments.

F35 application forms

6.11
Because of the strict regimes, prisoners complete request forms to allow special items to be brought in from home or ordered for them. The GPs are concerned about the number of forms they are asked to sign. One GP stated:

“There are prisoners coming for F35 slips for....shoes, diet, bed board, wearing of sun glasses, own clothes, special chair for back pain etc.  We try very hard not be involved in this.  Unfortunately we are undermined by the Wings who tell prisoners to come to health for such certificates. Shoe F35s have been disallowed by order of the Governor, but they are still told to come up.  Sometimes F35 are sensible orders, but only rarely, after dealing with a patient's condition.” 

6.12
There does not appear to be good communication and clear guidelines between healthcare and prison officers. However, now the Healthcare Officer is in post communications have improved. This new role has a positive impact on the way healthcare functions and it will be important to ensure appropriate cover when the officer is on annual leave. 

Segregation Unit

6.13
Nurses and doctors have additional responsibilities that exist because of prison regulations.

6.14
When prisoners have committed an offence in prison then the case will be presented to the internal monitoring board chaired by a governor or in more serious cases a visiting judge. A nurse will make an assessment on whether the prisoner is fit to attend. 

6.15
The numbers of adjudications over the three months January to March are

Table 3: Adjudications,  01 January – 31 March 2005
	January
	February
	March

	68
	90
	152


6.16
One of the outcomes of these adjudications is cellular confinement (CC) and at present a doctor must confirm the prisoner is fit for confinement. Prison officers will predict which prisoners are likely to receive CC so that it can be planned within existing GP hours. The GP does a round before surgery in the morning to see prisoners who have made a request or those where the prison officers have concerns. The numbers from January to March are:

Table 4: Cellular Confinement by Doctor, 01 January – 31 March 2005
	January
	February
	March

	17
	22
	23


6.17
When a prisoner is transferred to the segregation unit a nurse completes an algorithm, which determines their fitness to be located there, and the frequency by which they must be monitored. If control and restraint (C & R) is used during the transfer a nurse must accompany the prison officers’ en route as part of the removal team. This happens on average twice a week.

6.18
Although out of hours figures are not available, anecdotally, many of these transfers are taking place in the evening, which has an impact on prison resources. If the prisoner is not seen by the nurse a prison officer is required to make 15-minute observations until assessment takes place the following morning. The numbers from January to March are:

Table 5: Cellular Confinement Algorithms Completed, 01 January – 31 March 2005
	January
	February
	March

	28
	25
	36


6.19
A nurse undertakes a daily round in the segregation unit between 08.30 and 09.30 hours. Besides this morning visit the nurse will make return visits to provide medication to prisoners as necessary; these extra visits are not counted in the figures below.

Table 6: Number of prisoners seen in the Segregation Unit by Nurse, 

01 January – 31 March 2005
	January
	February
	March

	277
	322
	387


Roll call

6.20
Prisoners are counted twice a day following movement within the prison. Whilst the roll call is taking place prisoners must remain where they are. This process can take anything from half an hour to three hours to complete. Prisoners leave the wings earlier than normal to attend healthcare prior to attending work and before roll call takes place. This makes appointment times difficult and means prisoners arrive in a batch and are often stuck in the waiting room if they have to wait.  Prisoners are locked in the waiting room until roll call is correct and causes significant frustrations particularly if prisoners cannot get to work or get back to the wing in time for lunch to be served, as meals are not retained for a variety of reasons.

6.21
In-roads have been made with the employment of the healthcare officer and demonstrate the need for prison and healthcare staff to work together.

6.22
The new healthcare officer has taken responsibility for ensuring better working arrangements and communications between healthcare and the rest of the prison. Being clear about where this responsibility lies has enabled effective working relations and lines of communications to be established and it is anticipated this will continue to improve in the future.

6.23
Recommendations

· We understand the Governor is reviewing the criteria for transfer in from other prisons. It is recommended that within the criteria there needs to be specific healthcare criteria, for example prisoners on detox programmes should have a specific time elapse before being transferred to The Mount.

· Review the system for making referrals at the time of reception screening. Ensure that referrals at this time are those identified as urgent

· Review the appointment system with the aim of simplifying it 

· Introduce a system for cancelling appointments

· In the absence of other electronic communication systems between healthcare and the residential areas use a fax for requesting and giving appointments.

· Review protocols for F35 referral with prison staff

· The healthcare officer should be made a fixed post and should have cover for annual leave/sickness/absence built in

7.
Findings

7.1
GENERAL MEDICAL SERVICES (GMS)

7.2
There are three GPs engaged in providing GMS at The Mount. 

7.3
Archway surgery provides two of the GPs for 18 hours a week covering weekday mornings, one hour on a Saturday and in addition, alternate nights on call for emergencies. 

Table 7: GP SESSIONS – Morning, 01 January – 31 March 2005

	
	Total number of Clinics
	Total appts

available
	Average appts per clinic
	Appointments booked
	Prisoners seen
	DNA

	GP 1*
	54
	612
	11
	438
	304
	129

	GP 2
	23
	252
	10
	176
	138
	37


* Minor operations also undertaken (39 last year) 

7.4
The morning sessions cover a visit to the Segregation Unit followed by a general practice surgery except on a Wednesday morning when it is an emergency service.

7.5
A third GP is employed on a contract for 12 hours to cover afternoon sessions Monday to Friday and in addition, alternate nights on call.

Table 8: GP SESSIONS – Afternoon, 01 January – 31 March

	Month
	No of patients seen
	DNAs*

	January
	146
	

	February
	99
	

	March
	133
	

	Total
	378
	


* There were no DNAs recorded
7.6
The afternoon service covers the medical examination of new arrivals (receptions) and general practice appointments. 

Appointments

7.7
The national average for appointments with a GP is 10 per prisoners per year. If this is used to calculate the number of appointments needed at The Mount for 704 (CNA):

=  7040 appointments per year 

=  135 appontments per week

=  22.5 hours per week (based on 10 minute appointments)

  

(For 686 prisoners = 21 hours per week) 

7.8
The existing contracts total 30 hours per week, excluding out of hours cover, an over- supply of GP time which should be reduced to 23 hours per week to include two hours per month for team meetings and other activities such as protocol development. When a reduction is made the prison will be covered for its CNA as that determines GP capacity. The prison often operates below capacity and this will mean that there will be flexibility within the 23 hours. 

7.9
The prison rules in relation to medical and nursing roles are changing and responsibilities that were historically undertaken by a doctor can in future by a registered nurse or another member of the healthcare team. The areas where this applies are summarised below.

7.10
Cellular confinement – before deciding whether to impose a punishment of cellular confinement the governor, adjudicator or reviewer shall first enquire of a registered nurse or a registered medical practitioner, as to whether there are any medical reasons why the punishment is unsuitable and shall take this advice into account when making his decision.

7.11
Restraints - a registered nurse as well as a registered medical practitioner can receive a notice of a restraint order.   Either the nurse or doctor can then inform the governor whether there are any medical reasons why the prison should not be put under restraint.  In addition, either a registered nurse or registered medical practitioner can direct that a prisoner shall not on medical grounds be put under restraint during removal.

7.12
Removal from association – the governor can now consider any recommendation made by a registered nurse or a registered medical practitioner that the prisoner resumes association on medical grounds

7.13
Food -  any healthcare professional can now authorise for a prisoner to have a change in diet other than that ordinarily provided.

7.14
Work – a registered nurse as well as a registered medical practitioner can now excuse a prisoner from work on medical grounds. 

7.15
The nursing team are in a position to be able to take on this responsibility and the benefit to the Governor is that the nursing team is available for longer than a general practitioner. 

7.16
Although segregation is not part of the consultation process referred to above the same principle applies and either registered nurses or registered medical practitioners are able to review prisoners on the segregation unit.

8.0
Key issues

8.1
General practice is one part of the total service provided to prisoners. The main bulk of service provision should reflect the national picture of need within the prison service that is 90% of prisoners with a diagnosable mental health problem, substance misuse problem or both and for this reason the services commissioned should be changed to reflect the balance required. 

8.2
Service specifications for other services will be suggested throughout the document. The general practice specification to be tendered for a start date of 8th September 2005 should include the following:

· General practitioner services within a nurse led team guided by the GP contract and national guidance including NSFs. 

· GP management of primary mental health problems as would be the case in a general practice

· Referral to secondary care 

· Prescribing against an agreed formulary

· Attending multi disciplinary team meetings

· Provide mentoring for a nurse practitioner

8.3
The times of availability of the GP need to be around the prison regime in order to maximise uptake of appointments available and to reduce the DNA rate. The 22.5 hours available for face-to-face prisoner contact should be spread over 5 days to fit in with the prison regime. This will allow a minimum of 4 hours a day of GP time for consultations plus time for joint sessions with a trainee nurse practitioner and other nurses who may be running chronic disease management clinics.

8.4
In order to make this work the nursing team will need to change their way of working and this is referred to under the nursing section. Protocols, which identify what should be referred to the GP, will have to be agreed and implemented by September 8th.

8.5
Out of hours cover will no longer be required from the contracted practice, as the existing out of hours arrangements for Dacorum residents should also apply to the prison population.

8.6
The existing contract price for GP cover and out of hours is £88,893.00. The recommendations represent a significant saving in the cost of GP cover and there will be proposals further on in the document for the savings to be redeployed.

