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Letter of Transmittal

The Speaker

ACT Legislative Assembly
Civic Sguare, London Circuit
CANBERRA ACT 2601

Dear Madam Speaker

I am pleased to provide you with a report entitled ‘Report, of a Review of a Critical Incident by the
ACT Inspector of Correctional Services: Assault of a detainee at the Alexander Maconachie Centre
on 23 May 2018 for tabling in the Legislative Assembly pursuant to Section 30 of the inspector of
Correctional Services Ack 2017 (ACT) (the Act).

This report was prepared pursuant to Section 17{1Hc] and {d} of the Act.

As required under Section 29 of the Act a draft copy of the review has been provided to The Hon
Shane Rattenbury MLA, Minister for Corrections and Ms Alison Playford, Director-General of the
lustice and Cormmunity Safety Directorate. Comments were received and cansidered.

Yourg gincefely

teil Meallister
ACT Inspector of Correctional Services

22 Qctober 2018
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EXECUTIVE SUMMARY

On 23 May 2018 an Indigenous detainee 15
(Detainee Z) was assaulted by a
non-Indigenous detainee (Detainee X) at
the Alexander Maconochie Centre (AMC).
The victim had scalding water poured over
his head and was then struck over his head
by a can contained in a sock. He received
burns and a laceration which resulted in
him being taken to Canberra Hospital for 17
treatment. The perpetrator had some hot

water splash on him but did not require

hospital treatment.

16

The incident occurred while staff were

locking down the unit for the night. They
responded immediately and resolved the
incident quickly and without use of force.

The reason for the assault is unclear
but there was no intelligence to suggest
that there were “issues” between the
two detainees prior to 23 May 2018.

Although one of the detainees was a
remandee (perpetrator), and the other a
sentenced offender, both had extensive
criminal histories, prior episodes of
imprisonment and had been involved

in assaults on other detainees at AMC.

CRITICAL INCIDENT REPORT | OCTOBER 2018

| find that both detainees were properly
classified as Medium Security and that
their placement in the same unit was
reasonable.

Overall, | find that the incident was not
reasonably foreseeable by ACT Corrective
Services (ACTCS).

As required under s 29 of the Inspector
of Correctional Services Act 2017 (ACT)
(the Act) a draft copy of this report was
provided to Shane Rattenbury MLA,
Minister for Corrections and Ms Alison
Playford, director-general of the Justice
and Community Safety Directorate.
Comments were received from the
Director-General on behalf of herself
and the Minister. | gave consideration
to their comments in the preparation
of the final report.
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2. FINDINGS & RECOMMENDATIONS

21 Thereis one recommendation and ten findings arising from this review. | will follow-up on
Findings 1 and 2. In addition to the recommendation, | draw ACTCS' attention to Findings 8 and 10.

That Section 27 of the Inspector of Correctional Services
Act 2017 (ACT) needs to be reviewed to clarify its relevance
to the review of a critical incident.

That Section 17(2)(g) of the Inspector of Correctional Services
Act 2017 (ACT) needs to be reviewed to clarify the meaning
of ‘admitted to a hospital’.

That AMC custodial and medical staff responded in a timely
and effective manner to the assault on Detainee Z.

That both detainees involved in the incident on 23 May 2018
were appropriately classified as Medium Security.

That there was no intelligence information available to suggest
that Detainee Z was at risk of assault by Detainee X.

That there were no failings of security procedures or practices
that contributed to the assault on Detainee Z.

PAGE 4
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Finding 7:

Recommendation 1:

Finding 8:

Finding 10:

CRITICAL INCIDENT REPORT | OCTOBER 2018

That desirably, Detainee Z's mother should have been
informed of his injuries by a person of Aboriginal or
Torres Strait Islander background.

ACTCS policies and procedures should be reviewed so that in
the event of injury or illness affecting an Indigenous detainee,
where possible and appropriate, a person of Aboriginal or Torres
Strait Islander background notify the next of kin of the detainee.

That “Strict Protection” is not adequately defined in ACTCS
policies or procedures.

That in terms of the detainees’ correctional histories
and prison experience, it was reasonable that they be
accommodated in the same unit.

