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Chair’s Foreword

Welcome to the autumn edition of the IAPDC Newsletter. | 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 | 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, | 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 @@if@\g
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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 Mol 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: Mol deaths of offenders in the community
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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 ) ) _ ]
Provide advice and support to help improve data, risk

We are making progress on our 2024/24 workplan, which you can assessment processes, and support for vulnerable individuals
find here. to prevent suicides following police custody.

Putting the investigations of deaths under the MHA on an Following our joint roundtable event with the National Police
independent footing 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.

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 The Working Group aims to implement the recommendations from
investigations prior to a coroner’s inquest. As a result, too often families the roundtable and our 2022 report on preventing deaths at the
bereaved by deaths in MHA detention feel they are left without answers point of arrest, during and after police custody by developing good
and that opportunities to learn from deaths are missed. practice guidance for inclusion in the current CoP authorised

professional practice (APP) on ‘Detention and Custody’.

We have been gathering evidence and speaking to key stakeholders to . _ o s .
Discussions focused on reviewing, refining, and agreeing on good

develop our recommendations for independent investigations into . . _ .
MHA-related deaths. Through our consultation so far, we have been practice recommendations based on the best available evidence.

seeking to understand the scope for either a new independent body to

investigate these deaths, or for an existing independent investigative . . 2
body to take on this role. We are in the process of drafting a report partners to provide multiagency support for vulnerable individuals
2 3 h
S

outlining our recommendations and highlighting the urgent need for being released from custody. @@}g

independent investigations into deaths under the MHA, which we hope mﬁggpydggtnel

to publish later this year. %nc%es?gésy

We also discussed how to support police forces in conducting
thorough pre-release risk assessments and collaborating with


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.

o 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.

<
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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.

11 Umbrellas, Ann House (low Independent
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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 o»

and invaluable expertise to our work. R
Independent
Advisory Panel
on Deaths

in Custody


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

Media appearances

Keeping Safe

Receiving the right care in
the right place at the right time

[
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Lynm Emaslie

Everyone dessrves consistent, high-guality
care ard suppart - ard that is no
people in prisan, But people in
aften facing loap delays to receiving the meoe
tad health care and teatment they need. A e
poat. publisked casfer this year by the Chiel
Inspectar af Prisons found that umsell men
and women “linger™ in pricons oy weeks, af-
e mondbs, and sometines oves 8 year whilst
they wadt ta be transferred fo a menial health
heapilal. Thess delays afe ubadceplable and
are sympbomatic of a kng-termn shostage of
apprapriate mental health beds across the
COuEEy.

[Everyone deserwes consisterat,
tigh-guality care and support

For pecple with mental kealth disorders,
pEmpE Access i appropriate meatments in
ke most suilable settings &= essential for -
ducing the risk of complications and avolding
deteticration, which if left unaddressed may
comtribute to & mare complex clinical and per
somal mecovery for the Individual. Funda
mentally, we know that prisans are not sailable
or safe ervironments for people with severe
merrial health ilnesses, The sdded pressure
of the high Jevels of ternover, overcowding,
and siaficg challenges across the prison ps=
Lake has mean! thal peison memlal health ser-
vices aze under critical strain and can al Hmes
SrTuggle 1o mael the incmeased demand,

I recenaly wroce to the Minister for Prisocs and
e Mingster for Mendal Heabth to rakse these
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comeernes on behalf of the Independent
Advisory Parel on Deaths in Custady (TAPIRC).
As yoa may know, a legal tieday Emit tn com=
plete Iramnsfers [rom paisans (o hospilal was
intzeduced iz the draft Mental Health Bl
However, the Eill has been stalled since 30032
- il the IAPDIC, along with prison and snen-
tal health charites, have expressed deep fras-
eration aver thi: back of progess, 1 hawe gt our
o Mirdsters that dhe 28-day limit must be
achiewed in practice, with or without a now
Tawe. Koy mo ensuring s happens is a zigndfi-
cant investment in additional mental heakih
beecis and skilled stall acooss the coundry.

[ also know from my canversations with pris
o and healtheare stalf that fominals « 48, fos
Luirth do prisod froi & mental beallh hospital -
can sametimes lead to a disruption in care.
Section LT of the Mertal Health Act peovides
some pasdents detained in hospital with afiegs
care when they leave. However, research by
the University of Manchesier in 2020 fouand
that cmly a minoeity (13%6) of those remitted
back to prlaom with a legal right o an aftefcare
plan had orein place at the paint of follow-up.
The research concluded that the benedits of
receiving came in a mental healih hospital
“may huve been lost on sebarn to prison” be
cause of “a lack of fargeied afiercaee™. If s
therefore vilal to make sure that proper dis-
chazge and follow-up care amangements are
In place toreduce the risk of deterloration and
haspital readmmis=ion.