8.7
Recommendations

· Write a service specification for General Practitioner services as part of the nurse led team, that anticipates a change in regulation.  The specification to include:

· Staffed by qualified general practitioner

· Hours to be available

· Duties to be undertaken (in line with GP contract and NSF requirements)

· Primary mental health care to be specifically included

· Hours for consultation (to reflect the prison regime)

· Attending multi-disciplinary team meetings

· Demonstrating continuing professional development

· Working within the PCT clinical governance framework

· Mentoring a trainee nurse practitoner

· Monitoring arrangments

· Data to be collected

· Audit requirements

· Cost of contract

· Review period

· The service specification is to include a clause that states the hours will be reviewed after three months and may be subject to further change

· Out of hours cover to be included in the existing contract that Dacorum PCT holds with the OOH provider

· Develop protocols for referrals to the GP as part of reception screening.

· Develop protocols for triaging requests to see the GP or other health professional

· All staff to use the Microtest clinical system and have further training where required.

· Audit data input to inform quality assurance process

9.0
Nursing 

Description of service

9.1
The nursing service comprises of a team of general nurses who are employed by Dacorum PCT.  A CPN with two temporary part-time support staff, are employed by Hertfordshire Partnership NHS Trust and will be considered under the section covering Mental Health.

9.2
A healthcare officer is also part of the team; this post is funded through the prison service and the postholder is currently awaiting NVQ training.  In addition, there is a full time Administrative and Clerical (A&C) worker, the current post holder is employed through an Agency.

9.3
The team is headed by a healthcare manager, who is also a nurse and holds enhanced skills as an emergency care practitioner.

9.4
The nursing complement for the establishment can be seen inTable 9 below:

Table 9: Nursing Establishment - as employed by Dacorum PCT

	POST
	FUNDED  WTE
	IN POST WTE

	Healthcare Manager
	1
	1

	‘F’ Grade Nurse
	2.21
	1.68

	‘E’ Grade Nurse
	2.53
	2

	‘B’ Grade HCA
	1
	1

	Total 
	6.74
	5.68


9.5
As the table indicates, there are nursing vacancies that are being covereed by  two agency nurses who are being employed to cover shifts.  

9.6
There is nursing cover Monday – Friday 07.45 hours – 17.15 hours.  Current staffing levels have resulted in the discontinuation of an evening service in which nurses used to visit the wings for the purpose of health promotion.

9.7
At weekends, there are two nurses allocated, one working 07.45 hours – 17.15 hours  and the other 07.45 hours -  12.30 hours.  During the course of the HNA, the nurses decided to trial rostering only one nurse at the weekend, covering 07.45 hours – 17.15  hours on each day.

9.8
The nursing service covers the following areas on weekdays only unless otherwise indicated:

· Reception Screening 

· Chronic Disease Management 

· Vaccinations

· Nurse Clinic / Triage

· Segregation Unit visits, including daily rounds, medication visits,adjudications and algorythms (weekends inlcuded)

· Support of GMS services

· Triage and medications (weekends included)

· Health promotion

· Phlebotomy

9.9
Responsibilities within the nursing team varies with many of the nursing duties shared. Individuals roles are historically based but now need to be developed to take responsibilities for specific areas in line with the requirements of the NSFs. For example only one nurse takes a lead with the management of chronic diseases (CDM)
 yet all should have the skills and competencies to be able to provide an appropriate service. The lead nurse resigned during the period the HNA was being undertaken.

9.10
Table 10 below, indicates the number of prisoners who are recorded by the lead nurse as having a chronic disease.

Table 10: Number of prisoners on CDM Nurse Register as at March 01 2005

	Hypertension
	25

	Asthma
	62

	Diabetes
	15

	Epilepsy
	8


9.11
Clinics for hypertension, diabetes and asthma are provided by the lead nurse and are organised flexibly within available days.  Activity levels are indictaed in Table 11 below.  At present, there is no defined service for those prisoners suffering with epilepsy.

Table 11: CDM Clinics 01 January – 31 March 2005

	
	Number of clinics
	Number of DNA
	Number seen at clinic

	Hypertension
	7
	12
	35

	Asthma
	8
	10
	37

	Diabetes
	3
	2
	14

	Epilepsy
	0
	0
	0


9.12
As can be seen in Tables 10 and 11 the numbers of prisoners requiring a CDM service is extremely low and bears out the national picture that prisoners with mental health problems are the highest proportion of the prison population requiring healthcare. The focus of the nursing team should therefore be on mental health while still providing services for those prisoners presenting with chronic diseases and minor illnesses.

9.13
Hepatitis B and Meningitis C vaccination services are either provided within identified clinics or prior to prisoners starting their working day. Tables 12 and 13 indicate the acitivity for the first quarter of 2005. The figures are unusually high because a decision was taken to ‘blitz’ the waiting list. Although immunisations and vaccinations are part of the nurses workload it is not a significant proportion.

Table 12: Meningitis C Vaccinations, 01 January – 31 March 2005

	
	Jan
	Feb
	Mar
	3 Month Total

	Appointments made
	1
	71
	132
	204

	DNA
	0
	32
	56
	88

	Total attended
	1
	39
	76
	116

	 - Declined vaccine
	0
	2
	4
	6

	 - Requested re-appointment
	0
	2
	1
	3

	 - State covered
	0
	0
	6
	6

	- Did not wait
	0
	2
	2
	2

	Vaccine given – 1st appt
	1
	33
	45
	79

	2nd appt
	0
	1
	15
	16

	3rd appt
	0
	0
	2
	2

	4th appt
	0
	0
	1
	1

	Total number vaccinated
	1
	34
	63
	98


Table 13: Hepatitis B Vaccinations

	
	Jan
	Feb
	Mar
	3 Month Total

	Appointments made
	59
	87
	231
	368

	DNA
	26
	40
	65
	131

	Total attended
	33
	47
	166
	246

	 - Declined vaccine
	1
	0
	4
	5

	 - Requested re-appointment
	3
	2
	3
	8

	 - State covered
	0
	0
	3
	3

	- Did not wait
	0
	0
	1
	1

	Vaccine given – 1st appt
	18
	18
	68
	104

	2nd appt
	6
	16
	37
	59

	3rd appt
	5
	10
	39
	54

	Booster
	0
	1
	11
	12

	Total number vaccinated
	29
	45
	155
	229


9.14
As within the local community, flu vaccinations are offered seasonally to those prisoners who are deemed at risk.  The number of vaccinations for 2003 and 2004 are shown in Table 14 below.

Table 14: Flu Vaccinations

	
	2003
	2004

	Number vaccinated
	38
	72


9.15
Two smoking cessation clinics are run every week; one is run by the nurse responsible for chronic disease management and the other is provided by the PCT lead for smoking cessation services. There is a waiting list of 29 prisoners to attend a smoking cessation clinic. (Further information is provided in the Health Promotion section)

9.16
Prisoners can attend the Healthcare Department between 11.00 – 12.00 hours daily without an appointment and are able to be seen by whichever nurse is available at that time.  This session runs as a triage and clinic mix as indicated in Table 15 below:

Table 15: Nursing Interventions

	
	Jan
	Feb
	Mar
	3 Month Total

	Specimens taken
	1
	17
	5
	23

	Dressings
	7
	15
	13
	35

	Ear syringing / ECG / Observations
	3
	11
	18
	32

	Rest in Cell permissions 
	79
	26
	35
	140


(Please note, all figures are underestimated due to incomplete documentation)

9.17
A phlebotomy service is also provided by one of the nurses.  At present, a registered nurse is undertaking this procedure, but the plan is for the HCA to attend appropriate training to become competent in this area.  The volume for this service is indicated in Table 16 below:

Table 16: Phlebotomy

	
	Jan
	Feb
	Mar
	3 Month Total

	Appointments made
	18
	121
	42
	181

	DNA
	17
	36
	10
	63

	Total attended
	1
	85
	32
	118

	 - Declined 
	0
	3
	0
	3

	 - Requested re-appointment
	0
	5
	2
	7

	 - Did not wait
	0
	1
	0
	1

	Blood take 1st appt
	1
	59
	25
	85

	2nd appt
	0
	10
	2
	12

	3rd appt
	0
	4
	3
	7

	4th appt
	0
	3
	0
	3

	Total number who had phlebotomy
	1
	76
	30
	107


9.18
The areas of identified where lead nurses should taking responsibility are as follows:

9.19
Dermatology:

36.5% of the prisoners at The Mount are Black and present with a range of skin conditions, particularly dry skin which appears to be more prevalent in this group than any other. A significant number see the doctor for emollients as evidenced by the prescribing data.  Prisoners could be better managed through a variety of different routes.  For example purchasing  emollients such as E45 or cocoa-butter at an affordable price. There should also be information for prisoners providing advice on how to best care for their skin.  The development of protocols for triaging and referring patients will ensure that there is a more appropriate response to prisoners skin complaints and suspected dermatitis.

9.20
Planning for release

At present, planning for release is haphazard; there is no systematic planning process for those who have health problems returning into the community.  Planning for release needs to work in close asssociation with the prison service and systems need to be in place that enable healthcare staff to identify release dates at least one month in advance.  As within secondary and community care, nurses should be able to take a lead role in this planning and engage appropriate health care professionals in the process.

