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Chair’s Foreword

Welcome to the autumn edition of the IAPDC Newsletter. I would like to begin by 
thanking my former Panel colleagues Raj Desai and Pauline McCabe OBE, who 
recently stepped down, for their excellent work and commitment to reducing 
deaths in custody during their time on the Panel. They have left a lasting legacy 
with the workstream projects they have driven forward, and I wish them both the 
best for the future. 

Together with my Panel colleagues Dr Jake Hard and Professor Seena Fazel, while 
we await new members, we will drive forward our 2024/25 workplan which we 
continue to make progress on. Our main priorities remain collecting evidence and 
addressing emerging issues strategically, sharing and embedding cross-custody 
insights, and concentrating on groups who are at heightened risk.

Following the General Election in July and the introduction of new co-sponsor 
Ministers, we have been working to build relationships with them as early as 
possible. The prison estate continues to dominate headlines with the significant 
capacity challenges it faces, which have a huge impact on the safety and well-
being of people in prison. We have been vocal about the need for a long-term 
strategy to prevent this situation from happening again: the prison service needs 
to deliver the healthcare, support, and meaningful regime that is fundamental to 
keeping people in prison safe. In our early engagement with the new Prisons 
Minister, Lord Timpson, we continue to call for the establishment of non-
negotiable policy ‘redlines’ that ensure custody numbers will never be permitted 
to exceed safe capacity. 

Our commitment to reducing deaths among 
individuals in prisons, police custody, immigration 
detention, and Mental Health Act (MHA) detention 
remains strong. We have been collaborating with 
Ministers, officials, and key stakeholders to utilise 
their expertise and create safer custodial 
environments. 

Finally, I am keen to hear from you on your 
experience and expertise on how best to keep 
people safe in custody. You can contact us at 
iap@justice.gov.uk

Lynn Emslie 
IAPDC Chair



Latest published deaths in custody statistics

308 deaths in prisons
In the 12 months to June 2024, there were 308 deaths in prison 
custody, a decrease of 2% from 313 deaths in the previous 12 
months. Of these, 85 deaths were self-inflicted, a decreased of 8% 
from the 91 self-inflicted deaths in the previous 12 months.
Source: HMPPS and MoJ safety in custody statistics

23 deaths in police custody 
In 2022/23, 23 people died in or following police custody, an 
increase of 12 compared to 2021/22. There were 52 apparent 
suicides within the first 48 hours after release from police custody, a 
decrease of five compared to 2021/22. 
Source: IOPC  deaths during or following police contact

2 deaths in immigration detention 
In 2023, there were two deaths of people detained under 
Immigration Act Powers. 
Source: Home Office immigration system statistics

264 deaths in MHA detention
The CQC were notified that 264 people died while 
detained under the MHA between April 2022 and 
March 2023. This is a fall on 270 deaths in the 
previous 12-month period. 
Source: CQC  monitoring the Mental Health Act

14 deaths in Approved Premises
There were 14 deaths of offenders residing in 
Approved Premises in 2022/23, an increase of one 
since 2021/22. Deaths in Approved Premises 
accounted for 1% of all deaths of offenders in the 
community in 2022/23. 
Source: MoJ deaths of offenders in the community

https://www.gov.uk/government/statistics/safety-in-custody-quarterly-update-to-march-2024/safety-in-custody-statistics-england-and-wales-deaths-in-prison-custody-to-june-2024-assaults-and-self-harm-to-march-2024
https://www.policeconduct.gov.uk/sites/default/files/documents/Annual-deaths-statistics-report-England-and-Wales-2022-23_0.pdf
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fassets.publishing.service.gov.uk%2Fmedia%2F66c5c17f81850effa1b18df7%2Fdetention-summary-jun-24-tables.ods&wdOrigin=BROWSELINK
https://www.cqc.org.uk/publications/monitoring-mental-health-act/2022-2023
https://www.gov.uk/government/statistics/deaths-of-offenders-in-the-community-annual-update-to-march-2023/deaths-of-offenders-in-the-community-annual-update-to-march-2023#:~:text=Approved%20Premises,-Approved%20Premises%2C%20formerly&text=Offenders%20in%20in%20Approved%20Premises,the%20financial%20year%20ending%202022.


