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Statement

This briefing is about deaths in state care and custody in Scotland and fatal accident
inquiries (FAIs) into them. It contains information which some may find distressing.
Even when presenting statistical data, we never forget that these numbers represent
people who were part of families and communities, and that their loss is deeply felt.
Our motivation for doing this work is to raise awareness of deaths in state custody and
how these are investigated, and through this to support efforts to prevent deaths and
improve the effectiveness of investigations.

This work involves important ethical issues and we continue to reflect on how best to
address them. The impact on loved ones on whether or not to anonymise information
about individuals, remains a concern. There are arguments both for and against
anonymisation. Some family members may wish to protect their privacy, and to avoid
unexpectedly reading upsetting information about the circumstances of a family
member’s death, other families have expressed to us that not naming the person can
feel like an erasure of their loss, and a dehumanisation of the person who died.
Although all information in this report is in the public domain, this does not exempt us
from a duty to ensure sensitivity with potentially identifying information. In past reports
we have adopted the position of including names only where families have wished us
to do so. This principle remains the starting point, but also use names in a few cases
that have been heavily covered in media.

In the case study section covering FAls, contextual information included may make it
possible to identify an individual. In this section, we use the person’s initials, following
the practice of Sherene Razack in her book Dying from Improvement. In doing this, we
are seeking to balance privacy with humanisation.

Forthose who have lost a loved one in state care or custody, we recommend resources
available through INQUEST, keeping in mind their work focuses on England and Wales:
https://www.inquest.org.uk/. To contact the team producing this research, email:
sarah.armstrong@glasgow.ac.uk.
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Introduction

An ungrievable life, ‘is one that cannot be mourned because it has never lived, that is,
it has never counted as a life at all.’

—Judith Butler (in, Dani Garavelli, Jailed, Failed, Forgotten’, on suicides in state custody,
London Review of Books, 47:3, 20 February 2025)

This publication is the fourth annual monitoring report on deaths in custody in
Scotland and their investigation. It presents information about deaths in:

e prison

e police custody and contact

e migration detention and asylum accommodation

e detention or compulsory order under the Mental Health Act

e children and young people in care

e people with learning disabilities and autistic people living in hospital

Over the most recent year, at least 244 people in Scotland died in one of these
settings of state control. This amounts to a total of almost five people dying each
week.

The majority of these deaths will have no public investigation. We do not know the
names, gender, ages, ethnicities of many nor the circumstances in which they died.
Even where there is an investigation or review, it is not clear how or whether these
contribute to accountability or prevention of future deaths. All prison deaths are
mandated by law to have a fatal accident inquiry (FAI), yet this year Scottish prisons
have seen a staggering increase in deaths this past year: 64 people died in 2024,
compared to 40 the year before.

The aims of report are to answer these questions:
e How many people die in state custody in Scotland?
e What do we know about those who die?
e How effective are investigations and responses to death?

Human Rights — a negligible concern?

Deaths during detention by the state inherently raise concern about state care and
potential abuse. A key source of guidance for ensuring rights-informed investigation of
deaths is the UN Protocol on Investigations into Potentially Unlawful Death (updated



in 2016 and more familiarly known as the Minnesota Protocol).” It sets out the key
principles for human rights compliant investigations, which should be: prompt,
thorough, independent, transparent and effective. Family involvement, supported by
legalrepresentation, is specifically identified as necessary to achieve these principles.

Families are not only most directly affected by a person’s death, they also hold
essential knowledge of the person who died. They therefore hold a significant role, as
part of the public in whose interest investigations are carried out. Human rights
principles also guide our analysis. We ask throughout this report whether practices in
Scotland - for reporting deaths, investigating them and acting on investigations to
support prevention and accountability —are realising aims and legal duties imposed by
human rights governance. In most cases, we conclude they are not. Equally significant,
if rights considerations do not inform responses to death, it becomes valid to wonder
the extent to which rights are informing the way people, under the control of the state,
are looked after while they are alive.

Katie Allan and William Lindsay joint FAI

Katie Allan and William (Brown) Lindsay? died within months of each other in 2018,
both in HMP/YOI Polmont, of suicide. Nearly seven years later, in January 2025, the FAI
determination?® into Katie and William’s deaths was published. Although this FAI falls
outside the period of analysis for this report, its significance and potential impact on
FAls going forward cannot be ignored.

In previous reports we have described how most cases of suicide, including of young
people, are investigated through fatal accident inquiries but produce no actions or
recommendations. Many inquiries involve no parties besides the Crown and the
Scottish Prison Service, and sometimes the NHS. We have noted a tendency in FAls to
construe the cause and circumstances of death very narrowly, so that systemic and
structural factors fall outside the consideration of how and why people have died,
against the spirit and interpretation of Article 2 of the European Convention on Human
Rights (ECHR).*

The Allan-Lindsay FAI took over a year to complete, producing a determination over
400 pages long. It contained 25 recommendations, identifying four reasonable
precautions and six system defects and 10 other facts relevant to the circumstances
of Katie and William’s deaths. The Sheriff ruled that both deaths were preventable. The
inquiry itself heard from many witnesses, including family members, and experts. The
Crown identified numerous issues, and while not all were accepted, the Sheriff
ultimately engaged many of these as well as reflecting on the systemic aspects of

"The Minnesota Protocol on the Investigation of Potentially Unlawful Death (2016), revised. See also the
International Committee of the Red Cross (2013) Guidelines for Investigating Deaths in Custody.

2 William generally used the surname Lindsay, rather than Brown, the one employed by the prison
service. See Dani Garavelli, ‘Jailed, Failed, Forgotten’, London Review of Books, 47:3, 20 February 2025.
3The ‘determination’ of an FAl is the report produced at its conclusion, by the Sheriff presiding over it.
See Appendix for terminology.

4 See Minnesota Protocol.



https://www.ohchr.org/en/special-procedures/sr-executions/minnesota-protocol
https://www.lrb.co.uk/the-paper/v47/n03/dani-garavelli/jailed-failed-forgotten

young people’s suicide in Scottish custody. Following publication of the
determination, the Cabinet Secretary for Justice announced several specific
commitments and direct actions to improve oversight, support for families and
prevention of death in custody.®

This FAl demonstrates a degree of thoroughness and robustness absent in most of the
other FAls we analysed over a 20-year period. It is not only our opinion, but that of the
Sheriff, who stated it explicitly in his determination, that the far-reaching nature of the
inquiry and extent of findings made was the direct result of the families’ advocacy and
input to ensure that the deaths of Katie and William were properly investigated. This
FAl reveals what is possible and why it is important to involve families and to ensure a
rigorous degree of scrutiny in FAIls as they are led by the Crown. However, it also shows
that this only happened because of years of campaigning by bereaved families, at great
personal, emotional and financial cost. Other families have also been campaigning for
years, and in some cases over a decade, doing work one might argue should not be
their burden. Finally, this FAl shows how those who die in custody can be treated with
dignity and humanity, not least through acts as simple as referring to Katie and William
by their names rather than as ‘the deceased’. We pick up on these issues in later
sections of the report.

Structure of this report

There are two main parts of the report: Part | provides information and analysis
about deaths in a wide range of compulsory settings, noted above. Overlapping
themes and issues are noted at the outset of this part. Each chapter provides
information about the number of deaths over the most recent year for which
information was available, what we know about who died and the circumstances of
their death. The investigation or review process for deaths in different settings is then
described, with any outcomes that we have found summarised. In lieu of an executive
summary, a set of key themes is provided at the start of each chapter.

Part Il of the report focuses on Fatal Accident Inquiries, the system of public death
investigation in Scotland that is analogous to an inquest. The first chapter of Part Il
presents statistics about the time FAls take, the findings they make, how they involve
families, who has legal representation and human rights awareness. It also contains a
section on ‘joint minutes of agreement’, a legal tool by which the parties to an inquiry
list uncontested facts. We point out that most FAIs for deaths in prison reach a
determination entirely on the basis of these ‘uncontested’ facts, noting concern that
these documents are often put together entirely by the Crown and the detaining
authority, with no involvement from families or other parties. The final chapter of the
report provides information directly from FAI determinations, illustrating through case
studies important themes they raise.

5 Meeting of the Parliament - Thursday, January 23, 2025 - Fatal Accident Inquiries (Deaths in Custody);
Meeting of the Parliament - Thursday, March 27, 2025 - Fatal Accident Inquiries (Deaths in Custody).



https://www.parliament.scot/chamber-and-committees/official-report/search-what-was-said-in-parliament/meeting-of-parliament-23-01-2025?meeting=16213&iob=138540
https://www.parliament.scot/chamber-and-committees/official-report/search-what-was-said-in-parliament/meeting-of-parliament-27-03-2025?meeting=16343&iob=139646

Sources of data and transparency in reporting deaths in custody

All information contained in this report comes from public sources. Some of this data
is routinely reported; other data has come through requests made under Freedom of
Information legislation (see appendix for data sources and methodology). Accurate,
detailed records of death are hard to come by for most of the settings we report on.
There are inconsistencies in what information different bodies consider reportable,
and different levels of reliance on GDPR, in some cases refusing to provide information
that is readily reported by other bodies. In some areas (such as mental health and
children and young people) there has been a move towards making more data
available. Sadly, in others, there appears to be less transparency and candour. Hence,
quality, availability and comprehensiveness of data about state death is a concern, as
is the candour of state agencies.