9.21
Minor illness:

Many nurses within primary care have received further training in relation to the management of minor illness.  At present, no nurses working within HMP Mount healthcare have the requisite skills to provide this service and prisoners attend a GP appointment as a result.  It would therefore seem appropriate for a nurse pracitioner to be employed or trained in the management of minor illness to reduce visits to the GP. 

9.22
Nurse prescribing:

As with minor illness, at present no nurses are able to prescribe under patient group directives (PGDs).   Nurses should be trained to become nurse prescibers which would enhance the skills available within the team and who could be deployed to ensure there is prescribing cover over the weekends. 

9.23
Sexual Health:

Several of the nurses felt that more could be done to support the prisoners with sexual health.  The main area for development was considered to be in relation to advice and support.  In adddition, it was felt that a nursing role could help within the GUM service; this is considerd later in the report.

 9.24
“Lifers”

One of the requirements of healthcare staff is to produce a clinical report on prisoners who have received a life sentence; this is at the request of the Parole Board and at present one nurse has received training to undertake this task.  There are usually 25 – 30 prisoners at any one time  in HMP The Mount who are serving a life sentence.  These prisoners are considered by staff to have different health needs when compared to those prisoners who are serving shorter sentences e.g the need for more extensive dental work.  The Scottish Prison Service
 is an example of good practice in this area with services available to prisoners based on their sentence length. 
9.25
At present, the only requirement for this group of prisoners is to have a well man check once every three years.  As with  prisoners who have a chronic disease, there is a view that ‘lifers’ should receive a more regular health review. This is an area that could be nurse led and an area for further discussion and possible development.
Key Issues

9.26
Nursing resources

9.27
A key issue for the PCT and prison service is what skills the nursing team has and how resources are deployed.  There is no doubt that the prison service would like as much healthcare cover as possible; this was a view shared by prison officers and prisoners alike.

9.28
What the nursing service should be providing is:

1. First reception, triaging to refer the majority of prisoners to the nursing service and identifying urgent referrals to the GP

2. Prisoner request for appointments  - to be triaged by the nurse and referred to nursing service, doctor or other health professional as appropriate according to the protocols

3. Nurse calls prisoner for appointment – chronc disease management, immunisation etc

4. Advice to the governor on cellular confinement, segregation etc (as above)

5. Routine visits to the segregation unit

9.29
The healthcare service to prisoners is a nurse led service and the hours of availabilty should reflect the needs of the prisoners and the prison regime. This means acknowledging prisoner transfers after 17.15 hours, the need for medications out of existing hours and the requirements for cover at weekends. Flexible shift patterns should be introduced to reflect the prison regime. This will aid recruitment and retention.

9.30
The healthcare manager is responsible for ensuring the team has the skills and competencies to undertake the required clinical activity. This can be determined by triangulating data on presenting demands and PDPs of individual staff. Gaps in skills and knowldedge that are identified should become a priority for the training budget. 

9.31
The healthcare manager is responsible for co-ordinating care provided for prisoners and ensuring a multi-disciplinary approach is adopted in developing and agreeing protocols. She/he has responsibility for managing contracts with other professionals or organisations on a day to day basis to ensure continuity of provision.

9.32
In the past the collection of data to demonstrate quality has been almost non existent and this wil be a requirement of all the new service specifications. The nursing service and other services will need to agree quality indicators and determine how data is to be collected to demonstrate their achievement.

9.34
Recommendations

· Write a service specification for the nurse led service,  that anticipates a change in regulation.  The specification to include:

· Team with appropriate skills and knowledge including a primary care nurse practitioner

· Refocus the team to provide primary mental health care by recruiting an RMN and as vacancies occur consider recruiting nurses with mental health experience

· Developing triage protocols to determine nurse appintments and urgent GP referrals

· Develop protocols for nurse led service provision

· Duties to be undertaken (in line with NSF requirements and PCT targets)

· Hours of availability (to reflect the prison regime) i.e. flexible shifts

· Managing a multi-disciplinary service

· Demonstrating continuing professional development

· Working within the PCT clinical governance framework

· Monitoring arrangments

· Data to be collected

· Audit requirements

· Cost of contract

· Review period

· The service specification is to include a clause that states the flexible shifts will be reviewed after three months and may be subject to further change

· All staff to use the Microtest clinical system and have further training where required.

· Audit data input to inform quality assurance process

· Healthcare manager to undertake a skill mix review and recruit and/or provide training to fill skill gaps

10.0
In – Reach Mental Health

10.1
Description of service

The in reach service for mental health is provided by Hertfordshire Partnership NHS Trust. The team consists of:

One psychiatrist 6 hours (2 sessions of 3 hours)

Fulltime Community Psychiatric Nurse (CPN)

Temporary bank D grade nurse working one morning a week

Temporary C grade bank support worker who does 2 days a week

The CPN has a caseload of over 40; the usual community caseload is 25. The team see as many prisoners as they can and is currently there is no waiting list.

10.2
Activity
Table 17: Prisoners seen by Consultant Psychiatrist

	Number of sessions
	18

	Total number of prisoners seen
	91

	DNAs
	Not available

	Number of prisoners sectioned
	1


	Symptoms
	December
	January
	February
	Total

	Schizophrenia
	3
	0
	0
	3

	Bipolar
	0
	0
	0
	0

	Personality disorder
	5
	1
	0
	6

	Psychotic illness
	6
	1
	4
	11

	Depression
	6
	2
	6
	14

	Dis-social personality disorder
	5
	1
	5
	11

	Substance misuse
	6
	2
	2
	10

	Paranoid schizophrenia
	4
	1
	4
	9

	Adjustment disorder
	3
	2
	3
	8

	Dysthmia
	3
	0
	3
	6

	Insomnia
	1
	0
	0
	1

	Coping with HIV
	1
	0
	1
	3

	Alcohol mis-use
	2
	0
	1
	3

	Assessment
	2
	1
	2
	5

	Counselling/welfare
	1
	0
	0
	1

	Bereavement
	0
	0
	2
	2


10.3
Table 17 above is not indicative of the number of patients seen as some prisoners have more than one diagnosis. The breakdown of these is as follows:

	One diagnosis
	Two diagnoses
	Three diagnoses
	Four diagnoses
	Total patients

	22
	18
	6
	2
	48

	46%
	37%
	12%
	4%
	


10.4
Suicide prevention

10.5
A suicide prevention co-ordinator is managed by the department of Psychology. The work includes: 

· Monitoring F2052SH forms

· Weekly reviews of self-harm behaviour

· Overview of the ‘listener’ scheme. 

10.6
The F2052SH is a prison document opened if any of the members of the healthcare or discipline team are concerned that the prisoner is at risk of self-harm. Once open there is a 72 hour mandatory period during which the prisoner is under observation and the form may only be closed after a satisfactory review which documents alleviation of the self-harm risk. Numbers of prisoners with open F2052SHs over the three months from December to February are as follows:

Table 18: Self-harm and suicide

	
	December
	January
	February
	Total

	Total number on 2052 bedwatch
	6
	10
	12
	28


10.7
During the period of the review the CPN introduced a new screening tool for mental health that has led to an increase in the number of prisoners identified and referred to her with mental health problems. Tables 19 and 20 below indicate the first month’s figures

Table 19: Reception Screening Referrals to CPN, 01 – 31 March 2005

	Total number of receptions
	84

	Total number of questionnaires completed
	78

	Total number with mental health problem
	28 (35.8%)

	Total number referred to CPN
	22 (28.2%)

	Total number declined to see CPN
	6


Table 20: Reception Screening by response 01 – 31 March 2005

	Have you received antidepressant treatment or any other psychotropic meds from your GP (not zopiclone or zolpiden?)
	24

	Have you ever received treatment from the Mental Health services outside?
	15

	If yes, have you ever been admitted to a mental hospital?
	9

	Have you ever tried to harm yourself
	17

	Are you currently suffering from any form of mental health problem (not poor sleep)?
	15


10.8
Key issues

10.9
This service has no explicit care pathway for prisoners and referrals to both the CPN and psychiatrist are made from different sources including prison officers, GP and nurses. The lack of referral protocols means that many of the referrals are inappropriate, for example sleep problems, anger management and adjustment disorders. A care pathway needs to be developed involving CPN, the psychiatrist, and the RMN, GP and prison officer. The Offender Mental Health Care Pathway published by the Department of Health and the National Institute for Mental Health in England in January 2005 should be used to create the care pathway.

10.10
Many prisoners suffer from insomnia, depression, anxiety and stress related disorders and there is a large group of prisoners who turn to self-harm either due to their illness or as a manipulative behaviour. The prisoners often lose contact with their CPNs while they are in prison and this can compound the pre-existing problems in care delivery by removing the links for the prisoners return into the community.

10.11
Guidance states that ‘Both the Prison Service and the NHS need to work together to achieve an effective and integrated service. This is perhaps particularly imperative for mental health care.’
 The CPN has started to build bridges with the prison services that link to mental health e.g. RAPT, CARATS, forensic psychologist, however there is a clear gap in communication between all members of the healthcare teams and the prison healthcare service and multi-disciplinary team meetings should be established to help resolve this problem. 