That the Aboriginal and Torres Strait Islander Detainee and
Offender Policy was updated in 2018 but does not refer to
including the Indigenous Liaison Officer or Indigenous Case
Manager in debriefings.
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3. INTRODUCTION

3.1 Authority to conduct a review
of a critical incident

Section 18(7)(c) of the Act provides
that the Inspector ‘may review a critical
incident on the inspector’s own initiative
or as requested by a relevant minister or
relevant director-general’

This review was conducted at my own
initiative.

3.2 Whatis a ‘critical incident’?

Section 17(2) of the Act provides a list of
events that are critical incidents, including;

(g) an assault or use of force that results in
a person being admitted to a hospital;

This review concerns an event relevant to
s 17(2)(g).

3.3 What must the Inspector report on?

Section 27 of the Act requires that the
Inspector must include certain things in a
report of a review.

However, | am of the opinion that while the
requirements of s 27 have relevance to the
conduct of a review of a correctional centre
or a correctional service some have little

or no relevance to the review of a critical
incident. In that regard this report has been
structured to capture the intent and spirit of
s 27 but without specific reference to some
of the topics.

| have “flagged” the ambiguity in s 27
relating to critical incidents as a matter
that should be addressed in a future review
of the Act (Finding 1 below).

PAGE 6
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3.4 Public interest considerations

relating to this report

Section 28 of the Act provides that ‘the
inspector must consider whether any part
of the report must be kept confidential
because—

(a) there are public interest considerations
against disclosure; and

(b) those considerations outweigh the
public interest in favour of disclosure.’

In accordance with s 28(2)(d), certain
information that might reveal the identities
of detainees and staff involved in the
incident has been withheld in this report.
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4. FORM OF THE REVIEW

41.4 Prior to this incident, the Inspectorate and
ACTCS had commenced the development

4.1 Form and methodology

411 The Act does not specify what form of a Memorandum of Understanding
areview must take. In order to take a (MOU) concerning the respective roles
consistent approach to the review of and responsibilities of the agencies with
critical incidents, the Inspectorate has regard to the review of critical incidents.
devised two types of reviews that may | have attached a slightly redacted version’
be conducted. of the MOU as Appendix 1 to this report

41.2 Thefirstis a "desk-top” review of ZO thaté\l/l emt(;erhs of the Lleglstlj[ ve h
documents and reports, including STem y ag the g;neraf prl: |c.c.an| ave
audio/visual records if applicable, a chzarer un erstanding of the critica
provided by ACTCS and other agencies Incident review process.

e.g. ACT Health. A desk-top review does 41.5 Inthe case of the incident that is the

not involve the Inspectorate in direct action subject of this report, | decided to conduct
such as interviewing staff or detainees a desk-top review partly because there
and is more likely to be conducted where was uncertainty as to whether the assault
the circumstances of an incident are victim was ‘admitted to hospital’ and
reasonably self-evident and unproblematic. thus met the definitional requirements of

413 The second form of a review is one a critical incident under s 17(2)(g) of the

carried out by the Inspectorate utilising if
necessary, the full powers of the Inspector
under the Act. This type of review could
be conducted following or instead of a
desk-top review and is more likely to be
conducted in response to very serious

or problematic incidents such as an
escape from secure custody.

Act (refer to section 5.1.7 of this report).
| was also of the opinion that unlike some

other critical incidents that | have reviewed

in other jurisdictions, the facts of this
incident were evident from the beginning
due to staff being on-hand and the entire
event being recorded on CCTV.

1

Telephone numbers of officials deleted for privacy reasons
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5. THE REVIEW

5.1

511

512

513

514

How, when and where the incident
occurred

The incident occurred at approximately
6:20pm in a two-story male unit at the
AMC when staff were commencing the
evening lock-in of detainees. Corrections
Officer (CO) H who was on the ground floor
with COs B and M, heard a commotion
coming from the upper landing and
observed two detainees involved in a
physical altercation. Corrections Officer H
called for assistance on the radio and
directed the detainees to stop fighting.
Corrections Officers H and M then made
their way up the stairs where they found
Detainee X near the top of the stairs and
Detainee Z further down the landing.
Detainee X complied with the direction to
go to his cell and was locked-in by CO M.