PART I: DEATHS IN STATE CUSTODY

Table 1 Deaths in Scottish Custody in recent years

. Most recent Previous Most recent year
Detention type . . s
year year recording period

Prison 64 40 Calendar 2024
Police - custody 3 2 Financial 2023-24
Police - contact 19 39 Financial 2023-24
Mental health 138 144 Financial 2023-24
Children and young people 16 14 Calendar 2024
in care
Secure accommodation 0 0 Calendar 2024
Migration detention and 3 3 Calendar 2024
accommodation
People with LD and autistic 1 1 2018/19-2023/24
people, hospitalised average’
TOTAL 244 243

The total number of state deaths has shown no improvement to what we reported last
year, and with one significant area of increase. Specifically, the number of prison
deaths has surged greatly, a matter of urgent concern with further detail about this in
Section I(F). The one category recording a decrease, of deaths after police contact, is
also an area of data where we have significant concern about the reliability of reported
figures (in Section I(A). and see appendix).

Cross-cutting themes of deaths in state custody

Each of the ensuing chapters identifies distinctive issues in the deaths of children,
people seeking asylum, those in mental distress, or impacted by addiction,
hospitalised for their own ‘protection’ in the case of people with learning disabilities,
or in the custody of police or prison. But looking across these settings, a number of
themes cut across them, showing how people caught up in state systems come from
similar backgrounds and can have similar experiences of care, or lack of care. There
are sadly familiar patterns in how seriously the concerns of families are treated. There

8 See appendix for explanation of why some numbers reported for previous year do not match last year’s
report.
7 See chapter I(E) and appendix for further explanation.
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are also common themes about the quality and transparency of information available
to understand who is dying and whether their death might have been prevented. These
overlapping issues are:

Across settings were signs of people stuck in detention or compulsory state
care, wrongly or for excessive periods, and government recognition of and
even promises to act on this have not been followed through. There is a
sense of slow moving systems, complacency and bureaucratic inertia in many
areas. The findings presented here resonate with other work about people with
learning disabilities, in prison or mental health detention.® People who died
while in the asylum process often had been waiting years for a decision, while
many in prison had been on remand for excessive periods orin prison for so long
one wondered about the putative process of sentence ‘progression’. As rates of
death fail to go down, or in some cases rise, a lack of urgency prevails.

Legally governed, public investigations apply to only a small minority of
deaths in Scottish state care and custody. Only people who die in prison or
police custody are required by law to have an FAI —this applies to 67 of the 244
who died in the past year, barely more than a quarter. Most people who die will
never be known to the public, and even families may not be provided basic
information about the circumstances of their deaths. Where there are
mandated investigations, there are no benchmarks of quality, and no target
times for completion.

The people affected most by a death, a person’s family and other loved
ones, are routinely excluded from meaningfully participating in death
investigations and reviews. This was true across most settings of death.
Relevant knowledge and concerns of families were ignored in deaths of people
in settings of mental health, child deaths, prison and more. Families are often
not advised about their rights in such processes.

The same groups of people are repeatedly showing up in deaths recorded in
different settings but connections are not being made. Class, deprivation,
gender, mental health and addiction issues drive both being put into
detention and also dying there. People with learning disabilities are dying in
mental health detention or prison. Deprived and destitute people are dying in
young people’s care and police custody. People experiencing addiction are
dying while seeking asylum or in prison. Mental health unwellness cuts across
every setting, with suicide a problem regardless of the type of care or custody.
Mortality rates of those in the care and custody of the state are higher,
sometimes by a factor of two or more, than deaths of the same groups in the
Scottish population.

8 SHRC, “Tick Tock...” A human rights assessment of progress from institutionalisation to independent
living in Scotland (January 2025), and, SHRC (2024) Review...Recommend...Repeat...An assessment of

where human rights have stalled in places of detention (July). MWC (2025) Hospital is not home: The
circumstances of people with learning disability and complex needs who have been in hospital for 10

years or more (January).
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https://www.scottishhumanrights.com/projects-and-programmes/spotlight-projects/moving-from-institutions-to-independent-living/
https://www.scottishhumanrights.com/projects-and-programmes/spotlight-projects/moving-from-institutions-to-independent-living/
https://www.scottishhumanrights.com/media/2784/report-review-recommend-repeat-an-assessment-of-where-human-rights-have-stalled-in-places-of-detention.pdf
https://www.scottishhumanrights.com/media/2784/report-review-recommend-repeat-an-assessment-of-where-human-rights-have-stalled-in-places-of-detention.pdf
https://www.mwcscot.org.uk/sites/default/files/2025-01/HospitalIsNotHome_January2025.pdf
https://www.mwcscot.org.uk/sites/default/files/2025-01/HospitalIsNotHome_January2025.pdf
https://www.mwcscot.org.uk/sites/default/files/2025-01/HospitalIsNotHome_January2025.pdf

Drug deaths, so often fitted into a dismissive narrative of ‘just another
addict dying’ were much more complicated, and many included an element
of state action or omission. Among people dying were asylum seekers who
could not obtain medical help and so turning to drugs available on the street, or
people in prison similarly unable to obtain help for medical conditions forced
to self-medicate with illicitly obtained substances. Young people in through
care or after care dying from drugs presents a moral indictment of the support
and nurturing they received through their care journey, questioning progress on
‘Scotland’s Promise’. It is clear that Scotland’s national crisis of drug use and
deaths is not being managed effectively, and there are examples of state
responses making things worse (see Sections I(A) and I(B)).

The quality of information available about people who die in state custody
continues to suffer from gaps, inconsistencies and errors. This undermines
the ability to address inequalities and discrimination. Ethnicity data is
almost universally poor for all settings of death we examined. A man of African
origin who died after being chased by the police was listed as white. Gender
data and analysis also is missing for the most part; what information there was
showed women, though making up a smaller share of all who died, are dying at
younger ages than men. Transgender people are entirely invisible in recorded
data.

12


https://thepromise.scot/

A. Police Deaths and Investigations

Key Findings

e Qver the past 10 years, more than 200 people have died in police custody or
after police contact in Scotland. In the most recent year (October 2023-
September 2024), at least 22 people died in police custody or after contact with
police.

e However, inaccuracies were found in the data, where a man listed as white was
actually from Ethiopia and where total numbers of deaths from different
sources do not match.

e Five women died after police contact in the previous year, ranging in age from
23 to 70 years. Nothing is known about who these women were or the context
of these deaths.

e Few cases of police involved deaths will be investigated publicly.

e Investigations of police deaths lack transparency, and information about these
is entirely withheld even from family members.

e There were four fatal accident inquiries into police involved deaths that were
published in 2024. Two relied entirely on written submissions of evidence
meaning no witnesses could be questioned. One took a decade to complete,
leaving family members in limbo for years.

Deaths

Deaths included in this section cover two contexts: when a person dies in police
custody or after police contact. Police custody includes custody suites but also
situations where a person is under the control of police (such as under arrest and
handcuffed, being tased by or in a police car) while still in the community. Police
contact covers situations where police have had some involvement with a person,
which encompasses a wider range of situations, with examples describing this below.

Information in this section comes from information published by the Police
Investigations & Review Commissioner (PIRC) in its annual reports and freedom of
information requests made to PIRC and Police Scotland. See appendix for details.

How many died?

The table shows figures for calendar years. It appears that deaths in police custody in
the most recent year is similar to previous years, but the number of deaths after police

13



contact appears to have declined sharply, even including the fact this figure is for an
incomplete year.

Table 2 Police deaths in Scotland

Year Following In
Contact Custody

2015 16 1
2016 18 5
2017 15 3
2018 25 4
2019 10 3
2020 25 4
2021 22 3
2022 39 2
2023 35 1
2024 *12 3
10-year Total 217 29

*January-September 2024. The number used in Table 1 is the total recorded over a one year period 2023-24.

We noted in last year’s report that there were substantial discrepancies in data on
deaths after contact provided by Police Scotland and PIRC. For this reason, it is hard
to know if the 12 deaths after police contact reported for calendar year 2024 (January
through September only) in the table above is: (a) an accurate figure and if so, (b) one
that signifies a change. The accuracy of this figure, contained in an FOI response by
PIRC, is called into question by other published sources of data: in its annual report
PIRC reported that it investigated 30 deaths after police contact in its 2022-23 annual
report, and 24 such deaths in the 2023-24 annual report, and had referrals of many
more such deaths (see appendix for showing discrepancies between sources).

Over a ten-year period (2015-2024), the average annual number of deaths in
Scottish police custody is 2.9; the average annual number of deaths after police
contactis 21.7. By comparison, there were 24 deaths in police custody in England and
Wales in 2024.° England and Wales have a total population that is about 11 times that
of Scotland’s, but the number of deaths in police custody is 8 times greater than that
in Scotland.’ Therefore, Scotland appears to have proportionately more deaths in
police custody than occur in England and Wales.

9 INQUEST (2025), https://www.inquest.org.uk/deaths-in-police-custody [accessed 4 March 2025].
Inquest reports the figures for 2023 (28) and 2022 (31).

% The current population of England and Wales is estimated as 60.2 million against the Scotland
population of 5.5 million, according to the National Records of Scotland and the Office for National
Statistics.
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What do we know about who died?

To analyse a year’s worth of data, we used the period October 2023 — September 2024.
In this time, a total of 22 deaths were recorded by PIRC in an FOl response, 3 in custody
and 19 after contact with police.

Cause of death

In contrast to the way prison deaths are reported (see Section II(F)), and how the duty
of transparency is interpreted in that context, no information about identity or cause of
death is made public by authorities for any people who died in police custody or after
police contact. Media reporting highlights these cases occasionally. For example, one
of the people who died in 2024, appearing in the records of deaths after police contact,
was a man who endured torture over two days in a block of flats, where neighbours
called the police informing them of the floor on which the man was held. Police went
to the wrong floor and left the building shortly after. The man died by jumping to flee
his aggressor several hours after the police had come and left the scene without
making contact.™

Age, gender and area of death (Table 3)

Ofthe three people who died in police custody over the year (October 2023-September
2024), all were men, in their 30s and 40s.