Our priorities for prevention of deaths

Putting the investigations of deaths under the MHA on an 
independent footing

One of our key priorities is to improve investigations of deaths in MHA 
detention. Our latest statistical analysis of deaths in custody found that 
patients detained under the MHA have the highest rate of deaths in all 
custodial settings. However, unlike those in other settings, the deaths of 
patients detained under the MHA are not subject to independent 
investigations prior to a coroner’s inquest. As a result, too often families 
bereaved by deaths in MHA detention feel they are left without answers 
and that opportunities to learn from deaths are missed. 

We have been gathering evidence and speaking to key stakeholders to 
develop our recommendations for independent investigations into 
MHA-related deaths. Through our consultation so far, we have been 
seeking to understand the scope for either a new independent body to 
investigate these deaths, or for an existing independent investigative 
body to take on this role. We are in the process of drafting a report 
outlining our recommendations and highlighting the urgent need for 
independent investigations into deaths under the MHA, which we hope 
to publish later this year. 

Provide advice and support to help improve data, risk 
assessment processes, and support for vulnerable individuals 
to prevent suicides following police custody. 

Following our joint roundtable event with the National Police 
Chiefs’ Council (NPCC) on preventing suicide following police 
custody earlier this year, we recently hosted our first Working 
Group with the NPCC, College of Policing (CoP) and 
representatives from policing, health and third sector 
organisations. 

The Working Group aims to implement the recommendations from 
the roundtable and our 2022 report on preventing deaths at the 
point of arrest, during and after police custody by developing good 
practice guidance for inclusion in the current CoP authorised 
professional practice (APP) on ‘Detention and Custody’. 
Discussions focused on reviewing, refining, and agreeing on good 
practice recommendations based on the best available evidence. 
We also discussed how to support police forces in conducting 
thorough pre-release risk assessments and collaborating with 
partners to provide multiagency support for vulnerable individuals 

being released from custody. 

We are making progress on our 2024/24 workplan, which you can 
find here.

https://static1.squarespace.com/static/5c5ae65ed86cc93b6c1e19a3/t/66276e081992b85d51a58a01/1713860106096/IAPDC+statistical+analysis+of+recorded+deaths+in+custody+between+2017+and+2021.pdf
https://static1.squarespace.com/static/5c5ae65ed86cc93b6c1e19a3/t/6388b91b75841a78d6f60a5d/1669904667925/IAPDC+-+Police+prevention+of+deaths+report+December+-+final+draft+as+published+EMBARGOED.pdf
https://static1.squarespace.com/static/5c5ae65ed86cc93b6c1e19a3/t/65f15bfdd4c5bc211024ed3a/1710316542000/IAPDC+workplan+2024-25+-+final.pdf


Recent Publications: MHA Risk Factors Report

Our latest report identifies the risk factors associated with premature 
mortality – and particularly suicide – among patients detained under the 
MHA. We carried out a scoping review of existing research in this area and 
found several potential risk factors, which are categorised below: 

• Sociodemographic – male, older age, and being unemployed prior to 
being detained.

• Clinical – a prior suicide attempt. 

• Patient history – mood disorders, substance misuse, and history of 
aggression.

• Institutional – length of stay, involuntary admission, and a lack of 
access to appropriate care. 

Our research concludes that preventative interventions targeting specific 
risk groups and conditions could reduce premature deaths among detained 
patients. These interventions might include suicide prevention initiatives, 
evidence-based treatments for psychiatric and substance use disorders, 
and therapies to promote overall well-being in detention settings.

IAPDC member Professor Seena Fazel, who led on this 
research with his colleague Dr Amir Sariaslan, said: 

“Our research shows that patients detained under 
the Mental Health Act have a disproportionately high 
death rate. This review identifies a number of risk 
factors which contribute to premature mortality 
among these patients, most notably a previous 
suicide attempt. Other factors include diagnosis of 
mood disorders, substance misuse, and a history of 
aggression. While this is an important step in 
understanding these deaths, more research is 
needed in this area to ensure evidence is fully 
embedded in approaches to improve patient safety.”

You can read the report here.

https://www.iapondeathsincustody.org/s/Assessing-the-risk-factors-contributing-to-premature-mortality-among-detained-psychiatric-patients-A.pdf


Recent Publications: APCC Guidance

In June 2024, the Association of Police and Crime 
Commissioners (APCC) released guidance on preventing deaths 
in police custody  to aid police and crime commissioners’ 
(PCCs) oversight of police forces. It offers examples of best 
practices and recommendations to prevent tragic losses of life 
at the point of arrest, while in custody or shortly after release.