Detainee Z had blood over his face and
was shouting at staff that he was burning
and to not come near him. He was offered
a container of water which he poured over
his head. Some of the bloody water entered
his mouth which caused him to spit it out.
Unfortunately, some of this fluid struck
CO H on the face and eye. This was not
seen as an intentional act on the part of
Detainee Z. Corrections Officer H received
treatment and blood testing on the night
of the incident and is subject to further
blood test monitoring.

Detainee Z was given first aid treatment
before being taken to Canberra Hospital
by ambulance at 7:40pm. Detainee X was
treated on-site for hot water contact to his
arm but was assessed as not requiring
hospital treatment.

CCTYV footage of the incident showed
Detainee X apparently waiting for Detainee
Z at the top of the stairs before entering
his cell and returning to the landing with

a kettle and a sock containing an object

515

516

517

(later identified as a metal can). Detainee X
then poured the kettle over Detainee Z's
head before striking him with the can.

The detainees then engaged in a short
scuffle before staff intervened.

Detainee X reportedly told staff? that the
assault came about because Detainee Z
had ‘been standing-over® the unit detainees
for too long and they were sick of it
Detainee Z reportedly told police that

he and Detainee X had argued a couple

of days before the incident.*

On arrival at Canberra Hospital at 7:56pm,
Detainee Z was treated in the Emergency
Department (ED) for ‘Partial thickness
(blisters, epidermal loss) burn of head and
neck’ and 4cm abrasion on scalp’® The
Discharge Letter does not record the time
of his discharge but Detainee Z returned
to AMC at 2:15am on 24 May 2018, some
six hours later.

This is where the uncertainty about
whether Detainee Z was ‘admitted to

a hospital’ arises in the context of the
definition of critical assault incident.

While at Canberra Hospital Detainee Z

was treated in the ED but was not admitted
to a ward. When | sought clarification from
ACT Health® | was advised that a person
presenting to the ED might not be taken to
a ward if it was assessed that the treatment
they required could be provided in a timely
manner in the ED. ACT Health also advised
that another reason for providing treatment
to Detainee Z in the ED may have been
because there were no available ward

beds at the time he was received.

o b w0wN

ACTCS Incident Synopsis Report, 24 May 2018
Prison jargon for bullying, threatening behaviour
ACTCS Incident Synopsis Report, 24 May 2018
Canberra Hospital Emergency Discharge Letter dated

24 May 2018

[e)}

Telephone conversation



51.8 | decided that it would not be productive
to pursue the issue as to whether
Detainee Z was officially ‘admitted to a
hospital’ (i.e. a critical incident) on this
occasion but this definitional uncertainty
will need to clarified with ACT Health,
and perhaps with the ACT Government
Solicitor, in the event of a similar incident

occurring in the future.

That Section 17(2)(g) of the Inspector
of Correctional Services Act 2017 needs
to be reviewed to clarify the meaning of
‘admitted to a hospital’.

5.2 The timeliness and effectiveness of
centre staff and centre management
in responding to the incident

521 Three COs were close-by in the unit when
the incident occurred and responded
immediately by locking down the
perpetrator and attending to the victim's
injuries. Both detainees were assessed
and treated at the scene by AMC nursing
staff before ambulance officers arrived
at 7:00pm, only some 40 minutes after
the incident occurred.

That AMC custodial and medical staff
responded in a timely and effective manner
to the assault on Detainee Z.

5.3 Whether there were policies,
procedures and practices in place
for the proper assessment and
classification of the detainees

5.3.1 The Detainee Classification Policy”
sets out the factors that must be
considered in determining a detainee’s

7  Corrections Management (AMC Detainee Classification)
Policy 2012, N12012-299

5.3.2

5.3.3

CRITICAL INCIDENT REPORT |

security classification and the effects
of security classification on decisions
such as accommodation placements.
Underpinning the policy is the AMC
Prisoner Classification Procedure.