Of the 19 people who died after police contact in this one-year period, five were
women. One woman was in her early 20s, two were in their 30s, one person was in her
40s and one was aged late 70s. The youngest woman died after police contact in
Glasgow, two died in Edinburgh, one in Tayside and one in the Northeast.

Of the 14 men who died after police contact, the average age was 41 years old, with
the youngest man to die being 18 years old; the oldest man was 70 years.

Table 3 Police deaths by region, previous year

. . Number of Custody or
Police region Women

deaths after contact

Ayrshire 3 all contact
Edinburgh 2 all contact 2

Fife 1 custody

Forth 1 contact
Glasgow 3 1 custody, 2 contact 1

1 Bryan Rutherford (2025) ‘Damning report reveals mistakes and mix-ups that may have cost Aberdeen
torture victim his life’ (22 January 2025), Press and Journal, online [accessed 6 March 2025]; another
media report claims neighbours provided specific information about the person’s location.
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Highlands and 3 all contact

Islands

Lanarkshire 1 contact

Lothian and 1 contact

Borders

Northeast 3 all contact

Renfrewshire and 2 1 custody, 1 contact

Inverclyde

Tayside 2 all contact 1

Totals 22 3 custody, 19 contact 5
Ethnicity

As noted, ethnicity data across all settings of detention is inconsistently recorded.
Many times, this information is not recorded at all; where ethnicity is noted, it is not
clear how accurate the information is. For example, ethnicity is almost always listed
as ‘White’ or ‘White Scottish’. We matched records of police deaths with those for
deaths of people in the asylum process and noted that in one death appearing in both
datasets, police/PIRC records listed the person’s ethnicity as white, where another
source noted he was from Ethiopia (Figures 1a and 1b)."?

Figure 1a Ethnicity Data Error in PIRC record

| Age | Ethnicity | Date of Incident | Incident Type | Division

| 30 | whiteBritish |  04/07/2019 |  Death Following Contact | G - West

Source: PIRC FOI (see appendix)

Figure 1b Ethnicity Data in Ayslum Seeker Memorial record
NAME UNKNOWN

Male / 30 / Ethiopian

DIED ON OR AROUND:
5/7/2019

CAUSE OF DEATH:

Drowning following pursuit by police

HOUSING PROVIDER:
Serco

LOCATION:

Scotland, Glasgow

This 30-year-old man was on bail
awaiting trial the following month.
Police were called to an address he
was staying at following reports of a
disturbance, causing him to flee,
according to internal records. The
man jumped into a river to avoid the
police and drowned.

2There is a one day difference in the records, which may be due to the date being the point at which the
event was referred to police or PIRC, or the date when it was reported by media. Other details of the
death are used to triangulate and confirm a match, in this case, the age, gender and location of the
death.
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This example shows the questionability of ethnicity data reported for people who died
in police custody or after police contact. In the past year, the 20 deaths where ethnicity
was recorded, 19 stated ‘White Scottish’, ‘White’ or ‘British’, and one person’s ethnicity
was recorded as ‘White Gypsy / Traveller’.

Investigations

Only deaths in police custody are legally required to have a fatal accident inquiry. For
deaths after police contact, the vast majority of deaths involving police, an FAl is at the
discretion of the Crown. A key criterion for deciding to hold an FAl is whether itisinthe
public interest to do so.

Deaths in police custody or after police contact are referred to the Police
Investigations & Review Commissioner (PIRC). PIRC has investigatory powers and
completes an investigation, providing a report to the Crown, which then decides on
any further action. This could include criminal proceedings or an FAIl. No information
is made public on PIRC’s reports, not even on an aggregated basis on how many deaths
lead to FAls, criminal proceedings or no further action.

Families do not appear to be engaged closely in these investigations (beyond perhaps
an initial statement being taken), and are denied access to information about the
process and outcome of PIRC investigations on grounds of data protection. An FOI
request for a PIRC investigation report, made on behalf of the family of Warren Fenty,
a young man who died in police cells in 2014 was refused on the grounds that any
information which may be part of an investigation by a public authority is exempt, even
though the investigation had been completed, held in public and published:

‘information is exempt from disclosure if it is held at any time by a Scottish
public authority for the purposes of an investigation being carried out for the
purpose of making a report to the Procurator Fiscal as respects the cause of
death of a person’

It might be assumed that in some deaths following police contact, the police had little
contact at all and no influence over a death. In these cases, it may therefore be
reasonable that there is no mandatory public investigation of such deaths. However,
we have already noted the death in 2024 where the police actually had no contact at
all with a person who died, but had been called to help him, failing to find his location
after a brief search.” And the death in 2019 noted above in relation to ethnicity
recording errors reports that the man drowned following a police pursuit. This death
does not appear to have been referred for an FAI, and so the circumstances of a death,
which on its face raises potential concerns, and the police’s role in it, will never be
addressed in the public domain.

3 At the time of writing, a decision on whether there will be an FAl had not been announced.
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FAls involving police deaths

There were four FAI determinations published in calendar year 2024 involving police-
related deaths, three mandatory and one discretionary (see also Part II(A) of this
report). We summarise these below.

Two FAls involving deaths of people from drugs while interacting with police
relied entirely on written submissions where no witnesses could be questioned:

DG died in 2021 aged 31 in police custody in Glasgow (mandatory FAIl). Police were
called after someone heard banging coming from DG’s flat and thought he might be
trapped. When police were making enquiries, he ran out of his flat into the street and
fellthree times, once landing face first into the pavement. Police saw he was under the
influence of alcohol and drugs and had injuries to his face. They phoned for an
ambulance but were told it could take up to 50 minutes to arrive so cancelled it giving
evidence they believed it would be quicker to take him to hospital themselves. DG then
‘lashed out’ by lunging and shouting at officers and so he was arrested. Once placed
inside the van DG kicked out and struck his head off the sides of the cell. He was then
seen to slide to the floor and start to shake. Believing he was having a seizure officers
removed him from the van (300 yards from the hospital entrance), called an
ambulance and performed CPR. Officers flagged down a passing ambulance crew
who stopped to give more medical assistance and took him to hospital where he died
in A&E of cardiac arrest due to drug overdose.

No oral evidence was heard in the FAI, and the Sheriff made no findings beyond
identifying time, place and cause of death.

This was an example of an FAl that heard from no witnesses in person, relying entirely
on a ‘joint minute of agreement’ (see Part lI(A) and (B)) in which all evidence is agreed
in advance of the inquiry, compiled in this case by the Police and COPFS, and therefore
no witnesses appear who may be questioned. While the determination sets out what
appears to be a clearcut case of someone having a medical emergency that sadly
resulted in death, questions remain. For example, an ambulance was called but
assigned ‘yellow’ or less urgent status than a ‘code blue’, the most urgent type.

JR died 2021 aged 55 in hospital after being detained by police (mandatory FAI). His
cause of death was choking, heart disease and Methadone and Etizolam intoxication.
JR had a long history of drug and alcoholuse as well as heart disease. He was observed
by police in a group, and in the belief he was dealing drugs, was shouted at to stop to
be detained for a drugs search at which point he put a white wrap in his mouth. He did
not comply with a police order to spit it out, and kept his mouth closed pushing his chin
to his chest. JR was then arrested and put him in cuffs. It is stated that he resisted,
resulting in two officers pushing him to the ground and placing him face down. The
police repeatedly asked him to spit out the wrap but could see JR was attempting to
swallow it. They stated 20 seconds passed by before they realised his lips were purple
and that he was choking. They slapped his back and claimed it was 30 seconds after
this that they got him on his feet, removed the handcuffs and slapped his back 10
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times. Officers performed the Heimlich manoeuvre twice with multiple thrusts and
then threw his upper body over a fence, apparently in an attempt to dislodge the
obstruction. They then called an ambulance and continued with their efforts. JR
stopped breathing, officers began CPR and an ambulance arrived 26 minutes later.
Paramedics worked on him for about an hour but he had a heart attack. He was
pronounced dead in hospital. Methadone may have suppressed his ‘gag’ reflex thereby
increasing the risk of choking.

The Sheriff stated: “The actions of the police officers at the scene reflect real concern
for JR and they are to be commended for their appraisal of the situation and their
sustained attempts to assist him pending the arrival of the paramedical ambulance
crew.” Evidence taken from the forensic pathologist concluded it was unclear whether
placing JR face down while he was in handcuffs played a role in his choking and
suffocation. No findings or recommendations were made.

There was no oral evidence heard, with all evidence again contained in a joint minute
in which the only parties were the police and Crown (no family involvement). Expert
views about the effect of placing a choking man face down with his hands cuffed
behind him could not be explored. JR’s son is noted to have been filming officers in
their treatment of him, but no statement is included in the FAI, nor was this film made
available to the inquiry.

A family waited a decade to learn of significant failings in police and medical
care in the death of a 20-year old young man but no recommendations are made:

WF was 20 when he died at Kittybrewster Police Station in June 2014 (mandatory
FAI). The determination was not published until ten years later in 2024, the longest
running FAlI we are aware of. WF, who was not a regular drug user, took a large dose of
methadone and was taken to hospital. A course of opioid reversal therapy was begun,
but WF ended this prematurely and was allowed by medical staff to discharge himself.
He was discharged directly into police custody on a now repealed drug law. Medics
were told by police that no transfer paperwork needed to be completed. Escorting
police officers told custody staff that WF had seemingly overdosed and was treated in
hospital but did not inform them that the treatment ended early nor that WF was in a
high dependency unit. Three hours later a forensic medical examiner assessed WF’s
fitness for interview. He was not told that WF had been vomiting prior to the
assessment, and police did not advise the doctor of the circumstances leading up to
his detention. The medic spent five minutes with WF, assessing him fit for interview.
WF vomited during the interview. Overnight officers meant to monitor WF were not
aware he had overdosed, been in hospital or been sick earlier. Failure to follow cell
check procedures, that required direct eye contact and a verbal response, meant WF
was not properly observed between about 1 am and 7 am, when he was discovered
unconscious, and an ambulance was called. Efforts to resuscitate WF failed and he
was pronounced dead shortly after.

