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Dear Neil,

Scottish Government position on recommendations from the Independent Review of
the Response to Deaths in Prison Custody

The Scotland Subgroup of the UK National Preventive Mechanism have been following the
implementation of the recommendations and advisory points from the Independent Review of
the Response to Deaths in Prison Custody! closely. In so doing we have had constructive
communication with officials in Scottish Government, the Cabinet Secretary for Justice and
Home Affairs, and the former External Chair for Implementation. As you are aware, the
circumstances that led to the commissioning of this review raised very serious concerns about
the protection of the right to life in prisons, an absolute right for which there can be no
derogation.

On 30 November 2021, the Scottish Government accepted in principle all 20
recommendations and 6 advisory points of the review.? According to Gill Imery’s February
2024 progress report, ten of these have been implemented. In light of Ms. Imery’s tenure as
external chair coming to an end in March of this year, we formally request the following
information:

1. An update on the Scottish Government’s current position on the remaining 16
accepted recommendations and advisory points, whether still accepted in principle or
otherwise.

2. If there are any recommendations or advisory points which the government no longer
accepts, we would request the reasons for this.

To be clear, we are not looking for an update on progress against the recommendations —
this work will come later. We are looking to understand if the Scottish Government still
accepts the recommendations and commits to their implementation.
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For ease, we have included a table overleaf which we would be grateful for your team to
complete and return. Where possible, we would be grateful to receive this information prior
to the roundtable on 8" August, but we recognise this may be difficult to facilitate.

Yours,

Samif Gt

Sam Gluckstein
Head of UK NPM

Copy to:
UK NPM Scotland Subgroup:
Cathy Asante, Scottish Human Rights Commission
Eleanor Deeming, Scottish Human Rights Commission
Arun Chopra, Mental Welfare Commission for Scotland
Stephen Sandham, His Majesty’s Inspectorate of Prisons for Scotland
Ray Jones, His Majesty’s Inspectorate of Constabulary in Scotland
Kirsty Scott, Independent Custody Visiting Scotland
Kirsteen MacLennan, Care Inspectorate
Cat Dalrymple, Director of Justice
Goretti Marrero, Scottish Government
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Scottish Scottish
Type No. Text Status g?ﬁb rzeg?l,:eferocr:wrt)Second Government Government
9 P position 2021 | current position
A separate independent investigation should be . .
undertaken into each death in prison and should be Th's Is along term piece of work and .
Key 1 ied by a bodv whollv ind d f Scottish timescales are partially dependent | Accepted in
recommendation carried out by a body wholly independent of Scottish on how many pilot exercises require | principle
Ministers, the Scottish Prison Service or the private prison
to be undertaken.
operator and the NHS.
Leaders of national oversight bodies (Healthcare
Improvement Scotland, NHS boards, Care inspectorate,
Recommendation | 1.1 National Suicide Prevention Leadership Group and In progress. This is a long-term Accepted in
' HMIPS) should work together with families to support the |piece of work. principle
development of a new single framework on preventing
deaths in custody.
In progress — product has been
The SPS and the NHS should develop a comprehensive |created that requires to be adopted Accepted in
Recommendation | 1.2 |joint training package for staff around responding to and implemented in each NHS rincip le
deaths in custody. Health Board. No clear timescales | P P
for that to be completed.
The SPS should develop a more accessible system so
that where family members have serious concerns about In oroaress. Due to be implemented | Accepted in
Recommendation | 1.3 |the health/wellbeing of someone in prison, these views are b %ng of Jénuar 2024 P rinciple
acknowledged, recorded and addressed with appropriate y y ' P P
communication back to the family.
When someone is admitted to prison, SPS and the NHS
should seek permission that, where prison or healthcare
staff have serious concerns about the health or wellbeing
of someone in their care, they are able to contact the next .
. ; i 4 . . Accepted in
Recommendation | 1.4 |of Kin. If someone is gravely ill and is taken to hospital, Implemented finciole
the Next of Kin should be informed immediately where P P
consent has been given. This consent should be recorded
at every admission to prison to allow for cases in which
someone is unable to give consent.
SPS and NHS should jointly develop enhanced training for In progress — product has been
. . created that requires to be adopted .
. prison and healthcare staff in how to respond to a . : Accepted in
Recommendation | 2.1 . o ) : : and implemented in each NHS -
potential death in prison, including developing a process principle

for confirmation of death.

Health Board. No clear timescales
for that to be completed.

UK National Preventive Mechanism
http://www.nationalpreventivemechanism.org.uk



http://www.nationalpreventivemechanism.org.uk/

Recommendation

2.2

SPS should improve access to equipment such as ligature
cutters and screens to save vital time in saving lives or
preserving dignity of those who have died.

Implemented

Accepted in
principle

Recommendation

2.3

NHS and SPS should address the scope to reduce
unnecessary pressure on the Scottish Ambulance Service
when clinical staff with appropriate expertise attending the
scene are satisfied they can pronounce death.

In progress — product has been
created that requires to be adopted
and implemented in each NHS
Health Board. Due to be
implemented by end of January
2024.

Accepted in
principle

Recommendation

24

SPS should review the DIPLAR proforma to ensure they
evidence how the impact of a death on others held in
prison is assessed and support offered.