At the time of the incident both detainees
were classified as Medium Security:

(Medium) security mandates a physical
environment similar to that of maximum
security, that is a secure cell within a secure
accommodation building and confinement
within a secure perimeter. However, a
medium security detainee will not usually
require an individual special management
plan, as is the case for a maximum security
detainee. Medium security will be the
normal classification determined for new
receptions to custody, in the absence of
especially high levels of risk being identified,
and will also be available as progression

for maximum security detainees
demonstrating a reduced level of risk.®

Having reviewed the criminal histories
and related materials | am satisfied
that both detainees were appropriately
classified as Medium Security.

That both detainees involved in the incident
on 23 May 2018 were appropriately
classified as Medium Security.

5.4

541

Whether there was any intelligence
or other information in existence
prior to the incident which might
have indicated that the incident was
reasonably foreseeable

| examined the intelligence notes made on
both detainees prior to the incident. There
were no notes that “linked” the detainees.
Detainee Z (the victim) had one minor
note made in 2017 (tattoos) which is of

8  Corrections Management (AMC Detainee Classification)
Policy 2012, N12012-299
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no relevance to the incident. Detainee X
had two notes made (March & April 2018)
that suggest he was asserting himself

as the “leader” of the unit and attempting
to bolster support from other detainees.
However, the intelligence information did
not suggest that Detainee X was at risk
of assaulting other detainees.

That there was no intelligence information
available to suggest that Detainee Z was
at risk of assault by Detainee X.

specified ACTCS staff (e.g. Executive
Director, ACTCS). However, it is silent
regarding timeframes for notifications

and makes no mention of external
notifications to, for example, the Minister
for Corrections. | note that new policies
and procedures do include timeframes
and refer to notification of external entities.
While | am satisfied that telephone
notifications were made in a timely manner
to myself and ACT Policing, ACTCS should
consider having an “Incident Checklist” as
an aide-memoire for staff to ensure that
all notifications and other actions that may
be required (e.g. establishment of a crime
scene) are not overlooked. Such checklists

5.5 Whether agency and centre are in common use in other jurisdictions.
procedu.res ar;ddpra(.:tlces ’e'at',"9 5.6.2 | note that ACTCS contacted the victim's
to security .an .etalnee supervision mother promptly on the night of the
were complied with incident, informed her of her son's injuries

5.51 The unit was adequately staffed (three COs and that he was being treated in Canberra

to 48 detainees) at the time the incident
occurred. The unit staff responded quickly
and maintained control of the unit until
other officers came to their assistance.

That there were no failings of security
procedures or practices that contributed
to the assault on Detainee Z.

Hospital. She was provided with a “24/7”
phone number to call if she wanted
updates on his condition.”® On 24 May 2018
(after Detainee Z had been returned to
AMC) she was contacted again and offered
a special visit." However, it is of concern
that neither of the AMC staff who spoke

to her were Aboriginal people, particularly
given that there were AMC Aboriginal staff,
including Indigenous Liaison Officers,

who could have made contact with her

in a culturally appropriate manner. This

is particularly important given the fact

5.6 Whether agency and centre 7 .
procedures and practices relating that conveymg_mfor_manon toanext of
. i . L. kin about a serious injury to a detainee
to notlﬁcatl?ns o_f serious incidents could be a highly stressful situation,
were complied with where cultural sensitivity is expected.
5.6.1 The Incident Reporting Policy® that was in In relation to deaths in custody, this issue

force at the time of the incident and has
since been repealed sets out a process
for internal notification of incidents to

9  Corrections Management (Incident Reporting) Policy 2014

was reflected in Recommendation 19 of
the Royal Commission into Aboriginal
Deaths in Custody.

(No ) N12017-538 (repealed on 28 June 2018). The new policy
and procedure relevant includes the Corrections Management
(Incident Reporting, Notifications and Debriefs) Policy 2018 (No 2)
NI2018-458 and Corrections Management (Incident Reporting)
Operating Procedure 2018 (No 2) NI 2018-456 effective from

17 August 2018 11

10 Case Note made at 11:29pm on 23 May 2018
Case Note made at 9:5Tam on 25 May 2018
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5.6.3 In relation to culturally appropriate
practices for notifying next of kin of
Aboriginal and Torres Strait Islander
detainees in cases of medical emergency,
| note that the relevant ACTCS policies and
procedures do not include any reference to
the desirability of having an Aboriginal or
Torres Strait Islander staff member contact
next of kin where possible? | note also
that a previous version of the Aboriginal
and Torres Strait Islander detainee policy
did consider cultural aspects of notification
of next of kin when transferring detainees
to hospital.™

That desirably, Detainee Z's mother
should have been informed of his injuries
by a person of Aboriginal or Torres Strait
Islander background.