Several findings of precautions, defects and other facts were made, including about
information sharing, cell checks, the need for a more thorough medical check being
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carried out, as well as police staffing levels. WF’s death was found to have been
potentially avoidable had steps been taken that were not. However, no
recommendations were made because the Sheriff stated that ‘the world has moved on
considerably inthe last 10 years and the current culture for the care of police custodies
is fundamentally different’. There was no evidence submitted to the FAl documenting
an improved ‘culture’ of care. Since WF’s death, there have been 30 more deaths in
police custody in Scotland, including two in the same police command, a 19-year old
woman in 2020 and a 46-year old man in 2021 (per PIRC FOI data).

A review of healthcare provision in Scottish police custody cells in 2023 raised
significant concerns, including that ‘there is wide variation across Scotland in access
to healthcare provided to people in police custody’ and ‘inconsistent self-set targets
for people in custody to access healthcare, with targets ranging from 1 to 4 hours’.™

The Sheriff also used the determination to criticise the length of time the FAl had taken,
inviting the PF to explain the delays, who declined to do so. A meeting of the Sheriff
with the family, to apologise to them for the delay, was objected to by lawyers for the
NHS and Police Scotland, on the grounds it would prejudice the (inquisitorial)
proceedings.

Two people die after car crash and are undiscovered for three days when police
failed to log a call about incident:

LB was 25 and JY was 28 when they died in 2015 after leaving the road in a car they
were travelling in (discretionary FAI). The lengthy FAI (119 pages) found a faulty call
handling system meant that the two victims were not found by police until several days
after the accident had first been called in; by this time JY was dead and LB was dying
from her injuries. The case was covered extensively by the media which also noted that
Police Scotland had been found criminally liable for health and safety offences, paying
a fine of £100,000.

The Sheriff made numerous findings including that there were system defects, such as
organisational failure in Police Scotland’s call handling system. Significantly, one of
the precautions found was directed to the person who died - that JY should not have
been driving as he had only a provisional licence. Our wider review of all FAls published
in 2023 and 2024 including those into deaths not related to custody showed that
precautions directed at the person who died are common, especially in workplace
deaths. This is, in effect, blaming the person for their own death, and one wonders if
this was the intended operation of the legislation. One of the workplace deaths
involved a lorry driver who died taking the decision to drive during a heavy storm; he
was blamed for this choice, but wider questions about the acknowledged time
pressures of deliveries were not considered in that FAI.

14 See Part Il and appendix for more about the findings FAls can make.
15 HIS/HMICS (2023) National baseline review of healthcare provision within police custody centres in
Scotland: https://www.hmics.scot/media/on4ezumg/hmics20230131pub.pdf
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B. Mental Health Detention

Key Findings

e Inthe most recent year, 138 people detained under the Mental Health Act died
in Scotland. Over the past decade, 1,232 people have died while detained or
under a compulsory order.

e Use of MH Act orders of detention is used disproportionately for people from
more deprived backgrounds. Review and consent of emergency detention
orders is lower than it has been for ten years; orders without consent are
concentrated among those under 25 years.

e Important information, such as cause of death and ethnicity, are not available
for those who died.

e Intenyears, during which there were well over a thousand deaths, the MWC has
published a total of 11 investigations involving a death in a mental health
context.

e Overayearwhen 138 people died, there were just two FAIs published of people
detained on mental health grounds.

e Thetwo FAls identified significant concerns about quality of care, sufficiency of
record keeping and communication. Both inquiries produced determinations
that were over 100 pages, containing extensive documentation of the
procedure, background, evidence and, in one case, findings, that is strikingly
different than for determinations in mandatory FAIs (discussed in Part Il).

e The two FAls, of people who died of the same cause and in similar contexts but
who had different socioeconomic backgrounds, feature strikingly different
tones; one is more empathetic, the other is more criminalising of the person
who died.

Deaths

The Mental Welfare Commission (MWC) began routine publication of information
about deaths in detention last year, contained in its Mental Health Act monitoring
report.’® Data on deaths comes from notification by local services of the death of a
person who was subject to the Mental Health Act at the time of their death.

This is one of the only settings where public reporting mentions human rights or
discusses deprivation in any detail. The MWC report notes that a ‘person’s social
circumstances is very important for mental health services to fulfil their duty to respect
people’s social, economic and cultural rights’'” Despite this, it noted that social

18 https://www.mwcscot.org.uk/sites/default/files/2024-10/MHA-MonitoringReport2023-24. pdf
7 MWC Monitoring Report 2023-24, p. 31.
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circumstances reports were missing or not prepared in over two-thirds of orders
(short-term detention certificates).

How many died?

In 2023-24, there were 138 deaths reported to the Commission of people who were
detained under the Mental Health Act (Table 4), slightly lower than in 2022-23. The
percentage of deaths as a proportion of total orders issued under mental health
legislation remains consistent over time, ranging from 1.1% to 1.3%. However, the
MWC reports that the number of orders rose in all categories of mental health
detention, which includes emergency detention certificates (EC), short-term
detention certificate (STDC), compulsory treatment orders and interim compulsory
treatment orders (CTO/iCTO).'® The rise in detention orders is significant in itself, but,
as discussed below becomes concerning in the concentration of orders among those
from the most deprived communities and where consent of orders is dropping for
deprived groups and younger people.

Table 4 Deaths during mental health detention or order

Year Deaths As % of orders
2013-14 78 1.0%
2014-15 95 1.1%
2015-16 99 1.1%
2016-17 105 1.1%
2017-18 117 1.2%
2018-19 126 1.2%
2019-20 111 1.1%
2020-21 149 1.3%
2021-22 143 1.2%
2022-23 149 1.2%
2023-24 138 1.1%

Table source: Mental Welfare Commission; 2022-23 figure is revised.

What do we know about who died and why?

Gender

More women than men are detained every year on mental health grounds.' However,
more men than women died in the last year (Table 5). Men are also more often subject
to ‘place of safety orders’, one of the compulsory orders available for mental health

8 MWC Monitoring Report 2023-24, p. 5. The report also notes a decrease, to a 10 year low, of detention
under criminal procedure legislation, p. 7.
9 MHA Monitoring Report, p. 75.
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emergencies where a ‘police constable can remove an individual from a public place
and take them to a place of safety if they think the person has a mental health condition
and is in need of immediate care and treatment.”? A ‘place of safety’ includes police
cells. The previous section on deaths in police custody mentioned deaths where
investigations were published in the previous year showing medical assistance was
not called for people experiencing emergencies, and a review of health care in police
cells raised significant concerns. This raises questions about the status of police cells

as a ‘place of safety’.

Table 5 Gender breakdown of people dying while detained on mental health
grounds, 2023-24

Number %
Female 44 31.9%
Male 93 67.4%
Total *138 100%

Source: MWC. *NB One person’s gender was not specified

Age

The figure below (Figure 2) is from the MWC monitoring report and shows deaths
among detained people by age and gender. The report notes the average ages of men
(64.7) and women (67.3) who die during mental health detention is lower than life

expectancy for both men and women in Scotland by more than ten years.?'

Figure 2 Deaths in mental health detention by age and gender (MWC

screenshot)

Figure 47. Deaths in Detention in 2023-24 by age and gender
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20 MHA Monitoring Report, p. 43.
21 MHA Monitoring Report, p. 64.
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Issuing an emergency detention order is meant to be reviewed and approved by Mental
Health Officers (MHO) as an important human rights safeguard. In 2023-24, nearly
two-thirds of allemergency detentions had no MHO consent; this lack of consentrises
to nearly three-quarters of all such orders in Greater Glasgow. The MWC reports that
this: ‘was the lowest we have seen over the last 10 years...Young people (under 25) have
fewer MHO consents for emergency detention than other age groups’.??

The predominance of deaths occurring among older people, aged 65 or more may be
treated with less curiosity and concern than for younger people who die. However,
prior MWC investigations suggest the need for scrutiny, for example where an 80-year
old woman died after being subject to distressing forms of medical intervention while
on a compulsory treatment order, in other words while in the care of the state (Starved
of Care—Mrs V, 2011, see below).

Ethnicity

The MWC reports substantially worsening levels of gathering ethnicity information
among people under mental health detention. It could not present or analyse data on
ethnicity of those dying because too much of it is missing.

Cause
No cause of death information was published for deaths in 2023-24.

Deprivation

The MWC report states: ‘For all three types of detention via mental health order (EDC,
STDC, CTO/iCTO), there was a clear...higher proportion of detentions of individuals
from the most deprived parts of Scotland.”?® A rising number of orders; a decreasing
number of orders being reviewed and approved by mental health officers, and a
concentration of orders among the most deprived group collectively raises concern
about who is most at risk of detention, and therefore of death in detention. The
administration of the mental health detention system appears therefore to involve
significant health inequalities. It is not just that there appear to be social determinants
of death, but there also appear to be state determinants of death.