10.12
There is a risk to the PCT and prison in not involving the CPN in the review of open F2052SHs. The CPN is not able to attend reviews if set up at short notice and conversations regarding the prisoners take place over the phone, often without the CPN having seen the prisoner. Ways need to be explored to establish a process for review that ensures risks are minimised.

10.13
The National Service Framework for Mental Health
 should be the driver for modernising services for prisoners.

10.14
The GPs and psychiatrist do not work within clear protocols and policies. This leads to a difference in opinion about management e.g. prescribing of Diazepam an issue which could be resolved if a prison formulary were to be developed and agreed.

10.15
The only cover for annual leave is a telephone advisory service apart from exceptional circumstances when one of the members from the community mental health team will come in. This poses risks for the PCT and prison. Using F2052s as an example during annual leave a CPN is not available to review individuals who are subject to suicide, which means either they cannot be lifted or the appropriate procedure is not followed.

10.16
Both the forensic psychologist and the mental health team recognised the need for cognitive behavioural therapy (CBT) to address the large number of personality disorders. 

10.17
Substance misuse and mental health problems are inextricably linked, however the lack of reliable data that would normally be available from a prison drug-testing regime is not available at the Mount. A new PO has been appointed with responsibility for ensuring that the requirements for mandatory and voluntary drug testing are fully implemented. This should result in a full picture of prisoners needs for a range of therapeutic interventions that should be accessed as part of an appropriate assessment and care planning process. As well as cognitive behaviour therapies identified above needs are likely to emerge relating to stress and anxiety management, counselling, suicide prevention and mental health promotion.

10.18
Key performance indicators (KPIs)
 have been developed and will be monitored by the Strategic Health Authority (SHA), from September 2005. Those affecting healthcare include monitoring:

· The number of prisoners on CPA

· Numbers on enhanced CPA

· % enhanced CPA with care plan within 7 days

· % enhanced CPA with nominated care coordinator within 7 days

· % prisoners with copy of care plan 

· Number waiting more than 12 weeks for transfer to NHS facilities

· Number waiting more than 4 weeks for transfer to NHS facilities

· Number of transfers to NHS facilities

· % in reach staff who have undertaken suicide prevention training (within one year)

· % in- reach staff who have undertaken managing self harm training (within one year)

· Therapeutic interventions (wing based)

Currently there is no formal monitoring of any of the above

Current contract price is £111,000

10.19
Recommendations

· Write a service specification reflecting the current in-reach mental health service.  The specification to include:

· Staffed by appropriately skilled team

· Hours to be available

· Duties to be undertaken (in line with the mental health NSF requirements)

· Hours for consultation (to reflect the prison regime)

· Out of hours arrangements

· Attending multi-disciplinary team meetings

· Demonstrating continuing professional development

· Working within the Herts Parts Trust clinical governance framework

· Monitoring arrangments

· Data to be collected

· Audit requirements

· Cost of contract

· Review period

· The service specification is to be reviewed by the provider and commissioner when data is available from the drug testing regime and the review of mental health services which is being undertaken now. 

· Develop a care pathway based on The Offender Mental Health Care Pathway published by the Department of Health and the National Institute for Mental Health in England
· All staff to use the Microtest clinical system and have further training where required

· Audit data input to inform quality assurance process

11.0
X- Ray


Description of service

11.1
An X-Ray service is provided over two sessions per week, usually on a Monday and Thursday morning, but the days can be flexible and any changes are agreed in advance.  Each session is of three hours duration and two radiographers cover the service between them.  Numbers of clinics and x rays are shown in Table 21 below.

11.2
Referral is through the GPs or through the healthcare manager, who is also an emergency nurse practitioner and so can refer within a restricted protocol.

11.3
Each prisoner provides written consent before the X-Ray is taken.

11.4
A visiting Radiologist visits every week on a Friday afternoon to report the X-Rays; this session is an hour duration.  There is no cover for annual leave or other abscences.   In addition, in an emergency, the healthcare manager also uses her networks at the local hospital to personally deliver x-Rays and receive a report – the number of these have not been formally recorded.

11.5
There is no waiting list for this service.  The requests are predominantly of an acute nature and are usually as a result of sporting injury or aggressive incidents between prisoners. 

11.6
Activity

Table 21: Radiographer Sessions for 2004

	Year
	2004

	Number of clinics
	98

	Number of prisoners X-Rayed
	154

	Average number of X-Rays per clinic
	1.57

	Number of positive results
	47

	Number of acute cases
	85


Table 22: Casemix for X-Ray during 2004

	Number of chest cases
	40

	Number of abdominal cases
	5

	Number of upper limb (incl shoulder)
	64

	Number of lower limb
	24

	Number of hip / pelvis
	5

	Number of spine
	6

	Number of skull / facial bones
	8

	Number of other
	2


Table 23: Radiographer Sessions, 01 January – 31 March 2005

	Month
	Clinic numbers
	X-Rays taken

	January
	6
	13

	February
	7
	18

	March
	6
	12

	Total 
	19
	43

	Average number of X-Rays per clinic
	2.2


Table 24: Radiologist Sessions, 01 January – 31 March 2005

	Total number of Radiologist sessions:


	12

	Total number of X-Rays reported:


	29


Key Issues

11.7
As the activity figures indicate,  the current capacity far exceeds demand.  However, any reduction in service would need to be costed against a prisoner having to be taken to an X-ray facility, which would also require the attendence of two prison officers.  For the foreseeable future, this would be a major problem for the prison service to support.

11.8
Besides the actual process of taking X-rays, the Radiographers are also responsible for maintaining the equipment and renewing the chemicals; this would need to be reflected when considering any change to  the length of the session.

11.9
With recent developments in diagnostic technology, the PCT will wish to consider how the prison service may best be accomodated in the future.  With digitial imaging, this will allow for reporting to be undertaken from a different site.  This would reduce the current delay in reporting X-Rays and the managers time in personally delivering X-Rays for reporting.  Another option may be for a mobile X-Ray unit within the district.  All options would need to be considered in the context of commisioning this service on a district wide basis.

11.10
Althougth the local hospital has nurses undertaking X-Rays within protocols, this may not be a feasible option for The Mount due to the understanding that a radiographer is required to be on site for supervisory purposes.

11.11
Another area for consideration with this serviice relates to the transfer of prisoners to The Mount.  X-Rays do not always accompany the clinical records, which on some occassions, results in X-Rays having to be repeated.

Total current contract price is £8744

11.12
Recommendations

· Modernising X-ray services should be acknowledged as a low priority

· The PCT to explore an X-ray servcies could be provided at a lower price and a defined quality in the future at a date to be agreed

· Retain the twice weekly X-Ray sessions 

· Reduce the contractual hours of the radiologist by 50%.

· Agree a protocol for ordering X-rays

12.0
Optician service

12.1
This is a service that was highlighted by the prisoners as being very important to them. 

Activity

Table 25: Optician’s Activity, 01 January – 31 March 2005

	Number of sessions
	7

	Number of prisoners booked
	84

	Number of prisoners seen
	54

	Total number of DNA
	30

	Average number of prisoners seen per clinic (not including DNA)
	7.7


Key issues

12.2
The contracted optician left in March and had not yet been replaced. At the time the waiting time was 4 weeks and he was providing 14 sessions a year with 11-12 slots although he was seeing up to 17 as prisoners turned up in the healthcare centre. Table 25 above shows the activity.

12.3
Recommendations

The service should be re-introduced for one session per month, as this should meet the demand if DNAs are addressed. 

13.0
Physiotherapy

Description of service

13.1
Physiotherapy is provided by an external physiotherapist in a classroom within the prison gymnasium. She provides one session of 2.5 hours between 09.15 hours – 11.45 hours every two weeks and has been providing the service for 5 years.  

13.2
The majority of the complaints treated are to do with acute injuries such as ankles, back problems and shoulder injuries. Most are given exercises to do on their own and some are referred to Rehabilitation in the gym. Appointment times for a new patient is 30 minutes and a follow up appointment 15 minutes. One current stroke patient has been having treatment every 6 -8 weeks for a year and has been mobilised. 

Waiting times

13.3
The waiting time varies between 8 – 10 weeks and is currently one month as the physiotherapist has provided more sessions to reduce the list.

Activity

Table 26: Physiotherapy Activity, 01 January – 31 March 2005

	
	January
	February
	March
	Total

	No of sessions
	2
	2
	3
	7

	No of prisoners seen
	13
	13
	18
	44

	DNAs
	2
	2
	3
	7


Key issues

13.4
A referral protocol needs to be developed including information required by the physiotherapist in order to make an assessment of the appropriateness of the referral.  Currently referrals are paper based and emanate from the GP. The forms are often not completed, particularly the diagnosis and are now being returned to healthcare for completion, increasing the time from referral to appointment.  

13.5
The physiotherapist does not meet formally with any members of the healthcare team to discuss polices and protocols, although she does go to healthcare at the end of her session to put her notes in the clinical record.

13.6
There is a couch provided in the classroom where treatment is delivered and the physiotherapist brings her own equipment into the prison. She also provides various small appliances e.g. braces, which is claimed back on the invoice. Ice is used as part of the treatment and is available in the gym. Treatment plans for prisoners often include the use of ice in their cells. However, this is not allowed on some wings and prolongs recovery.

13.7
All prisoners with appointments booked for the session arrive at the start time as constraints around escorts prevent prisoners coming and going freely.  Also, at times the second rehabilitation session in the afternoon does not happen if the roll call is not correct. 