Recommendation 1:

ACTCS policies and procedures should

be reviewed so that in the event of injury

or illness affecting an Indigenous detainee,
where possible and appropriate, a person
of Aboriginal or Torres Strait Islander
background notify the next of kin of

the detainee.

12 Corrections Management (Aboriginal and Torres Strait Islander
Detainee and Offender) Policy 2018, NI 2018-49; Corrections
Management (Next of Kin) Policy 2072, N1 2012-206 (Repealed
on 28 June 2018 but in force at the time of the incident); and
the policies and procedures enacted subsequent to the incident
namely the Corrections Management (Incident Reporting,
Notifications and Debriefs) Policy 2018 (No 2), NI 2018-458 and
the Corrections Management (Incident Reporting) Operating
Procedure 2018 (No 2), NI 2018-456

13 Corrections Management (Aboriginal and Torres Strait Islander
Detainees) Policy 2011 NI12011-705 (Repealed)

5.7

5.71

5.72

5.7.3

5.8

5.81

CRITICAL INCIDENT REPORT |

The history of the institutional
conduct of the detainees

Detainees X and Z were admitted to
AMC in January 2018 and June 2015,
respectively. Prior to the incident on
23 May 2018 both had been involved
in custodial incidents.

Detainee X had been cited in 7 incidents

(in 4 months), including one involving a
physical altercation with another detainee
and one instance where he spat on another
detainee.

Detainee Z had been cited in 15 incidents
(in 3 years), including five physical
altercations and one instance where

he threatened a CO.

Particulars of the detention status
of the detainees at the time of the
incident

Detainee Z was serving a lengthy prison
sentence for serious offences. Detainee

X was a remandee facing a number of
charges involving alleged driving and theft
offences. At the time of the incident both
detainees had a ‘Strict Protection’ status'
and were classified as Medium Security.
However, | could not find a clear definition
of ‘Strict Protection’ in ACTCS policies or
procedures i.e. what differentiates Strict
Protection from Protection and what is
different about the management regimes?
This question is relevant as to whether
Detainees X and Z were appropriately
accommodated in the same unit.

That ‘Strict Protection’ is not adequately
defined in ACTCS policies or procedures.

14 Protection refers to the restriction or denial of the prisoner’s
(sic) opportunity to go into, or remain in, a particular part of
a correctional centre; and/or the restriction or denial of the
prisoner’s opportunity to associate with other prisoners (sic);
when either or both of these directions are taken for the purposes
of protecting the prisoner. Corrections Management (Protection)
Policy 2011 (Restricted), N12011-50

PAGE 11
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5.9 Whether, on balance, it was 5.10 The action taken by the centre/
reasonable to allow the detainees agency to respond to issues
involved in the incident to associate identified in any internal
with each other prior to the incident review/debrief

591 Detainee Z is an Indigenous man 5.10.1 Anincident debrief was conducted on
aged in his late 30s. Detainee Xis a 31 May 2018. The only matter of concern
non-Indigenous man aged in his mid-30s. raised was the difficulty experienced by

, , staff trying to move Detainee Z down the

59.2 Some c‘omm'en‘t on the d.etal.nees stairs which were wet. However, it does
respective criminal histories is necessary not appear that an Aboriginal person
in the context as to whether there may attended the debrief, which is contrary to
have been a ‘mismatch’ in accommodating an opportunity for improvement identified
them in the same unit e.g. a vulnerable, by ACTCS in its ‘Final Report on ACT
inexperienced prisoner with a predatory, Corrective Services 2014-15 Internal
experienced prisoner. In this case both Review of Relevant Recommendations
detainges haq exte.nsive criminal histories, of the Royal Commission into Aboriginal
beginning as juveniles. Deaths in Custody (RCIADIC) (RCIADIC