Investigations

Two kinds of investigations are summarised here: internal investigations where the
MW(C published a report, and Fatal Accident Inquiries (FAIs) where the discretionary
power to hold a hearing has been made. The MWC will carry out a full investigation,
according to its website, ‘when we believe there are similar issues in other people's
care, and lessons to be learnt for services throughout Scotland.”® Specifically, it

22 MHA Monitoring Report, p. 6.
2 MWC Monitoring Report 2023-24, pp. 6-7.
24 https://www.mwcscot.org.uk/visits-and-investigations [accessed 14 April 2025]
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appears to do so where it has decided ‘care or treatment have gone wrong only when
the case appears to show serious failings and has implications for services across
Scotland’.?® Over a ten-year period, when there were over a thousand deaths (Table 4),
the MWC conducted and published 11 investigations of deaths (Table 6, below).

FAls are also discretionary, unlike in England and Wales where all deaths in mental
health detention will be investigated via a public coronial inquest.

MW(C investigations

A cursory review of the investigation reports published between 2014-2024
(summarised in Table 6) produces a number of themes, many of which overlap with
the analysis of FAls in Part Il

e Reports appear to have become longer but fewer in number, with seven
published in 2014 but only two in all of 2024.

e Most investigations take years to be published, leaving families without
information or closure, and risking more deaths and mistakes as cases move
through a slow process.

e The circumstances of deaths shed light on potentially concerning actions of
other bodies, including decisions against further investigation by the Procurator
Fiscal (PF); decisions to imprison rather than seek medical help for people who
are seriously mentally unwell; lack of treating family concerns as urgent or
relevant; tragic incidents arising when people leave the care of the state without
provision of crucial services including accommodation and follow-on mental
health care.

e Many investigations made criticisms of how family concerns are treated,
painting a picture of concerns being ignored or minimised and passed between
services.

e Communication problems in transferring records, sharing information within
and between services or areas regularly arose in investigation findings.

e Despite making critical findings and recommendations for improvement there
has been no marked change in the number of deaths. That the same issues
continue to be raised suggest that investigations are not producing systematic
change.

% bid.
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Table 6 Mental Welfare Commission investigation summaries, 2014-2025

Case

Incident
or
referral
year

Investigation
publication
year

Involving a
death?

Summary

Mr E

2020

2024

no

A ‘failure by every agency involved to
engage and form a working partnership
directly with Mr E’, a man known to health
and social care, resulting in health
conditions worsening to the point of severe
disability.

Mrs F

2021

2024

yes

Investigation requested by husband
following suicide, where concerns had
been raised. Finding that husband was not
involved in assessment nor did the SAER
(see appendix for glossary) following the
death consider relevant information.

Mr GH

Unk

2023

yes

A person with previous mental health
services contact killed someone known to
him. SAER was completed that did not
involve families of victim or perpetrator.
Decision not to detain the person prior to
the homicide was made despite the
medical professional undertaking the
assessment having no information about
prior offending history, prior history of
violence against relative, nor about clinical
history from the area person had recently
relocated from. Finding that sufficient
account was not taken of family concernsin
general, but even where family concern was
considered, service response  was
ineffective.

MrD

2018

2023

yes

Mr D died after consuming excessive
amount of water while hospitalised under a
short-term detention order. The death was
found to have been preventable.

Mr AB

2019

2023

yes

A person with learning disability died in an
orthopaedic ward following a fall from
which a fracture was sustained then sepsis
developed. He had recently been removed
from compulsory mental health order and
found to be under coercive control of
another person.

Multiple recommendations were made.

26




MrTU

2019

2023

yes

A person with mental health issues
released from prison with no support or
accommodation, killed a Good Samaritan
offering him accommodation. MWC finds
that death could have been avoided had the
person been provided accommodation and
mental health care.

Ms ST

2017

2019

no

A woman with learning disabilities had
hospital discharge delayed, partly due to
social work assessment highlighting that
being returned to her family home was too
risky. This was disputed by the family and
many critical findings were made by MWC.

Mr QR

2014

2017

yes

Serious  criticisms made  following
discharge from psychiatric care of someone
who then died by suicide, where family
input and second opinion of medic
disregarded or underplayed.

Ms OP

2015

2016

yes

Referral after Mrs OP smothered her infant
in a period of postnatal depression,
convicted of culpable homicide and
imprisoned. Multiple recommendations
made.

Ms
MN

2012

2016

yes

A woman with multiple mental health
issues and on ‘autism spectrum’ made four
suicide attempts while in secure care
between June and November 2012. Her
detention on mental health grounds was
suspended in November and she was
moved to specialist health care unit where
she completed suicide. Poor
communication identified, including a
discharge note that did not arrive at GP’s
office until a month after she died.

MrlL

2012

2014

yes

A man weighing 4.5 stones and concerns
about competency to make decisions
about care. After refusing care, he
experienced ‘deterioration over a four-week
period resulting in his distressing and
chaotic death’. PF decided no need for
further investigation following death report
submitted to COPFS.

Mr GH

2013

2014

no

A man committed a homicide despite a long
history of family members highlighting an
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ongoing risk of violence. This information
was lost over time.

Ms DE

2011

2014

yes

Ms DE had a history of depression, her
welfare benefits were cut which led to
completing suicide. Numerous findings
made about the DWP assessment process
and communication, critically not
recognising Ms DE as a vulnerable client.

Ms FG

Unk

2014

no

Criticisms made in how family concerns
about a person’s mental health were
treated, prior to the person causing serious
harm to another person and is now
confined to a secure hospital.

Ms CD

2010

2014

no

Ms CD had a complex history with severe
depression and was eventually sent to
prison for breach of bail on breach of peace.
She spent 3 weeks in prison, confused and
vulnerable before being detained to
forensic services.

Mr S

2011

2014

no

Concern raised about a person with
learning disabilities sent to prison and the
lack of support to prevent offending

Mr EF

2011

2014

yes

Death of a person with learning disabilities
and concern about the quality of care he
received.

Fatal Accident Inquiries

England and Wales mandate coronial inquests for people who die in mental health
detention, but Scotland does not. During a period when over 130 people died while
detained in Scotland on mental health grounds, there were a total of two FAls
published into the deaths of people in this group. Although there is a general
threshold that a discretionary inquiry may be undertaken for deaths that implicate a
public interest, COPFS does not specify the criteria which would meet this public
interest test.

The two discretionary inquiries published in 2024 are summarised below. Looking at
them alongside each other raises some points of contrast, though there were
similarities in the cases, including the fact that both involve women, both also
mothers, who died from suicide as mental health inpatients, and where
communication or information recording issues were raised in both cases. Both FAls,
unsurprising given they are discretionary inquiries (see Part Il), produced
determinations that ran to over a hundred pages. Both these FAls took many years
to complete, over four years in one and six in the other.
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One of the determinations makes multiple findings. The other, into the death of EM,
makes only a single finding — of a precaution that a check of EM’s possessions should
have been carried out, despite noting many significant failings in EM’s care. EM came
from a very different background than SM, and had a history of domestic abuse and
drug addiction. Inequality is not addressed in either FAI, but the judicial tone of the
determinations is quite different, with a level of blame insidiously arising in the case of
EM, such as where the health board sought a finding that a precaution should have
been found against EM’s daughter for not reporting a phone call her mother made to
her, and where EM, a person experiencing severe mental illness, was indirectly
criticised for leaving the ward without consulting staff. The divergent tone and resulting
disparity in findings in these FAls raise questions about differential treatment, and
though caution should be taken in reading just two FAls, the tone for EM is much closer
to that found in the 275 FAls we analysed relating to prison deaths (see Part lI(B)).

Dr SM died in 2020 in Mental Health inpatient care. Dr M had a long and complex
history of mental ill health and alcohol dependency, had many previous hospital
admissions under the MH Act as well as previous suicide ideology and attempts. Close
family were very involved in the FAI and represented Dr M during proceedings with the
Sheriff being very complimentary of their participation:

‘The family did not instruct legal representation. They had many decades of
experience both in relation to the presentation and treatment of Dr M’s illness
and in the workings of hospitals, including mental health wards. They were not
prejudiced by representing themselves. Their contribution to the inquiry was
invaluable.’

A catalogue of errors by NHS staff was identified including ligature risks,
communication, observation levels, recording of information, checking historical
information (all similar to FAls into prison deaths). Dr M’s son visited the day prior to
her death where she said she would complete suicide using a noose, which she gave
to him, who in turn gave it to a staff nurse and reported concerns. The nurse handed
the noose to another member of staff but did not search the room or communicate or
record any change to risk. Consequently, Dr M completed suicide that night. A Serious
or Adverse Event Review (SAER) noted ligature anchors identified as being high risk
following Dr M’s death were still present four years later in 2024. The tone of this
determination is far more empathetic than that in prison FAls. A total of 10 corrective
(i.e. findings beyond time, place and cause of death, see Part Il) were made: four
precautions, one defect, one other fact and four recommendations.

EM died in 2018 aged 49 in Glasgow royal infirmary from multiple organ failure
following a paracetamol overdose. Ms M lived with her 18 year old son, and also had
an adult son and daughter. She had a partner and six brothers (two deceased). She had
a history of domestic abuse, drug dependency, mental ill health and previous suicide
attempts.
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Just under a year before she died, following an overdose of antidepressants,
antipsychotics and alcohol, Ms M was referred to the NW mental health crisis team
who concluded “that whilst she presented with low mood and was flat in affect, this
was because of her social situation and the breakdown of her family relationships”
they did not consider they could offer support. This was followed by a series of
referrals, appointments and hospital admissions. The method of her previous suicide
attempts (by medication overdose) and her disclosure at an assessment before her
death that she was stockpiling medication was noted but did not feed into any concern
or criticism of the inquiry about her care.