Current contract cost is £4050

13.8
Recommendations

· Modernising physiotherapy should be acknowledged as a low priority

· Continue with a physiotherapy service and formalise contract

· Review provision of equipment and appliances and check whether this is the most efficient and cost effective way of providing the service.

· Review the availability ice/ice packs in cells on all wings

14.0
Dental service

14.1
The lifestyle of many of the prisoners contributes to dental problems. For example many do not have toothbrushes, their poor diet and drug misuse causes dental decay and they attend the dentist infrequently in the community. However, prisoners at the focus group highlighted this service as a priority and stressed the need for a good service.

Description of service

14.2
There is one dental surgery situated within the healthcare facility. It was refurbished in 2003.

14.3
A contracted dentist and dental nurse come into the prison for four sessions a week between 09.00 and 12.00 hours. Prisoners see the dentist for an initial consultation and are then booked into treatment by the dentist for the most appropriate length of appointment depending on treatment. The average length of consultation is 20 minutes with approximately 8 prisoners seen during each session.

Waiting times

14.4
The waiting time for a dentist is 2 months and those prisoners who are on the waiting list occasionally make appointments with the GP owing to flaring up of their dental problem and requirement for medication.
Activity

Table 27: Dentist’s Activity, 01 January – 31 March 2005

	Dental sessions:
	43

	Total number of prisoners seen:
	371

	Total number of DNA:
	56

	Average number of prisoners seen per clinic (not including DNA)
	8.6




	Category
	Number

	Consultation (routine)
	145

	Emergency consultation
	15

	Radiographs
	150

	Scale & polish
	109

	Periodontal
	3

	Fillings
	109

	Crown & Bridge
	0

	Root canal therapy
	26

	Prosthetics
	7

	Extractions
	8

	Minor oral surgery
	18

	Dressing
	7

	Trauma
	0


Key issues

14.5
The waiting time for a dental appointment is too long and leads to a demand on the nurses for analgesia and the GP for antibiotics. Prisoners get frustrated and irritable with the pain and are often difficult when they attend the surgery. 

14.6
The view of the dentist is that because of the multiple problems the prisoners present with, the service within the prison is very different to community dentistry, as they often require a series of treatments. Recommendations following the Regional Prison Health Dental Adviser Inspection in July 2003 made a series of recommendations including increasing the number of dentist sessions, employment of a dental hygienist and more information to be given to prisoners on access to the service and how to look after their teeth. 

14.7
There are no protocols for prisoners serving different sentences. For example, a ‘lifer’ could be entitled to different levels of care to someone on a short term. 
14.8
No management data is collected routinely and the dentist does not complete the required FP17P forms, however a daybook is maintained by the dentist.
14.9
The dentist reported taking continuing professional development (CPD) outside the prison but this is not verified for the dentist or dental nurse.

Current contract cost is £48,000

14.10
Recommendations

· Write a service specification for general dental services The specification to include:

· A skill mix to include a general dental practiiotner, a dental hygienist and a dental nurse

· Dentist to be available 6 sessions per week

· Dental hygienist to be available 3 sessions per week

· Dental nurse to be available 9 sessions per week

· Duties to be undertaken in line with the general dental contract

· Hours of availability (to reflect the prison regime)

· Demonstrating continuing professional development

· Working within the PCT clinical governance framework

· Monitoring arrangments

· Data to be collected

· Audit requirements

· Cost of contract

· Review period

· Tender for the dental contract

· Out of hours cover to be included in the existing contract that Dacorum PCT holds with the OOH provider

· All staff to use the Microtest clinical system and have further training where required

·   Audit data input to inform quality assurance process

15.0
Podiatry

Description of service

15.1
Foot health is generally poor and because of the shared shower facilities and gym the prevalence of fungal infections is greater than within the community. Prisoners are not allowed to have shoes brought in from home; they are ordered through a catalogue and ill-fitting shoes contribute to the foot problems. 

15.2
An external chiropodist provides podiatry for two sessions per week on Tuesday and Thursday, 14.00 hours and 16.30 hours. She normally sees 8 patients per session although this has been reduced recently as the autoclave was being renewed and equipment was not available. 

Waiting time

15.3
Waiting time for the service is 5 weeks

Key issues

15.4
There is no cover for annual leave or sickness. 

15.5
Although the chiropodist does not have formal communication with members of the healthcare team she has strong links with the chronic disease management lead nurse particularly in relation to the management of diabetics.  There does not appear to any multi disciplinary strategy to improve the quality of foot health for prisoners.

15.6
The chiropodist writes in the prison clinical record, but there is no chiropody paperwork.  It is time consuming to find the foot health record at the follow up appointment. There is no assessment sheet to refer back to and no discharge summary that follows the prisoner.

15.7
Prisoners while on the 'wing' request to see the chiropodist in writing.  This request is processed via health care and the name of the prisoner is put in the request book.  They may also receive care by referral from another clinic e.g. chronic disease management; however there is no referral protocol or referral from. 

15.8
There are no protocols of care between the chiropodist and nursing staff at the prison.  If the chiropodist needs a patient to be seen for a dressing either because of annual leave or follow up, this is written in the notes and a conversation is had with nursing staff.

15.9
The chiropodist can access an emergency appointment with the GP or speak to him/her at the time it is needed.  A prescription for antibiotics is the most common reason.  Other reasons include referral for nail surgery because the chiropodist cannot administer local anaesthetic.  

15.10
There is no literature (leaflets) on promoting healthy feet, e.g. for diabetic prisoners, or leaflets on managing foot hygiene, nail cutting, athletes foot or verrucae.

15.11
The prison supplies all podiatry instruments, medicaments and dressings and it is unclear if there is a maintenance contract for the autoclave or any other equipment used.

15.12
The chiropodist works with the door to her clinic room open for security, as she has no chaperone while treating her patients.  Because there is a 'roll call’ in the afternoons, all prisoners booked in to see the chiropodist have to be in health care by 14.30 hours. The prisoners then have to wait around for their treatment.  This causes frustration, which means that on occasion prisoners are talking to the prisoner having treatment.  This can cause distraction to the chiropodist who has sharp instruments in her control.  The risks that this poses to the safety of the chiropodist and prisoners had been drawn to the attention of the relevant PCT officer. 

15.13
The chiropodist has had no training with regard to 'working within a prison' for example:

· operational issues

· structure

· complaints system

· near miss/incidents/accidents

· security

· major outbreak

15.14
Many of the prisoners have in-growing toenails and some need minor surgery.  At present the chiropodist does not have a local anaesthetic certificate and so these patients are referred to secondary care.  
Current contract cost is £15,360

15.15
Recommendations

· Write a service specification for podiatry. The specification to include:

· Qualified podiatrist

· Include minor surgery

· To be available 2 sessions per week

· Hours of availability (to reflect the prison regime)

· Demonstrating continuing professional development

· Working within the PCT clinical governance framework

· Monitoring arrangments

· Data to be collected

· Audit requirements

· Cost of contract

· Review period

· Agree guidelines for the nursing staff to identify foot health conditions, how to treat them and when to refer on to the chiropodist.  Approximately 33% of the patients seen per year have athletes foot.  These patients could be triaged and given information and treatment from the nurse or pharmacist.

· Develop a series of information leaflets for prisoners on general foot health and specific conditions.

· A cryotherapy clinic should be established, run jointly with a nurse, with the podiatrist doing the scalpel work and a nurse the cryotherapy

· Tender for the podiatry contract

· All staff to use the Microtest clinical system and have further training where required

· Audit data input to inform quality assurance process

16.0
Pharmacy

16.1
The pharmacy service is provided by the PCT through one pharmacist plus cover from the team pharmacists for annual leave and sickness. The pharmacist is at the prison Monday to Friday with the exception of a Wednesday when he is at the PCT all day. Since being in post he has introduced new polices and procedures and the previous service whereby drugs were supplied by HMP & YOI Chelmsford has since ceased. The pharmacist is currently working his notice.

Key issues

16.2
In line with health care generally in prisons, pharmacy services should be predominately primary care based and deliver standards of care equivalent to the NHS.  The pharmacy service should be patient focused, reflect identified patient needs and support self-care.

16.3
Current national guidance is clear that the pharmacy service in prisons should be provided through the skills and expertise of pharmacists, pharmacy technicians and other pharmacy staff. This would then release the pharmacist to focus on supporting patients with their medicines providing advice on the selection and use of medicines and the monitoring and review of treatment. Currently the pharmacist is covering both the supply and delivery side of the pharmacy service.

16.4
The principle of prison health is to provide a similar service to that in the community. Therefore, prisoners should be given responsibility for their medicines, unless there are clearly identified reasons why this should not be the case.11 Systems are not yet in place at The Mount for this to happen as ‘in possession’ policies have not yet been developed. This is crucial in changing the system and would stop the practice of putting medication in individual bags on a daily basis, which takes up an inordinate amount of the pharmacist’s time and could also be done by a pharmacy technician.

16.5
In order to reduce the high demand for other medicines such as paractamol, other options  could be considered for eaxmple small quantities of Over The Counter (OTC) drugs being made available for purchase.

16.6
Prison Officers are not currently allowed to give out simple analgesia or prescribed medications. There is a national consultation paper out advising changes in practice.