5.9.3 Detainee X's criminal history was Review), viz:
predominantly associated with theft and Certain policies and procedures could be
related offences, and a few instances of made more consistent, for example, the
assault offences. He had received prison Corrections Management (Critical Incident
sentences on a number of occasions. Stress Debrief) Policy and the Corrections

59.4 Detainee Z's criminal history was Management (Aboriginal and Torres Strait
characterised by a number of serious (s/apder Detaujees) /?ol/cthhereby Qr/t/cal
violent offences, numerous theft and /ﬂC/dent c{e—br/eﬁng involving an Indigenous
burglary related offences, numerous detainee include the ILO or Indigenous
driving related offences and a number Case Manager.
of assault offenges. He had SerYed 5.10.2 I note that the Critical Incident Stress
several terms of imprisonment in another Debrief Policy has not been reviewed
jurisdiction for these offences. since the RCIADIC Review.

59.5 On balance, the detainees were not

a “mismatch” in terms of their prison
experience.

That the Aboriginal and Torres Strait Islander

Detainee and Offender Policy was updated
in 2018 but does not refer to including the
Indigenous Liaison Officer or Indigenous
Case Manager in debriefings.

That in terms of the detainees’ correctional
histories and prison experience, it was
reasonable that they be accommodated

in the same unit.
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5.11 Whether the incident revealed any
issues pertinent to the Human Rights
Act 2004 (ACT)

5.11.1 I note that this incident involving detainee
on detainee violence potentially engages a
number of rights in the Human Rights Act
2004 (ACT) (HR Act).

5.11.2 Of most relevance is the right to protection
from cruel, inhuman or degrading
treatment in s 10(1)(b), and the right to
humane treatment when deprived of
liberty in s 19 which includes the obligation
to segregate accused persons from
convicted persons except in exceptional
circumstances.

5.11.3 The scope of these obligations are such
that ACTCS is required to take positive
steps to protect detainees from violence
and ill-treatment by other detainees,'®
including by implementing measures such
as conducting screening assessments
of detainees, confiscation of weapons,
segregating detainees, regular supervision
of detainees, and ensuring acceptable
space for each detainee, with priority for
preventive measures over repressive ones.'®

15 See, for example, the United Nations Human Rights Committee
concluded that Article 10(1) of the ICCPR had been breached
where Jamaica had neglected to take measures to protect the
complainant from being assaulted regularly by other inmates.
Daley v Jamaica Human Rights Committee, View of 31 July 1997
Comm. 750/1997, para 7.6

16 See van Kempen, P ‘Positive Obligations to Ensure the
Human Rights of Prisoners’in Tak, P and Jendly, M (eds)

2008, Prison policy and prisoners’ rights - the protection of
prisoners’ fundamental rights in international and domestic law,
Nijmegen: Wolf Legal Publishers

CRITICAL INCIDENT REPORT | OCTOBER 2018

5.11.4 On the basis of materials reviewed,
| am satisfied that ACTCS had in place
appropriate protective measures through
their segregation policy and intelligence
gathering.

5.11.5 I note in passing that this incident involved
aremandee and a convicted detainee who
were accommodated in the same unit,
which is, on the face of it, contrary to s 19
of the HR Act and s 44 of the Corrections
Management Act 2007 (ACT).

5.11.6 As the victim of the assault, Detainee Z
is an Aboriginal man, this incident may
also engage the right to recognition and
equality before the law (HR Act, s 8) and
cultural and other rights of Aboriginal
persons (HR Act, s 27).

5.11.7 Notwithstanding that Detainee Z is an
Aboriginal man, there is no evidence that
the assault on him was racially motivated.
As to the treatment of the detainees by
staff, both were provided with medical care
to the standard required and the incident
was managed without the use of force.
| have noted findings elsewhere in relation
to culturally appropriate notification of
next of kin.
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6. OTHER MATTERS ARISING FROM THE REVIEW

6.1  There were no other matters arising from
the review.
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APPENDIX 1




MEMORANDUM OF UNDERSTANDING

between

ACT INSPECTOR OF CORRECTIONAL SERVICES

and

ACT CORRECTIVE SERVICES

concerning

CRITICAL INCIDENTS

August 2018
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Application

1. Thiszis o Memaorandum of Understanding (MO between the ACT Inspecbor of
Corvectional Scrvces and the Executive Director of ACT Corrective Services [‘the
partics).