The framing of the issues to be considered in the inquiry used language about Ms M
that focused on her behaviour and motives, which was more familiar to describing
criminal activity, underplaying the fact that she was under the care of the state, shown
in the added highlighting to the determination excerpt below:

‘IMs M]was an informal psychiatric patient with suicidalideation and was able
surreptitiously to consume a fatal overdose of paracetamol whilst receiving
inpatient care in a hospital ward. Paracetamol was neither prescribed nor
administered as part of her inpatient management. She therefore either
brought it with her into the hospital, or acquired it while on the ward or during
an unauthorised absence or absences from the ward...

Despite many issues and concerns being raised about NHS actions and lack of family
consultation, the Sheriff made a single precaution (and minor other fact) finding, that
Ms M should have been searched on arrival in hospital. The Sheriff also outlined
‘improvements’ carried out following audits in 2022 but does not criticise the fact these
were made four years after the death of Ms M (a gap of time in which there were over
500 deaths in mental health detention, per Table 4 above).

Summarising these two FAls, we make the following findings:

e These discretionary FAls, each over 100 pages, spent much more time
documenting the background, procedure and circumstances of SM and EM’s
deaths than occurs in mandatory FAls.

e But similar to other FAls, the time taken to conduct the inquiries is excessive,
with a consequent impact on families.

e The tone in SM’s inquiry is generally more empathetic than that in the death of
EM, whose Sheriff adopted a tone more similar to what is typical in prison FAls.

e The self-representation by the family in SM’s case is laudable, but there is no
recognition of the emotional, practical and technical burden on families to
navigate the long time frame and legally complex nature of an FAI. It also
doesn’t recognise inequalities where some families are better positioned than
others to do this.
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C. Migration Detention and Asylum Accommodation

Key Findings

e Two people died in Scotland as detained migrants (Dungavel), and at least 20
people have died while in the asylum system and accommodated in Scotland
between 2016 and 2024. This latter number is almost certainly an undercount.

e The deaths of people in the asylum system are not tracked or reported by any
Government body, with the exception of those who die in detention.

e The Home Office lists ‘natural causes’ or ‘medical issue’ as the cause of death
for most deaths. This includes the deaths of medically dependent people
whose asylum claims had recently been rejected and all support withdrawn,
and a man experiencing a heart attack while in detention who was given no
language interpreter and only paracetamol.

e In contrast to other parts of the UK, there is no mandatory public investigation
into the deaths of people who die in migration detention nor into the deaths of
those who die in migrant accommodation in Scotland.

Deaths

How many people have died?

Table 7 Deaths of people in migrant detention and asylum accommodation

Year Migrant Asylum
Detention Accommodation

2016 unknown 1
2017 1 unknown
2018 0 unknown
2019 0 unknown
2020 0 7
2021 1 2
2022 0 4
2023 0 3
2024 Not yet avail 3
Total 2 20

Source for all tables: Detention Data - Home Office; Accommodation - FOIs see appendix

The way the data are reported makes it difficult to isolate figures for Scotland in all
cases. The table presents what was possible to link to Scottish locations of deaths.

The Home Office reports statistics on deaths in migration detention. Deaths of people
in accommodation provided to asylum seekers is not routinely reported, but has been
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made available thanks to FOIs by journalists and third sector organisations. In addition
to migration detention and accommodation, academic Mary Bosworth has drawn
attention to an entirely privatised system of migrant escorting, where people are held
in diverse spaces from 24 hours to a month or more. Systematic information about
deaths of migrants in this system is not published.?®

Migration is not a devolved area and therefore Scotland has limited powers in terms of
overall policy on borders, but does shape conditions of migrants’ existence and hold
responsibility for those in this group in a number of ways. Local authorities in Scotland
may be responsible for securing housing of those in the asylum process as well as for
those who have become homeless, and it is within the power of COPFS to determine
whether there will be a fatal accident inquiry into any deaths of people who are
migrants (discussed further below). The Scottish Government had previously
committed to provide free bus travel for people in the asylum system, one of the ways
it might have addressed isolation and destitution, but then scrapped this plan before
promising to restore it in 2026.%’

Deaths in Dungavel, the only UK Immigration Removal Centre located in Scotland
occurred in 2021 and 2017. At least 20 people died in accommodation provided by the
state while in the asylum system between 2016 and the autumn of 2023; this is likely
to be anundercount. Deaths appeared to peakin 2020, the year that many people were
moved to hotels during Covid-19 pandemic restrictions, at the same time they lost
travel cards and had weekly allocation of money severely reduced.

What do we know about those who died?

Age, gender and ethnicity
The deaths of those in detention in Scotland were both men, mirroring the gender
predominance in deaths across UK migrant detention. The gender of those dying in
asylum accommodation between 2016-2024 is more evenly spread, comprising 9
females and 11 males. Table 8 shows the range of ages of those who died, with four
infants dying since 2016.

Table 8 Age of those dying in detention or accommodation, 2016-2024

Age group Number
Less than one year 4
24-35 7
39-46 5
52-56 4

Zhttps://www.law.ox.ac.uk/border-criminologies/immigration-detainee-escorting; and see, Mary
Bosworth (2024) Supply Chain Justice and the Logistics of British Border Control. Oxford: Princeton
University Press.

27BBC (2024) Scotland scraps free bus travel for asylum seekers (20 August 2024). The Government has
since said it will try and restore this plan in 2026.
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As might be expected for a group fleeing insecurity around the world, detained and
accommodated people who died were ethnically and nationally diverse (Table 9). The
largest group are those who came from various countries in Africa (12), followed by
those from Asia (5), the Middle East (4) and Europe (1).

Table 9 Nationalities of migrants dying in Scotland, 2016-2024
Nationality Number
Algeria
China

Cote D'lvoire
Ghana

Iran
Namibia
Nigeria
Pakistan
Romania
SriLanka
Sudan

Syria
Uganda
Zimbabwe

WIRr|INR[R|R[RINNINR[ R W[~

Cause of death

Migration detention

The two deaths in Dungavel migration detention, one in 2017 and anotherin 2021, were
listed as from ‘natural causes’.?® The first of these, a Chinese man in his 50s, died of a
heart attack after pleading for medical help. He was not provided a translator, though
his language was incorrectly recorded in any case, and was given only paracetamol by
a nurse to manage his critical health condition, which proved fatal. The discretionary
inquiry into this death made numerous findings, covered in last year’s report, including
that his death may have been preventable had he received appropriate support and
health care.?

Little is known about the second man to die in recent years, except that he was
Romanian and aged between 30 and 49 years and died in 2021. Given the criticisms
made of the other death in Dungavel, that his demise is described as from natural
causes does not provide reassurance that this death raises no concerns. In the year
that he died, an unannounced inspection included a survey of detainees where 40%
said they did not feel safe, with interviews expanding on this noting this arose in an

28 \We provide a note in the appendix explaining our decision not to use the terminology of ‘natural
causes’ (in relation to prison deaths). We put it in quotes to indicate this term being used in official
documents.

22 SCCIR (2024) Nothing to See Here? Deaths in Custody and FAIs in Scotland —2023.
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environment where people might be held indefinitely which exacerbated tension,
anger and hopelessness.*

Asylum accommodation

Deaths of people seeking asylum and accommodated in Scotland were from diverse
causes, though these are not known in all cases. Fourteen of the deaths have a cause
listed either explicitly as natural causes or a condition which would be classed as this
including cancer, heart attack and kidney failure. At least one death was from alcohol,
another was from Covid. The Home Office also describes some deaths in a way that
provides no information, but closes off scrutiny in language such as this: ‘service user
has sadly passed away’ or ‘Death of a Service User (explained) Service user passed
away in hospital..

The Asylum Seeker Memorial Project,®' supported by Liberty Investigates has provided
more information about some of those who died, with an aim of restoring their
humanity and honouring their memories, though they were unable to identify the
names of many people. The information also adds context which shows how those
who die of ‘natural causes’ were experiencing hardship and in some cases medical
emergencies after having lost state support. Some examples from the Asylum Seeker
Memorial of those who died in Scotland are provided below:

e A 34-year old woman from China dependent on dialysis was found dead in her
flat in 2023 two months after her asylum application was refused and all
support was withdrawn (she had waited seven years for a decision).

e A 52-year old man from Pakistan died in the street in late 2020 after suffering
an unspecified medical problem. He was receiving temporary support for
people who are destitute but whose asylum claims have been refused.

e The five-week-old child of a mother from China died in 2020 after the mother
was seen in the street in distress carrying her baby, who had been unwell. The
family had called NHS 111 for help; it is not clear if any was provided.

e A 30-year old man from Syria accommodated in a Glasgow hotel died in 2020.
He had felt suicidal or attempted suicide on three occasions but appointments
with a mental health professional had been repeatedly cancelled. He
reportedly had bought medication from localhomeless people. Police listed his
death as due to a drug overdose.

e A 39-year old man from Sri Lanka died from ‘unspecified natural causes’ after
his asylum claim had been rejected and his appeals exhausted. He was
receiving temporary support for destitute people.

30 https://sdv.org.uk/latest-news/latest-dungavel-inspection-report-provides-evidence-
timedatimelimit-immigration-detention ;
https://hmiprisons.justiceinspectorates.gov.uk/hmipris_reports/dungavel-immigration-removal-
centre/

31 http://asylumseekermemorial.co.uk/

34


https://sdv.org.uk/latest-news/latest-dungavel-inspection-report-provides-evidence-time4atimelimit-immigration-detention
https://sdv.org.uk/latest-news/latest-dungavel-inspection-report-provides-evidence-time4atimelimit-immigration-detention
https://hmiprisons.justiceinspectorates.gov.uk/hmipris_reports/dungavel-immigration-removal-centre/
https://hmiprisons.justiceinspectorates.gov.uk/hmipris_reports/dungavel-immigration-removal-centre/
http://asylumseekermemorial.co.uk/

Investigations

There is no mandatory public investigation of people who die in migrant detention in
Scotland, in contrast to England, nor of those being accommodated by the state (in
public or private housing) as asylum seekers or refugees. An FAl may be held on a
discretionary basis, but this is rare.