16.7
There are several frustrations for prisoners with the existing pharmacy service. For example when they have been transferred from another prison to the Mount and are already receiving ’in possession medication’ or ‘course in packet’; this is withdrawn. 

16.8
A further frustration is the opening hours of the pharmacy as they are limited to 11.30 hours – 12.15 hours (see Table 28 for activity). This causes major problems with congestion in the waiting room, particularly with the numbers of prisoners coming to healthcare to pick up medications. On one occasion during the review there were 48 prisoners caught up during roll call and a major disturbance resulted. 

16.9
The following table is data collected over a two-week period illustrating the number of prisoners coming to the hatch during the 45 minutes morning opening hours. Although only a snapshot, it does demonstrate the high numbers on a Thursday following the day when there is no pharmacist.

Table 28 -  Attendances at ‘the hatch’ – 11th April – 24th April

	Date
	Attendances at hatch
	Minor ailments and analgesics (seeing nurse)*

	Monday 11th
	26
	9

	Tuesday 12th
	39
	13

	Wednesday 13th 
	
	8

	Thursday 14th
	48
	11

	Friday 15th
	35
	9

	Saturday 16th
	
	33

	Sunday 17th
	
	15

	Monday 18th
	28
	10

	Tuesday 19th 
	38
	14

	Wednesday 20th
	
	15

	Thursday 21st
	53
	10

	Friday 22nd
	33
	5

	Saturday 23rd
	
	15

	Sunday 24th
	
	14


*Pharmacist does not work Wednesdays or weekends. Prisoners see nurse for minor ailments and analgesics e.g. Ibobrufen and paracetomol and daily administered doses 

16.10
The IT system within the pharmacy is a source of conflict as FP10 prescription forms are not used within prisons the system is not currently providing information in line with general practice and may restrict the PCT performance monitoring systems e.g. QOF, Long Term Conditions NSF. The Regional Adviser for Pharmacy in Prison advised that there are plans through NPfIT to introduce national IT systems for pharmacy. Over the next 18 months every prison will be linked and then in future years the system will be linked to the NHS Spine. 

16.11
A Drug Formulary has not yet been developed but is on the agenda of the Drugs and Therapeutics committee.

16.12
Prescribing data was provided but was not in a format to enable a meaningful analysis. Data from the Prescription Pricing Authority is available to practices and the PCT detailing prescribing by doctor and practice. A similar format would be useful within the prison.

16.13
Recommendations

· Ensure ‘in possession’ is fully bedded down in the prison to ensure positive responses to the pharmacy service being tendered

· Write a service specification for pharmacy. The specification to include:

· Appropriate skill mix to review medication provide advice  and dispense

· To be available 5 days per week

· Hours of availability (to reflect the prison regime)

· Demonstrating continuing professional development

· Working within the PCT clinical governance framework

· Monitoring arrangments

· Data to be collected

· Audit requirements

· Cost of contract

· Review period

· Consider giving out medicines on the wings using either pharmacy technicians or nurses

· Increase the range of over the counter medication available from the prison shop e.g. analgesics, emollients. The cost of these may need to be subsidised to ensure affordability and avoid prisoners seeking prescriptions instead.

· When regulations change to allow Prison Officers (POs) to administer medicines The Mount should consider training and developing protocols to implement on the wings

· Provide prescribing information to the healthcare team for management purposes
· Work with the GPs and nurses to develop protocols for chronic disease management

· Develop prescribing protocols with healthcare team and mental health in-reach team 

· Review the policy for medication for prisoners transferring in

· Develop additional services in conjunction with the nursing team e.g. minor ailments clinics in line with the new pharmacy contract

17.0
Genito-Urinary Medicine (GUM)

17.1
An NHS GUM consultant from West Hertfordshire NHS Trust provides two one hour sessions. The Tuesday session has 9 slots for sexual health screening and treatment; the second session on a Friday has 4 slots and is dedicated to HIV testing and counselling. In addition a warts clinic is run when the waiting list warrants, usually about once every two months (6 prisoners). By offering the warts clinic ‘in house’ it prevents prisoners from having to attend the out patients department.  

17.2
Prisoners can self refer or are referred by nurse or GP. The consultant is due to retire from his hospital job in October. 

Activity

Table 29: GUM Activity, 01 January – 31 March 2005

	Month
	Number of prisoners seen
	DNAs

	January
	21
	15

	February
	29
	14

	March
	22
	10


The waiting time is currently 8 weeks. 

Table 30: Presenting conditions – January – March 2005

	Age
	Syphilis
	Gonorrhoea
	Chlamydia
	Herpes Simplex (1st attack)
	Genital warts (1st attack)

	21 – 24
	0
	0
	2
	1
	3

	25 – 34
	0
	0
	1
	0
	1

	35 – 34
	0
	0
	0
	0
	0

	45 +
	0
	0
	0
	0
	0

	Total
	0
	
	3
	1
	4


Number of pts being treated with AIDS – Nil

Number of pts being treated with HIV - 7

Key issues

17.3
This is an important service to continue. A new PSO is being developed to take account of the transfer of commissioning responsibility and one of the key areas is sexual health. From discussion with different members of healthcare staff, there is a view that a better service could be provided to prisoners. The GUM consultant will be retiring from his hospital post in October and there is an opportunity for the nursing team to extend their role, particularly if a male nurse is recruited e.g. counselling pre and post HIV testing. The prison owes a duty of care to prisoners and sexual activity between prisoners carries with it known public health risks. The draft PSO states that a protocol should be developed setting out arrangements under which condoms, dental dams and lubricants will be made available to prisoners.    

17.4
There have been a high number of DNAs at the Friday clinic because it clashes with ‘canteen’ day when prisoners go to purchase provisions and with Muslim prayers. Since the review the clinic times are changing to 2 hours on a Monday afternoon. 

17.5
The number of diagnostic tests was not available at the time of the report.

Current contract cost is £12,714

17.6
Recommendations

· Give formal notice that the existing contractual arrangements will be ended to coincide with the consultant’s retirement 

· Ensure that the PCT’s existing contract for sexual health is amended to include the prison population

· The healthcare manager should attempt to recruit a male nurse to provide treatment, sexual health counselling and health promotion as member of the nursing team

· Develop protocols for provision of condoms dental dams and lubricants.

18.0
Secondary care

18.1
In the UK 87% of healthcare takes place in primary care. It is expected that with the age range of the prison population secondary care referrals would be less than the average but higher for trauma, due to fights and sports injuries.

Table 31: Secondary Care Activity January – March 2005

	Specialty
	Attended
	Cancelled by hospital
	Cancelled by prison

	A&E
	4
	
	

	Ambulatory ECG
	1
	
	

	Arthroscopy
	1
	
	

	Chest clinic
	3
	
	

	CT scan
	1
	
	

	Dental (tooth extraction/dentures)
	6
	
	1

	Dermatology
	2
	
	3

	Dietician
	1
	
	

	ENT
	4
	1
	3

	Endocrinology
	2
	1
	1

	Endoscopy
	1
	
	1

	Exercise test
	1
	
	1

	Fine needle aspiration
	1
	
	

	Gastrology
	1
	
	

	General Surgery
	12
	1
	11

	GUM
	1
	
	1

	Liver biopsy
	1
	
	

	Minor surgery
	
	
	1

	Neurology
	2
	
	

	Ophthalmology
	1
	
	2

	Oral surgery
	6
	
	2

	Pain clinic
	1
	
	1

	Physio
	1
	
	2

	Renal
	1
	
	

	Rheumatology
	3
	
	

	Stroke clinic
	2
	1
	

	Surgical appliance
	1
	
	1

	T & O/fracture clinic
	15
	
	14

	Ultrasound
	5
	
	2

	Urology
	4
	1
	3

	Total
	82
	5
	50


Table 32: Attendances at A & E – January – March 2005

	Month
	Number of attendances (within hours)

	January
	5

	February
	2

	March
	2


Key Issues

18.2
During the period January to March the above out patient appointments (OPA) were attended or cancelled. Every hospital appointment requires two prison officers to escort the prisoner. This is a big demand on the prison particularly as The Mount has recruitment problems. The 50 appointments cancelled by the prison were due to lack of staff, however, since the new Governor has taken up post this has reduced dramatically and is now no longer a problem.

18.3
If these figures (Table 31) were projected over a year the average number of appointments per week would be 6.3. The percentage of general surgery appointments is 15% or 1 a week. The case mix of the general surgery OPA is not known at this stage, for example whether they are acute, chronic or follow ups so it is difficult to know whether there is an opportunity to bring in a consultant from the local Trust to run a clinic within the prison. The view of the GP within the prison is that because of the volume this is not viable.  A& E attendances are relatively low and this may be due to some nurses and one of the GPs suturing on site. 

18.4
Data obtained from West Herts Hospitals indicate there were 4 in - patient admissions during 2004.

18.5
Recommendations

· Continue with the current service and collect more detailed data on referrals to secondary care to ascertain the viablility of in reach services
19.0
Out of Hours

19.1
Out of hours cover is provided by the Dr Bulger and Dr Khan on alternate nights and weekends. The prison officers are very experienced and rarely make an inappropriate call out of hours. A pilot project in 2002 where systems were put in place for prisoners to contact NHS Direct themselves resulted in very few calls and the service was discontinued.