2. The abjective of this MO is Lo establish and waintain a construclive and
conperative waorling relationship botween the paries ceparding their respoctive
resprernsibilities in the event of o gritical ingident.

Authority

2. The parties dorive authority to consult and oxchange information from the
Corveciions Monggoement Aed 2007 (ATT) and fnspectar of Correctiona! Scrvices

Act 2817 [ACT) and the arranpements set oulb in this MO

Exanmpilus: Seactivne 7 of Coervetions: Manaepeenment At 2007 LAY aoed Sectian 17 al e uspacer of
Cowrectional Serwices Aot 2005 (AL

Terms used in this MOU

4. The following Lerms and abbroviations ave wsed in this MOL:

Act; inspecior of Correctionaf Services Ace 2017 (ACT)

ACTC: ACT Corrective Sarvices

Contractor: A persen engaged by the OICS under 214 of the Act

[ Deputy Inspector of Correctiondal Services [when
appointed)

L1 Executive Director, AUTES

LMo General Manager Custadial Operations, AUTUS

Inspoectors Inspector of Corvectional Services

QIS Office of the [nspector of Correctional Services

What is a critical incident?
5. Section 17(2) of the Act states:

criticol incident tmeatts any avrent in @ correctional contre ar in the
provision of carrectional services that invelves any of the following:
{a) the death of a person;

(B} @ persan’s Lfe being endangered;

{ef an excape from cirstody;

{ef et porsen heing takon drckngge;

feed ea ook el veserles S stgeificant disenprefon foom contre ar Sorwvice;
§01 er fire: Lhert resaeles i sigrificoant nregrerty dimaog e

fe b eny assenade or wsc of force thor cesaults br g pecson belng admiteed
frran Freaserdtest,

fhp ey ather fncident identdfiod s o criticel incident By o refevant
Ministor ur rcfevant director-genenol,
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Interpretation of gecrion 17(2) of the Act
6. Tho Act does not define the meaning af;

s gignificant” in (o) and ()
e Celisruption’ in (&)

Far the purposcs af this MO, Oxforgd English [Hetionary meanings are taker as i

auide:

fgruprion: PHsturbance or problems shich interrupt an event, activily,
OF Process.

Significent; sufficiently great or impartant o be worthy ol attenlion:

noteworthy.
Uncertainty as to whether an incident is a ‘critical incident’

7. Glven that theoro 5 some amlnpaity ghout s1702) of ihe Act, iF o sitoalion were
to arise where the partics disagreed, or were unsure, as to whether an incident
was g oritical ingident they will seck o decision from the Miister lor Carrections
or the Drector-General, Justice and Commaunity Safety Dircctarate, pursuant to
S17[210hY of the Act.

Inmitial Notification of a critical incident

#, Intho cvent of an incident that could reasonably be consideread to be a eritical
incident, the BT, or in their absence the GRMCO, will notify the lnspectar by
telephare within 4 bhours of confiroation that the incident was eritical in nature
nrwhere an incident is ongoing, willin 4 hoors of an incident commencing,

9.0 foe gome reason the Inspector is ool contactable by phane the leaving of a
voige mail messape(s) will constitute initial notification,

1. Currenre [as at 2506/ 18] contact numboers for ACTCS and GICS relevant
aliicers are provided at Appencdiz 1 Lo this MOU,

12, Within 24 houwres of the Wlephone notification, the B will provide the
lespector by email [co Deputy Inspector) with bricl details of the incident,
including but ot Limited 1

nature of incident

where it happerned

when il happened

injurics to staff or detainces

status nf secarity and goomd order of the Tocalinn
= mediointerest

* ® & & &
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13, Whore the Inspector or [H learns of what may be o potential critical incidomn
by anwlher means than from the B, they will call the B, ar in their absence the
GMOG in as seon as is practicable to clarify the situation.