The Crown announced in 2025 that there would be an FAI for Badreddin Abdalla Adam
Bosh. Bosh was a 28-year old man from Uganda who was relocated to hotel
accommodation during the height of Covid in 2020. He was shot and killed by police
during a mental health crisis in which he stabbed a number of other residents and one
of the responding police officers. Several inquiries, related to Covid mainly, as well as
refugee organisations have produced evidence of the stark impact on people in the
asylum process after being moved, sometimes with only hours’ notice, to hotel
accommodation. Bosh was in the process of withdrawing his application and seeking
to return to Uganda; he had made 72 calls to a UK Government run migrant helpline
with no response.

A preliminary hearing has been held but it is unclear if the inquiry will consider the
broader issue of the mental health impact affecting people in Bosh’s situation, or be
narrowly focused as many FAls are, on the immediate moments surrounding his death.

In any case, this death in that it involved police contact is exceptional, and there
appears to be no inquiry planned for any of the other 20 deaths of people in the asylum
system or migration detention, including a man who drowned while being chased by
police (see Section I(A)). This lack of visibility of the circumstances of these deaths is
concerning, given the strong criticisms made in the one death so far investigated
recently through an FAI. Had any of the migrants and asylum seekers happen to have
died while in police cells or prison, an FAl would have been required. The designation
of what deaths require a public investigation therefore appears somewhat arbitrary.
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D. Young people and children in care

Key Findings

e Over four years, 72 children and young people died in care in Scotland. In the
past year, at least 16 have died.

e Data from different sources is incomplete and conflicting, and the body set up
to report on deaths say these inadequacies ‘prevent any meaningful analysis’.

e Mortality for children and young people in care is at least twice that of those not
in care.

e Suicide and drugs are a leading cause of death for young people in care and are
more common among care experienced people.

e It is concerning that disability was listed as a cause of death in one case; in
another, medical equipment infection was given as the cause of death.

e Recent initiatives mean all deaths of children and young people will be
reviewed. However, there is no specific information provided about, nor distinct
process for, reviews into deaths specifically of children and young people in
care, despite their heightened mortality risk.

e Lack of family involvement in reviews of deaths was reported in a significant
proportion of cases, as well as a lack of family understanding of the review
process and of their rights.

Deaths

As noted last year, children and young people in Scotland have one of the highest
mortality rates in Europe, and this is amplified for those who are in care. While there
has been a decrease in deaths since 2018/19 in the overall population of young people
aged 15-17 in Scotland,* this does not appear to be the trend for looked after young
people or those receiving continuing and after care, as discussed below.

Data on deaths of looked after children and young people is gathered from multiple
sources but not routinely published by any of them. There is a statutory requirement
for local authorities to notify the Care Inspectorate (Cl) of deaths of care experienced
children and young people. In addition, the Directorate of Children and Families (DCF)
holds data on this group. Our team submitted FOls to the Cl and DCF requesting
information about deaths occurring between 2022 and 2024; a prior FOI to the DCF by
an investigative journalist provided information about deaths occurring between 2021
and mid-2024.*® In addition, the National Hub for Reviewing and Learning from the

32 National Hub for Reviewing and Learning from the Deaths of Children and Young People Data
overview report March 2024, p. 4.

33 Karin Goodwin, https://theferret.scot/suicide-self-harm-cause-death-young-people-care/
(September 2024).
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Deaths of Children and Young People, produced its first report providing data and
analysis up to 2022-23 (publishing this in March 2024), including specific coverage of
children and young people in care (including after care or through care which can be
provided to young people up to age 26).%* (See also appendix.)

How many died?

Children and young people in care

Table 10 below presents the data received from different sources, showing substantial
variation inthe number reported by different agencies. Itincludes looked after children
and those in continuing or after care; we use the broad term ‘in care’ to cover all these
services.

It is of significant concern that none of the data sources match each other. Some
discrepancy might be due to different reporting periods (the National Hub uses a
financialyear, so in the table above ‘2020’ means 2020-21 for this data source, and the
others reported calendar year data). However, this cannot explain most of the
discrepancy observed. One might speculate that local authorities report deaths at
different speeds, so that the timing of the different FOIs and published reports mean
that numbers will never perfectly align but the gaps shown in the table still seem too
large to be explained entirely by this.

Table 10 Deaths of children and young people in care

Year DCF | DCF 2024 Care National
2021 & 2025 | Inspectorate Hub 2024

2015 4

2016 11

2017 15

2018 14

2019 21

2020 24 22

2021 *14 8 21

2022 9 17 22

2023 19 26

2024 7 16

*Jan-Sep 2021. See appendix for data sources

We compared data provided by the FOI responses from the Care Inspectorate and
Department of Children and Families, and it was possible from the variables included
to match records and identify unique and duplicate entries. The results of this were
that: 23 records overlapped between the two sources; 16 records appeared only inthe
DCF data (which covered the period 2021-24); and 33 records appeared only in the ClI
data (which covered the years 2022-24). We then compiled a table of unique records
of death among children and young people who were looked after, in aftercare or

34 National Hub for Reviewing and Learning from the Deaths of Children and Young People Data
overview report March 2024
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continuing care (Table 11 below). Data for the year 2021 was reported in two sources,
the September 2024 FOI to DCF and the National Hub (March 2024) report. These
records could not be reconciled; we use the figure of eight (from the DCF data), where
more information is provided about those who died, but acknowledge this is likely to
be an undercount. It is concerning that both DCF and Cl data sources had
undercounts. (The National Hub analyses data on a financial year basis, and with a
year’s distance from the reporting year; hence the figure of 22, refers to deaths
occurring in financial year 2022-23.)

Table 11 Total deaths of looked after children and young people 2021 to 2024
following data reconciliation

Unique death National Hub
Year reportsin (for
CI/DCF comparison)
2021 8 21
2022 19 22
2023 29 -
2024 16 -
Four-year total 72

Source: compiled from Care Inspectorate, DCF and National Hub data (see appendix)

The National Hub 2024 Report calculated the overall mortality rate for all children
and young people in Scotland (aged 0-17) as 27.3 deaths per 100,000 children
(based on 280 total deaths in 2022-23).%° For children and young people in care, the
mortality rate appears to be much higher. In a similar one-year period (calendar 2023),
the DCF/CI data recorded 16 children and young people (aged 0-17) in care who died,
and a further 13 young people aged 18-24 who died. They also reported that there were
12,596 looked after children, 696 young people in continuing care, and a further 4,108
receiving after care services as of July 2022.3¢ This produces the mortality rates shown
in the table below (Table 12). It shows that looked after children and young people
have a mortality rate that is at least twice the rate recorded for all children in
Scotland.

The higher mortality rate for care experienced children and young people is consistent
with earlier research (that looked at health and mortality among this group in the period
2009-2016).*

3% National Hub Report 2024, p. 3.

3¢ National Hub report 2024, p. 10.

37 Allik M, Brown D, Taylor Browne Lika C, et al. (2021) Cohort profile: The ‘Children’s Health in Care in
Scotland’ (CHICS) study—a longitudinal dataset to compare health outcomes for care experienced
children and general population children, BMJ Open 2021;11:e054664.
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Table 12 Mortality rate of children and young people in care

Pop.in
Age group® Deaths care Rate
0-15incare 7 12596 55.6
16-24in care 22 4804 458.0
0-24incare 29 17400 166.7
0-17 notincare 27.3

Source: table constructed from data in National Hub Report (2024); DCI, Cl FOIl responses. See appendix for
further information.

Secure care

Two years after a Government commitment not to send 16- and 17-year olds to prison,
a 17-year old boy committed suicide in YOI Polmont. The Government commitment
was eventually implemented several months following this tragic death, in September
2024. Young people in this age group will now be sent to one of Scotland’s four secure
care units, and we include information about these here.

FOls were sent to all four secure residential units in Scotland with identical requests,
for data about:

e the number of deaths in occurring in the unit between 2020 and 2024
e the number of deaths occurring within 30 days of leaving the unit, and
e self-harmincidents recorded in the unit between 2020 and 2024.

Table 13 Deaths and self-harm incidents in secure care, 2020 to 2024

Good Kibble Rossie St Marys
Shepherd Centre Kenmure
Deaths 0 0 0 0
Deaths 30 days after Not held 0 0 | Notheld
leaving
Self-harm incidents Exemptlon Exemptlon Exemptlon 6
claimed claimed | claimed

Source: FOls, see appendix

The table above shows how requests for information were treated differently by each
secure residential unit. All but one unit claimed that information about self-harm
incidents was exempt under FOI laws. Exemption reasons given were that providing
the data could have adverse impact and cause distress to young people, and that this
is special category data and providing it would be in breach of GDPR and the Data
Protection Act. One respondent stated that self-harm data is not centrally held and so

38 The ‘looked after’ designation for children in care, ends on a person’s 16™ birthday. From a person’s
16™ birthday onwards they may be in continuing care (available to 16-21 year olds) or after care
(available to those with care experience up to age 26). See, https://www.gov.scot/policies/looked-after-
children/children-leaving-care/ [7 April 2025]. However, two of the 16 year old young people dying in
2023 were recorded as being in the ‘looked after’ category, one was listed as being in ‘after care’ when
they died. No information about care type was provided for the remaining three 16-year olds who died
in this year.
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exists only in personal case files, and therefore not disclosable under freedom of
information law.