19.2
Response to the out of hours call varies depending on which doctor is on call.

19.3
Out of hours activity  January – March 2005

(The figures in Table 33 were provided by the prison communications department as healthcare do not monitor the activity out of hours.)

Table 33: Out of hours activity  January – March 2005

	Month
	Telephone calls
	Visits

	January
	2
	i

	February
	0
	0

	March
	1
	2

	Total
	3
	3


19.4
These figures were provided by the prison and are in conflict with verbal data provided by Archway surgery. In addition, Dr Bulger has provided his personal views on the future requirements for an OOH service which is attached at Appendix 3

Table 34: A & E activity out of hours January – March 2005

	Month 
	Number of attendances

	January
	1 (self harm)

	February
	1 (assaulted)

	March
	 1 (abdominal pain)


19.5
From the activity identified above the case for the continuation of a separate OOH service for HMP The Mount is not made

19.6
Recommendations

Include OOH provision in the contract for the residents of Dacorum PCT

20.0
Health Promotion

20.1
‘Developing a Whole Prison Approach’
 to promoting health is fundamental to Health Promoting prisons and has three main components:

· Policies in prisons, which promote health- e.g. A no smoking policy.

· An environment in prisons that is actively supportive of health.

· Prevention, health education and other health promotion initiatives.’

‘Prison is an environment with special difficulties when it comes to promoting health. At an individual level prison takes away autonomy and may inhibit or damage self-esteem… However it is also a unique opportunity for all aspects of health promotion, health education and disease prevention.’ 12
Key issues

20.2
Over the period of the review nurses collected information at reception screening and the results are shown in Table 35. The reported number of prisoners reporting mental health problems is low at 24% and this may be because less severe mental health problems were not identified within the questionnaire.

20.3
The Well Man Clinics, which were started off for providing health advice and education on the wings, have tapered off due to the shortage of staff.

20.4
The Hepatitis B and Meningitis C vaccination programmes have been ‘blitzed’ during the period of the report and there is now no waiting list.  There is a need for this to be maintained and this should be feasible through the existing early morning and dedicated clinic sessions.

Table 35 – Reception outcomes 21st March – 21st April

	Total number of receptions 
	
	123

	
	Number 
	Percentage (%)

	Reported history of mental health
	30
	24

	History of illegal substances
	80
	65

	Smoker
	66
	54

	History of excessive alcohol
	20
	16

	History of having Hep B vaccine
	37
	30

	BMI over 25
	79
	64


20.5
Smoking cessation clinics have been run regularly and are strongly supported through the PCT co-ordinator. The provision of this service is currently being reviewed due to the reducing number of prisoners attending group sessions. Current thinking is around piloting one to one sessions to see if this more effective model.

20.6
The figures above indicate that a high percentage of prisoners are overweight with 69% having a BMI over 25. There is no evidence of any formal involvement in other aspects of prison life that affects the health of prisoners, for example diet and exercise. From interviews with prisoners a consistent feedback is that the food supplied by prison catering is deemed to be nutritionally imbalanced and not necessarily cooked in a way to preserve the nutrients.

20.7
Hepatitis C is becoming more of a concern in the prison population. It is believed that as many as 85% of people initially infected with Hepatitis C Virus (HCV) become chronically infected – if the person does not clear the infection within a 6-month period. The disease will then progress over a period of 10-40 years with some individuals sustaining liver damage that will lead to cirrhosis and/ or liver cancer and may require liver transplantation. However, many people do not have symptoms and are leading relatively normal lives unsuspecting of what may occur in later life. 

20.8
There are currently 12 known Hep C positive prisoners who are being monitored within the prison. It is thought that this may be just a fraction of the prisoners who are positive and although prisoners are provided with counselling and testing by the GUM consultant if they make a request; there is little evidence of a systematic approach within the prison to Hep C within healthcare and the prison.

20.9
The prisoners spend most of their time in the wings where their contact with healthcare staff is minimal. The prison officers are the main point of contact. Many are very experienced and could assist the healthcare team in supporting the holistic approach to health promotion and this may entail basic training surrounding identified life style issues and early detection of mental health problems. The ‘Whole Prison Approach’ in health care should be a reality and not just a concept.

20.10
Recommendations

· A whole prison health promotion strategy should be developed

· A prison health promotion group to be established, preferably chaired by the Health Promotion Lead at the PCT and to include prison officer and prisoner representation, reporting to the Partnership Board

· Hepatitis B vaccination programme should be strengthened and streamlined to offer universal counselling, vaccination and antibody testing.
· A strategy for Hepatitis C should be developed 
· Prison officers should be given appropriate training to make them aware of healthcare issues and empower them to be involved in prisoner health care

· Healthcare and non- health care staff should work as an integrated team to provide the best care available to prisoners.

21.0
Additional information

21.1
During the Health Needs Assessment additional areas for discussion were highlighted that although not strictly within the scope of the HNA will facilitate effective and efficient healthcare for prisoners.

21.2
Providers in the healthcare department are working in isolation and there were few policies and procedures provided during the review. This is an area of high risk for the PCT and prison as the healthcare team cannot produce evidence of best practice or written protocols and procedures that are being routinely followed and audited. For prisoners it can either be frustrating to be given different advice from providers or an opportunity to manipulate the system to their own ends. 

21.3
Referral criteria between providers is at best woolly and needs to be tightened so that  the right information is provided, the professional is clear why the prisoner is coming to them, what is expected when they arrive, what information the prisoner has already been given and what the procedure is for communicating back to the orginal referrer.

21.4
There was little evidence of an induction process. When new providers are engaged and also when employed staff are recruited, a robust induction plan should be provided to include both prison awareness, regulations, confidentialty and healthcare policies and procedures. A record should be kept and these skills and knowledge updated as necessary e.g. fire, health and safety.

21.5
The contracted individuals interviewed during the review did not appear to have been asked to submit evidence of continuous professional development. In line with PCT clinical governance it  is recommended that evidence is requested and a record of CPD kept within healthcare.

21.6
Although The Mount does not have disabled prisoners at the moment there have been occasions when prisoners have found access a problem. It is very difficult for prisoners with disabilities to maintain independent living at The Mount, particularly in healthcare as it is upstairs and has no lift.

21.7
Recommendations
· Develop evidence based policies and procedures across all providers and introduce systems for audit

· Develop clear referral criteria between healthcare professionals

· Introduce robust induction programmes for all new staff and new providers, to include both prison and PCT

· Maintain records of statutory training and continuing professional development for external contractors as well as employees.

Appendix 1

Persons interviewed during the Heath Needs Assesssment

CARATS

Chaplaincy

Chiropodist

Counsellors

Dentist

Deputy Governor

Forensic Psychology

GPs

GUM Consultant

Healthcare Manager and Team

Mental Health

PCT Commissioing Manager – Dentistry

PCT Foot Health Service Lead

Pharmacist

Physical Education Intructors

Physiotherapist

Prison Officers – Reception, Segragation Unit, Wings, Healthcare

Prisoners – focus group and individual interviews

Radiographer

RAPT

Regional Adviser for Pharmacy

Regional Fellow for Prison Mental Health In reach

Regional Project Manager for Dentistry

Health Promotion Adviser 

Information Manager, West Herts Hospitals NHS Trust

Appendix 2

Service provision

Healthcare Services

The range of services currently being provided at HMP The Mount is as follows:

External Contracts

General medical services (GMS)

Dental

Chiropody

Optician

Physiotherapy

Radiography

Radiologist

Genito-Urinary Medicine

Mental Health – CPN, Psychiatrist and administration

PCT managed services

Nursing 

Pharmacy

Administration and clerical support

Prison Services

Healthcare Officer (Dedicated to the healthcare department)

Forensic Psychology

CARATs 

Rehabilitation for Addicted Prisoners Trust (RAPt) 

Chaplaincy  

Counselling

The Listening service

First Aiders

Physical Instructors

Appendix 3

HMP THE MOUNT – WEEKLY TIME TABLE FOR HEALTHCARE CLINIC SESSIONS

AS AT 31 MARCH 2005 

	
	MON
	TUES
	WED
	THURS
	FRI
	SAT
	SUN

	AM
	GP clinic

08.30 – 12.00

Dentist

09.00 – 12.00

CDM clinic

09.00 – 12.00
	GP clinic

08.30 – 12.00

Psychiatrist

09.00 – 12.00

Dentist

09.00 – 12.00

CDM clinic

09.00 – 12.00
	GP clinic

08.30 – 11.00

Emergencies


	GP clinic

08.30 – 12.00

Dentist

09.00 – 12.00
	GP clinic

08.30 – 12.00

Psychiatrist

09.00 – 12.00

Dentist

09.00 – 12.00

CDM clinic

09.00 – 12.00
	GP clinic

1 hour


	

	PM
	GP clinic

Chiropodist

14.00 – 16.30

Smoking cessation 

14.00 – 16.00
	GP clinic

GUM clinic

14.00 – 15.00 or 15.00 – 16.00

CDM clinic

14.00 – 16.30


	GP clinic


	GP clinic

Chiropodist

14.00 – 16.30

Smoking cessation 

14.00 – 16.00
	GP clinic

Gum clinic

14.00 – 15.00 or 15.00 – 16.00
	
	


Appendix 4

Information for Doctors Attending HMP The Mount Bovingdon Herts Out of Hours

Dr Gerard Bulger Page 1 23/01/2005

Archway Development and Consulting Ltd Archway Surgery 52 High Street Bovingdon Herts HP3 0HJ

HMP The Mount Out of Hours

Prisoners cannot be taken to an Out Of Hours centre. You can offer advice or the doctor has to go into the Prison. The prison service still has a rule that doctors on call have to come in on the duty governor’s command (the duty Governor may simply want his hand holding). That leaves no room for triage or clinical judgment. I am not sure if the PCT is removing this clause.