Implemented

Accepted in
principle

Recommendation

25

The SPS and NHS must ensure that child-friendly policies
and practices are introduced and applied to all children,
aged under 18, in accordance with the UNCRC. Reviews
of deaths in custody involving a child or young person
must include an assessment of whether or not the
particular rights of children were fulfilled, with child-friendly
policies and procedures followed in practice.

Implemented

Accepted in
principle

Recommendation

3.1

The Governor in Charge should be the first point of
contact with families (after the Police) as soon as possible
after a death. An SPS single point of contact (other than
the chaplain) should maintain close contact thereafter,
with pastoral support from a Chaplain still offered.

Implemented

Accepted in
principle

Recommendation

3.2

SPS & NHS should review internal guidance documents,
processes and training to ensure that anyone contacting
family is clear on what they can and should disclose. SPS
should work with COPFS to obtain clarity as to what can
be disclosed to family without prejudicing any
investigation, taking due account of the need of the family
to have their questions about the death answered as soon
as possible.

In progress. DSA due to be formally
agreed between SPS and COPFS
by the end of February 2024.

Accepted in
principle

Recommendation

3.3

The family should be given the opportunity to raise
guestions about the death with the relevant SPS and NHS
senior manager and receive responses. This should be
spelled out in the family support booklet jointly created
and reviewed by the SPS and the NHS.

Implemented

Accepted in
principle
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To support compliance with the state's obligation to
protect the right to life, a comprehensive review involving

In progress. A further report is

Accepted in

Recommendation | 3.4 |families should be conducted into the main causes of all  |expected to be published in early finciole
deaths in custody and what further steps can be taken to |spring. P P
prevent such deaths.

NHS and SPS should develop a comprehensive
framework of trauma informed support with the meaningful
participation of staff, including a review of Critical Incident |In progress. New model for the
Recommendation | 4.1 Response and Support policy, to ensure accessibility, CIRS is likely to be developed and | Accepted in
' trained facilitators, and consistency of approach. This approved by April 2024 and will then | principle
should ensure staff who have witnessed a death always |require implementation.
have opportunity to attend and that a system of regular
and proactive welfare checks are made.
SPS and NHS should also develop, with the meaningful In progress. It is likely to be a further
. participation of people held in prison, a framework of 12-18 months for a strategy and Accepted in

Recommendation | 4.2 . o : . o
trauma informed support for people held in prison to plan to be in place that will then principle
ensure their needs are met following a death in custody require to be rolled out.

SPS and NHS should ensure every family should be
informed of the DIPLAR and if applicable, the SAER, Th fthi dati
process and their involvement maximised. This includes h © aslpects Oht I'Dsngitfén?en sﬂon
. the family having the process (and timings) and their that relate to the | ave been Accepted in
Recommendation | 5.1 |. SO . implemented, whilst those relatingto | -~ ~
involvement clearly explained; being given the name and - principle
. X ? . . the SAER are still in progress. No
contact details for a point of contact; knowing when their . .
) ; . ; clear timescales for completion.
guestions and concerns will be considered by the Review
and receiving timely feedback.
SPS and NHS should ensure a single point of contact for
families. They should be a trained member of staff and
this staff member should be fully briefed about what can
Recommendation | 5.2 be initially shared with the family and subsequently fed Imolemented Accepted in
' back, both during the process and once the DIPLAR has P principle
been concluded. These communications between the staff
member and family should be recorded in the DIPLAR
report.
A truly mdepen_dent chair, ywth knowledge of the prison, Not implemented — action taken _
. health and social care environments, should be recruited Accepted in

Recommendation | 5.3 . . o does not fully meet -

to chair all DIPLAR meetings providing the assurance that principle

all deaths in custody are considered for learning points.

recommendation.
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The full DIPLAR process should be followed for all deaths

Recommendation | 5.4 |in custody, with a member of staff from SPS Headquarters | Implemented Agce_ptled n
in attendance. principie
A platform should be available for families to share and
process their experiences such as a Bereavement Care Accepted in
Advisory point 1 Forum as previously recommended. The NHS and SPS Under consideration nciol
should commission the independent development and principie
support of such a platform.
_ _ The SPS_shouId review the scope to place emergency Not commenced — no plans to Accepted in
Advisory point 2 alarms within reach of the cell bed to ensure the ability to . L
; . . progress due to resources required | principle
raise the alarm when incapacitated.
SPS and NHS to consider whether other people held in
prison who knew the deceased may have relevant
Advisory point 3 inform_altion_ to offer and how best to include their Not implemented — action taken _ Ac_ce_pted in
reflections in DIPLAR and SAER processes where does not fully meet recommendation | principle
appropriate, in particular whether discrimination of any
kind was perceived as a factor in the death.
SPS and NHS to review DIPLAR report form to include a
separate section where observed systemic or recurring Accepted in
Advisory point 4 issues are recorded by the independent chair to ensure Implemented ncipl
holistic improvements to broader systems and processes principie
are more easily recognised and addressed.
SPS and NHS to consider developing a separate section
in the DIPLAR document to ensure info on family Accented in
Advisory point 5 involvement and the content of discussions is recorded, Implemented -Cep |
including any questions raised by the family and the principie
response to them.
The SPS should develop clear protocols for memorial . .
Advisory point 6 services, letters of condolence and donations from people In progress — due to be implemented| Accepted in
’ by the end of March 2024 principle

held in prison for families of the deceased.
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