Pravision of relevant information

14 Where the Ingpector determines o undertake a full review of a critical
incident, ACTCS will provide a cony of the follawing paperwork within 7 working
days, o il reguived carlicr, as reports are availahle,

Officer roports

= [nuident Synopsis

s Delainoe [njury Form Fappropriate

+  totand Cold debrief minuees if available
= Any other identificd documentidion

15, Where the Inspector determines to wndlertake o “desk top review” of o
critical incident, ACTCS will provide a full pack consisting of the ahove and any
further associoted documentation within 4 weeks of the incident.

Inspector may refer a matter to another investigative entity
10, Section 32 of the Act provides that:

f21 The inspecior mey decide not Lo review ar examine e matter and
fo vefer the mabder ngetber weillt ey refevand docerreids or inforimotion i
Hhe insgectoe’s possession oe coerbrol, Lo on investigoalive entitl,

investigotive entity means au entily with power Ly regulire the production
af documents or the answering of guestions rclwding, for exahple, the chief
pofice afficer, the ineran rights commission ond e embdsoman,

MNate, Ty definition, AUT Corrective Seevices is ol an favestigodive entity,
Timing of Inspector's referral tv another investigative entity

17, Timing of a reforral could ocene ol the outsel of an incident [(eg. to ACT
Policing i the ovent ol sospected arson] or it couwld occur later as
information/evidanee come Lo lightl

184 In wither case, Inspectar will notify the B by telephone and email as soon as
practiceblo if oorefereal is Lo be made, However, it s noted that s3204) of the Act
provides thal “Nothing in this section requires the fimvestigative endity &n deal with
he reforred enotter” This means that the  Inspector may  docide 1o
procecd fcontinue with a review  wuntil such time that a reforral has been
accepted.
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ACTCS may commence an internal review of a critical incident

19 Tlee [ospector recognizes thal, in the evenl of a crilical incidentl, ACTCS will
incvitably need to concluct an Dnitial review of the incident ta, amang other
Lhings:

o Provide timely and accurake information to the Minister andfor Dicector-
Goneral

#  Ensure rthat hoth safety and securvity are selidressod immediately Lo
jrevent any further incident

s BErsare thal witiwessos are identilied

ldentify and secure cvidenee

Takee written reports fram staff invalved in the incidene

20, Nothing in this section precludes ACTCS from launching a staff misconduct
investipationtarigsing feom an incident,

DICS may bring equipment into a corrective services lacation

21, A5 provided for under £19[5]) of the Act, the G105 [including its conbractors)
may take cguipment into a corroctive services location for the purposes of o
revievy., Such equipment may include:

s Connpulers
LI W 41 TS
= Vaoice recording doevices

22, Any such equipment remains sulject to gate entry proced ures and must he
signed in and aut af any correctianal contre,

23, By aral agrocment betweon the pargics, eoguipment does not inclucde mnbilo
phones,

DICS will comply with reasonable safety or security instructions

21 The 1€s (including its contractors) will fomply with reasonable safety or
SeCUTIRY insructions while on-sive. For ¢xample:

s Fesontation of identification

= Searching of hags and cquipient

¢ Searching of the person, ather than strip-searching

= Adberence Lo any cmergency measures such as o oo movement” order

o Carry a personal duress device o radio

= |n ibhe cvent af an emergency situation arising, follow the dircctions af
custodial officors to ensure safety and security

S The 28 Tt o preser uised oe the Al b canduet sEaET miscondact investigations
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25 A roasonable safoty or scoutity instruction’ does oot include o reguiremaent
for QICS st to be escorted unless there are aound saleoby woedfor security
reasons b doing sa (e incident in progress).

26 [n general, such instructions must not unnecessarily impede the carrying out
ol the functions of the Inspector under the Act

Date of effect

27 This MO comes inta ¢ffect on the date onowhich 6t is sigmed by bolh of the
ML,

Amendment and termination

28, Thix MO can be amended o varied following the writlen agrecmoent of bth

Jon Peach
ACT Inspector of Correetional Services Lxecutive Directar
ACT Corrective Services

pate: 33 /Quau*a'r SalR pate: W Secheroec 2018
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