Call out rate is very low because we do the work during the day and officers make good judgments in the main. There is a call-in once or twice week. The use of the Governor’s order to force you to come is not an issue, but sod’s law dictates that it will be used by an inexperienced Governor one Boxing Day, or any such busy night for Harmoni. 

HMP The Mount is category C. The prisoners have always come from another prison, and may be on a short sentence or towards the middle or end of a longer one. Very dangerous prisoners are kept in Category B and A prisons. There are some lifers and some pretty nasty characters at HMP the Mount, but most are utterly benign towards the medical profession. By talking to them as if you are at any other home visit or at your surgery, despite being in these surreal surroundings, you find that the prisoner acts the part of being the decent patient “on the out”. The role play takes them out of their cell for the moment.

We have never felt frightened by any of the prisoners there. My assistant Dr Janet Crabtree has not had an issue. She is left alone with prisoners in the consulting room behind a shut door (there is a panic button) and she is free to move about the prison un-escorted. Harmoni doctors would be escorted by prison officers by at all times, and officers may even stay with you during the consultation if you are still worried. The on-call doctor’s role will be limited

to checking to see if the patient needs to go into hospital there and then, or is safe to be left for the day team to handle (nurses arrive at 8 am). Having an officer present may be an acceptable breach of confidentiality if you are still concerned, but in my view not really necessary. Officers know the nasty characters, and if tempers are high you would be accompanied by a bevy of

officers and not left alone for a moment, even if you ask. 

Once in the cell, and having exchanged greetings with the prisoner, and got eye contact with

him, you can ask the officer to wait just outside the unlocked cell door, in safety. It is worthwhile doing this because prisoners will be reluctant to tell you of their recent drug use in front of an officer. Then flu-like symptoms, and signs that you cannot make sense of suddenly have a diagnosis. Assuring the patient that you are NHS and what he says to you will not be repeated to the prison officers, unless he agrees, is a useful opening line. At weekends during the day you are likely to be assisted by the prison nurse, and you may see the patient up in Healthcare. Prison nurses attend 7 days a week, but their hours vary.

Prison Service Forms: There are lots of them.

As an emergency doctor do not get involved paperwork such as “2052s” and anything to do with adjudications. Take adequate notes of your consultation such that it is faxed into Healthcare in the normal way as for any NHS patient. Healthcare will then handle the prison service paperwork requirements during the day.

Many prisoners have personality disorders linked to dependency. They often do not realise it themselves, but it is often their dependency that is talking, as they seek sleeping tablets and everything and anything else. We follow the British National Formulary guidelines to the letter. Listed here are the medicines that we avoid in prison because their use is depreciated in the BNF. These medicines can help feed dependency, and they create an internal market. Please DON’T prescribe:

 Co-anything (co-proxamol, co-dydramol, etc etc)

 Tylex

 DF118

 Diazepam and all benzos

 Zopiclone

 Codeine and anti-diarrhoea medications

 Clonazepam, another benzo, (used rarely "on the out" for epilepsy, somehow becomes the anti-epileptic of choice by prisoners. Their history of epilepsy may be dubious)

If these are used by on-call doctors it could fuel the call out rate.

Like your dependent patients everywhere, some prisoners will claim that ONLY drug X works.

Can use:

We sometimes use Tramadol for very short courses.

Paracetamol is given in small quantities. Otherwise we use the full range of NSAIDs. For biliary or renal colic and backache diclofenac 100mg supps are our saviour. That must be in your bag.

Of course there are times when we need to use MST or opiates, like any other general practice for pain. These few patients collect their medicines daily. It is unlikely that you would ever need to start such medication. In fact you won’t.

There is no indication (again BNF) to use Diazepam for backache. We have very few on diazepam, and it does not come “over the wall”. If a patient says he is going to have a fit because he has run out of diazepam yesterday, it would be pretty odd. Anyway a true fit is unlikely in the short term because the half life of diazepam is up to 8 days. Leave for us to sort out in the morning.

Detox

Anyone claiming they are “clucking” from withdrawal of heroin or whatever can be left to the morning team. They may present as being unwell. These prisoners have been detoxed at their originating prison of street levels of heroin. The heroin coming “over the fence” is usually used in very small quantities for each hit, compared to the outside. Heroin is smoked. Injecting seems to be very rare. Hep C is common, caught on the outside, and prisoners may have got the message. HIV is quite rare. We have positive approaches to dependency. There are whole teams involved in helping prisoners with these issues. You do not need to be involved in the middle of the night and it could undermine the work.

Not sleeping is not an emergency problem, unless the patient is psychotic, but some even claim to “hear voices” to get that diagnosis made. It’s their dependency that’s talking.

Sectioning a psychotic prisoner out of hours. Do not even try. Ask for the prisoner to be “put on a watch” and placed in the segregation unit. We will then spend hours finding suitable secure accommodation over the following the week.

Prescriptions

Prisoners are NHS patients but not on a G.P. list, and are quasi private patients. FP10s cannot be used or cashed. So any supply for overnight has to be from your bag. You can use an FP10 simply to leave us a note of your intentions. It cannot be used that day at an outside chemist. Nurses are in every day, so we would use the prescription note as an authority to prescribe an antibiotic. The day doctors still attend on Saturday mornings.

“Running out of Inhalers”. This should not happen, and officers cannot dispense such medications. An inhaler may have to be provided. Some patients may need nebulising, but this is rare (I use combivent as it may last longer). You can ask the patient to be put on a watch (hourly) to see if he tightens up afterwards, but you cannot ask a prison officer to be a nurse or make an assessment. A “watch” allows the prisoner to be seen and state how he feels without pressing his buzzer.

Going to Hospital.

This presents a security risk, as a prisoner could swing it to get central crushing chest pain because he has a reception party waiting to spring him at the hospital. This is unlikely to be the case with The Mount’s Cat C prisoners, but is possible. I have sent a patient to Stoke Mandeville, telling him Hemel, rather than Hemel as I had doubts (have to bully ambulance to oblige to send to Stoke or Watford). Usually you can send to Hemel. If the SHO asks for the details of the prisoner’s offence tell them it is offensive to ask, you don’t know, and is irrelevant to his care. He will be cuffed and escorted by two officers at all times. Finding staff to escort prisoners to hospital can be difficult for the prison, but will be provided if you say the prisoner has to go in. Prisoners do get ill, and sometimes with rare and fascinating conditions. Recognising the ill patient is what we do and then do not hesitate to send such patients to hospital 999. You may have to emphasise the urgency. Prison officers will default to normal practice and put the patient

through all the security stages, go via “reception” do paperwork, strip search them, as if taking the patient to outpatients or a town visit, delaying progress to hospital for an hour or more, even keeping the ambulance waiting. You must tell the officers that this patient is on the brink. But for the majority delay is  acceptable, give the ambulance service an hour or more. Security can be applied in the usual manner.

Cuts and lacerations.

Once you are assured that they are clean and bleeding has settled, and that neither nerves nor tendons are involved, these usually can be left for us to stitch-up in the morning. Waits in casualty may be 6 hours or more anyway.

Possible minor fractures can also be left to the morning. We have X-ray twice a week. We have casualty nurses and plasters can be applied awaiting X-ray.

Summary

 Prison Work is safe. You are escorted.

 You need photo I.D. with you.

 Leave your mobile in the car. You cannot take it into the prison

 OOH role: Does this patient need to go to hospital now or can his problems be left to the day team which arrives at 8am?

 Drugs: A couple of tablets from your bag (say starter antibiotic) is all the prescribing you can do as FP10s cannot be used apart from using them to leave a message for us in Health Care as to your intentions. Officers cannot cash FP10s at chemists as these are “private”

NHS patients. Diclofenac Supps very useful for colic, backache, and help all patients in pain. Carry a Ventolin inhaler in the bag to give out.

 Dependency problems and not sleeping can be left to day team. Beware when “dependency talks”… “nofink works for me Doc, other than the 120mg DF118 QDS the hospital gave me” or “I need my Diazepam now or it will be your fault when I have a fit tonight”

 Cuts and lacerations and possible fractures can be left to the morning (perhaps with simple pain relief: NSAID preferable), if clean and no nerve or tendon involvement, as we can suture and X-ray in house in the morning, and even plaster them.

 Prisoners are fascinating patients who get very ill like the rest of us and need the same care and attention as anyone else. They can present with unusual and interesting conditions.

 If patient very ill and needs hospital 999 make sure officers understand how ill and you mean such that the patient goes straight into hospital with no delays whatsoever.

 Don’t ask a prison officer to act like a nurse as in a care home: it’s unfair on him or her.

 Psychotic patients have placed on a watch and moved to Segregation Unit. Sectioning prisoners out of hours is not practical.

 Take adequate notes so that the details can be faxed through to Healthcare in the normal manner. You do not need to be involved in Prison Service forms.
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