The guidance draws on findings and recommendations from our 
2022 report on avoidable police deaths, which you can access 
here. We collaborated with the APCC to ensure the guidance 
acknowledges and addresses the vulnerabilities of those 
interacting with the criminal justice system.

The APCC's guidance represents a crucial advancement in our 
joint efforts to prevent deaths at the point of arrest, during 
custody, and following release. Recent data underscores the 
importance of this work: in 2022/23, there were 23 deaths in 
custody, which is more than double compared to the previous 
year. Equally troubling is the consistently high number of deaths 
following release from custody, often without equivalent 
attention or scrutiny. In 2022/23, 52 individuals died by suicide 
within the first 48 hours after release, equating to one suicide 
per week.

PCCs play a critical role in shaping priorities, coordinating relevant 
services, and, given that all forces are operationally independent, 
promoting the sharing of best practices across regions. They also 
hold significant oversight and scrutiny responsibilities, which are 
essential for fostering a 'zero-tolerance' stance toward police 
custody deaths, as highlighted in Dame Elish Angiolini KC’s landmark 
review into such incidents.

We are grateful to PCC Emily Spurrell during her time as APCC 
custody lead and her team for leading on this vital work and building 
on the recommendations from the Panel’s report on avoidable 
deaths. We will continue to work closely with the APCC to advance 
these initiatives.

You can access the APCC’s guidance here.

Umbrellas, Ann House (low 
secure mental health unit) 
Koestler Arts

https://static1.squarespace.com/static/5c5ae65ed86cc93b6c1e19a3/t/6388b91b75841a78d6f60a5d/1669904667925/IAPDC+-+Police+prevention+of+deaths+report+December+-+final+draft+as+published+EMBARGOED.pdf
https://assets.publishing.service.gov.uk/media/5a821d1040f0b6230269ae98/Report_of_Angiolini_Review_ISBN_Accessible.pdf
https://assets.publishing.service.gov.uk/media/5a821d1040f0b6230269ae98/Report_of_Angiolini_Review_ISBN_Accessible.pdf
https://apccs.police.uk/media/9768/1-apcc-guidance-preventing-deaths-in-police-custody-and-apparent-suicides-following-release-june-2024.pdf?_gl=1*7vjzqs*_ga*MTE0MDAzNjQ1OS4xNzE2MjMzNTE5*_ga_TC82Q15EXW*MTcyMDc3NDQ4Ny41LjAuMTcyMDc3NDQ4Ny4wLjAuMA..


What’s next?

Following the appointment of the new departmental Ministers – 
Lord James Timpson OBE for Prisons, Baroness Gillian Merron 
for MHA detention, Dame Diana Johnson for police custody, 
and Dame Angela Eagle for immigration detention – we wrote to 
each of them outlining our main concerns and top priorities for 
their custody area. Some of these Ministers also have key role 
as co-chairs of the MBDC and we are looking forward to working 
with them to bring about a continuing and sustained reduction 
in the number of deaths in all forms of state custody. 

We recently met with Lord Timpson, the Minister of State for 
Prisons, Probation and Reducing Reoffending where we 
discussed concerns about prison capacity and long-term plans 
to manage the prison population safely. We hope to meet with 
the other Ministers in the coming months and we will discuss 
the critical need for comprehensive strategies that encompass 
preventive measures, appropriate safeguarding measures, and 
robust oversight mechanisms. 

The upcoming Ministerial Board on Deaths 
in Custody (MBDC) is scheduled for 
November this year. This will be the first 
MBDC since the General Election, and we 
are looking forward to engaging with the 
new Ministerial co-chairs, department co-
sponsors and member organisations, to 
discuss and advance the Board’s priority 
areas for 2024/25. The minutes from the 
last meeting of the Board in May 2024 can 
be found here. 

Another priority for the remainder of the 
year is to fill current vacancies in the Panel 
to assist with progressing our workplan. We 
are looking forward to welcoming new 
members who will bring fresh perspectives 
and invaluable expertise to our work.  

https://assets.publishing.service.gov.uk/media/668fa27a49b9c0597fdaface/mbdc-13-may-2024-minutes.pdf


Media appearances

Inside Time, August 2024Inside Time, June 2024

https://insidetime.org/information/new-prisons-minister-brings-opportunities-for-change/
https://insidetime.org/information/receiving-the-right-care-in-the-right-place-at-the-right-time/
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