[ coflinise W Vil prisord i England and
Wales o better understand the challenges
and opperturites - to keeping peopls In pris
o sale. Easlier this yeat, | visiied HMP Candilf
with LAFDC member Dr Jake Hard. | also visit
e women's prisan HMP Styal to beam aboul
their individoalized and prychologically in-
formed care and sapport senvices. As over, [
wEnl (0 Bear om pow sboul your experienc-
es, ideas, and recommendations on kaw o
keep people in prisan safe. Write 1o me at:
Freeposl [APDC, 102 Pelty France, Lemdon -
0 stamp of amything else on the eovelope is
reeded, 1 look forward o beasing frem vou,

Lymn Erncle i Chair of the indepandent
Advisary Fanel an Deaths in Custedy (IAPDC)

Inside Time, June 2024

Keeping Safe

New Prisons Minister brings
opportunities for change

»
E Lynn Emslie

Following last month’s gen-
eral election and change In
government, James Timpson
OBE has been appolnted as
the new Minister for Prisons,
Parole and Probatlon. My
Panel colleagues and 1 con-
gratulate Minister Timpson
on his appolnitment and
wholly welcome his commit-
ment to prison reform and
helping ex offenders reinte-
grate Into soclety. While this
Iz a time of skgnificant chal-
lenges across the prison es-
tate, I believe there are real
opportunities to drive long-
term change for prisons and
people in prison.

As you know all too well,
however, prisons are danger-
ously overcrowded, and the
prison service Is in crisls. The
rapldly Increasing prisonpop-
ulation has meant that too
many prisons are struggling
to even deliver the basics.
Prison overcrowding affects
your access (o education and
work  activities, healthcare
services  Including  mental
health, addiction, and other
rehabilitative  programmes,
and contact with your loved
ones, key workers and other
areas of support. 1 know from
many of you that these activi-
tles and services play a cen-
tral role in keeping everyone
safe.

I have written to Minister
Timpson making it clear that
tackling the current prison
overcrowding and avolding
future overcrowding ts the
number one priorty. Our ad-
vice to the Minister is that a

policy decision-making red
line must be introduced to
make sure that prison num-
bers cannot Increase beyond
the ability of the prison ser-
vice to safely manage individ-
uals under Itz care. This must
include a commitment that
before prison numbers are In-
creased, the risks to the safety
of people In prison and staff
have been identified and
measures introduced to reduca
those risks. My Panel and 1
firmly belleve that a longer-
term strategy and stepchange
in policy-making processes |5
urgently needed to make sure
that the prison service Is nev-
er In this position again
Therefore, we welcome the
government's recently an-
nounced plans for a 10-year
capaclty strategy which we
belleve must include these
non-negotiable ‘red lines”.

ce a policy
decision-making
red line must be
introduced to make
sure that prison
numbers cannot
increase beyond the
ability of the pris-
on service to safely
manage individuals
under its care 9

As well as this, we will con-
tinue to advise the new gov-
emment on the wider chang-
es that are desperately
needed. This includes the
better use of community sen-
tencing and reviewing the
current  sentencing  policy,
which Iz filling prisons be-
yond safe capacity. In line

with this, wewelcome the re-
cent decislon by the govemn-
ment to recrult an additional
1.000 probation officers to
support the release of offend-
ers, which 1s especlally Im-
portant given the new plans
to release prisoners at an ear-
ller point in thelr sentence.
We also belleve 1t 1s Impor
tant that before the prison
octate expands with new
prison builds, HMPPS must
get the basics right by having
the fight number of prison of-
ficers, healthcare and other
staff members to deltver a
cafe, decent and rehabilita-
tve environment. Without
this, prisons cannot consist-
ently provide purposeful and
rehabilitative regimes, and
dellver services to Improve
the health and wellbeing of
pecple In prison.

1 really value reading the let-
ters you send me and hearing
about your experiences and
perspectives. [ will continue
to  engage with Minister
Timpson as well as senior
leaders at HMPPS and the
Ministry of Justice, and [ am
keen to chare your thoughts
and experiences with them.
So please do share these by
wrlting to us at Freepost IAF.
1 am particularly interested
in hearing about your opin-
fons on how the new govemn-
ment can make long-term
sustalnable change. 1 amalso
interested In your perspec-
tive om the recently an-
nounced early release plans
and what you think a suc-
cessful early release needs o
include? I look forward to
hearing from you.

Lynn Emsdie is Chair of the
Independent Advisory Panel
on Deaths in Custody ]APDC)

Inside Time, August 2024
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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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