Given the extensive evidence about the heightened risk of dying in the immediate
period when people leave institutions, we also asked about deaths among young
people within a month of leaving secure care. Two of the residences were able to report
this data; the other two said this data was not held.

All four secure care units reported no deaths had occurred in their facilities in the
past four years, and so the analysis that follows does not include any child or young
person in secure care.

What do we know about who died?
The following is based on the numbers presented in Table 11 above, referring to the 72

children and young people who died while in some form of care during 2021-24.

Cause of death

Cause of death information was available for half (36) of the 72 deaths recorded
between 2021-2024 inclusive.

Table 14 Causes of death of children and young people dying in care, 2021-2024

Cause Number
Suicide 11
Drugs 6
Underlying health condition or incident 16
Murder 1
Accident 2
Not provided 36
Total 72

Most deaths where a cause was given were connected to an underlying health
condition or incident. This ranged from sudden infant death to cancer. However, some
deaths in this group recorded conditions which are not in themselves fatal, such
as ‘diabetes’ or ‘complex disability’ being listed as the cause of death. The framing
of the National Hub Report (2024) that ‘half of the deaths of looked after children were
due to medicalillnesses or life shortening conditions’*® does not distinguish situations
of death and may be interpreted, by grouping these together and separately from
deaths due to suicide and drugs or accidents, as establishing a category for deaths
which are more or less inevitable or natural. For example, one of the deaths in this
period lists a cause of death as, ‘infection in feeding tube’ which is neither an illness
nor a life shortening condition, but a specific event which may raise questions about
the quality and extent of health care support this young person had. It is concerning
that conditions which are considered manageable with appropriate care are being
described, without further contextual information, as causes of death.

%% National Hub Report (2024), p. 11.
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Eighteen deaths of children and young people in care resulted from suicides, drug
overdose or murder. The youngest person to have suicide listed as a cause of death
was 11 years old, and the average age of death by suicide was 15.9 years. The average
age of young people dying from drugs overdoses was 18 years.

Age
Most of those who died between 2021-2024 were in older age groups (Table 15).

Table 15 Ages of children and young people dying in care, 2021-2024

Age group Deaths %
0-5years old 5 7%
6-10 years 3 4%
11-14 years 9 13%
15-17 years 19 26%
18-24 years 36 50%
All ages 72

Unlike deaths of children and young people in the population, where the vast majority
of deaths occur among babies and those under two years old, the majority of deaths
among the care experienced fall within older age brackets. More than three-quarters
(76%) of deaths occurred among those aged 15 and over.

Moreover, young people in the upper age range for receiving care are mainly dying from
suicide and drugs: 17 deaths of young people aged 15-25 (of 22 deaths where a cause
of death was provided) were the result of suicide (10), drugs (6) or murder (1).4°

Gender

No gender breakdowns are provided in any of the data sources. The National Hub
Report notes that most deaths of young people on continuing care or aftercare
services were ‘drug-related or suspected suicide, with a significantly greater number
of deaths among young men than young women’.#' The report goes on to say, that
‘While it is vital we learn lessons from the deaths of this group of children and young
people, the limited data available at this time, particularly in relation to young people
leaving care, has prevented any meaningful analysis’.*?

Ethnicity

No ethnicity information is provided specifically for children and young people in care.
The National Hub Report 2024 notes that for the overall population of children and
young people who died in 2022-23, ethnicity information was available in 89% of
cases. Based on this, it stated, ‘Almost 78% of children and young people who died

4 There were 55 deaths recorded for this age range between 2021-2024, but cause of death was not
included for 33 of these.

41 National Hub Report, p. 11.

42 |bid.
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were of Scottish white or another white ethnicity. This was followed by smaller
numbers of children from minority ethnic groups (11%). A further 11% were recorded
as not known’.43

Deprivation

Mortality rates among children and young people is strongly associated with level of
deprivation.** No specific information about this was provided specifically for children
and young people in care, but it is well established that children and young people
coming from the most deprived backgrounds are more likely to be placed in care.

Investigations

The National Hub for Reviewing and Learning from the Deaths of Children and Young
People (National Hub) was set up in 2021 to ensure a quality review of every child and
young person’s death in Scotland; improve the experience of families and carers after
a death; and use learning from reviews to prevent deaths. The National Hub
implementation report mentions Scotland’s Promise (a policy commitment to
improving wellbeing and outcomes of care experienced people, further detail below)
and the UN Convention on the Rights of the Child.*® Information about deaths of looked
after children and young people is included in the 2024 report, but there is no specific
analysis of how these deaths are reviewed (a recommendation is made for a thematic
review of deaths among this group ‘at a time when more information becomes
available’, but does not specify whether quality and extent of reviews should be part of
this).4¢

The National Hub report (2024) states that ‘The death of every child and young person
in Scotland should be subject to review’.%” Many deaths would already have been
reviewed via pre-existing processes of review include Serious and Adverse Event
Reviews for health care settings, or reviews by local authorities. Following conclusion
of the review into a death, the National Hub has created a 23-page form to complete
(the basis of the Core Review Dataset, CRDS, from which it produced its first
analysis).*® One wonders about the paperwork burden of such a form, and hence the
accuracy and adequacy of how it is completed. Of 461 deaths occurring between
2021-2023, the form was completed for 185, or less than half of these (albeit
recognising there is a time lag given the time taken by investigations and reviews; see
Part Il FAI statistical analysis, for consideration of time issues in death inquiries).

CRDS forms are still a fairly recent requirement, but the 2024 report notes that in 79%
of the deaths reviewed (not specific to or disaggregating information about those in
care), reviewers found ‘no modifiable factors’, that s, things that might have been done

4% National Hub Report, p. 13.

44 National Hub Report, p. 9.

4 National Hub for Reviewing and Learning from the Deaths of Children and Young People: Overview
Report: Year 1 (Implementation year) 1 October 2021 to 30 September 2022.

46 National Hub Report (2024), p. 20.

47 National Hub Report (2024), p. 11.

48 Reviewing and Learning from the Deaths of Children and Young People Form [accessed 7 April 2025].

42



https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/02/National-Hub-End-of-Year-report-2022.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/02/National-Hub-End-of-Year-report-2022.pdf
https://archive.healthcareimprovementscotland.scot/www.healthcareimprovementscotland.org/our_work/governance_and_assurance/RLDC-blank-formcc49.pdf?docid=526614e1-84e3-40d4-95b8-946c9f943cc6&version=-1

to prevent a death. Given the report notes that it has been estimated that a quarter of
all child and young person deaths in Scotland are preventable, there is a slight
mismatch between reviews and prevention estimates.*°

Families and Rights

The National Hub (2024) Report notes reviews of death have an aim focused on
families: ‘While reviews enable services and the wider health and social care system
to learn and make improvements in care, they are also designed to give parents as
much information as possible about their child’s death. Knowing how and why their
child died can help parents and carers begin to make sense of what happened.”*® There
is no reference to family members besides parents (unless these are the carers) and
no specific statement about reviews in relation to children and young people in care
who die, who may have a wider set of relatives concerned for them and affected by
their death. A separate leaflet provides family information about child death reviews,
and the 2024 report notes that bereavement support was offered to nearly all families
(again there was no specific attention to those who died in care, or receiving care
services).”® Some concerns were raised, including the fact that ‘a significant
proportion [of families] were not’ involved in their child’s review, and, ‘Some
families were unaware of the child death review process and their right to
contribute to this’.>? Indeed, ‘almost a quarter of families were not aware that a
review would be taking place, and therefore did not have the opportunity to raise
questions about their child’s end of life and death’.%® Thirty percent of families were
not told what the results of the review were.>

Review processes by the NHS and local authorities are not public, and Fatal Accident
Inquiries (FAIs) are not legally required in deaths of children and young people in care.
Only deaths that are sudden, unexpected or unexplained, will trigger Procurator Fiscal
attention and consideration of whether a Fatal Accident Inquiry will be held. This
points to another reason why the deaths of looked after young people mentioned
above, from diabetes, disability or an infected tube, are concerning — as such deaths
which are likely to be categorised as from ‘natural causes’ or accidental — will either
not entail an FAI, or where they do, they may be dealt with in a more expedient manner
than deaths from causes such as suicide or murder.®®

‘Scotland’s Promise’ is a government initiative that has committed to ensure all
children and young people in care grow up ‘loved, safe and respected’.®® It has set a

4 National Hub Report (2024), p. 2.

5 National Hub Report (2024) p. 16.

51 Supporting parents, families and carers in Scotland with the child death review process, (June 2023),
[accessed 7 April 2025].

52 National Hub Report (2024), p. 20.

5% National Hub Report (2024), p. 16.

54 1bid.

55 E.g. Inspectorate of Prosecution, Follow-up Review of Fatal Accident Inquiries (2019) notes that
inquiries into deaths from natural causes are ‘routine’ and able to be dealt with more easily than other
deaths.

%6 https://thepromise.scot/
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goal to achieve this by 2030. As of 2025, the data in this report has pointed out that
deaths of children in care are not distinguished and separated for review and
investigation, that suicide is a leading cause of death of looked after young people, and
that little information is provided as to how many and who has died. There is a general
lack of transparency about death reviews of children and young people, a concern
echoing that of other settings.
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E. People with Learning Disabilities and Autistic People

Key Findings

e People with learning disabilities experience a 20-year mortality gap
compared to the wider Scottish population.

e At least 16 people with learning disabilities or autistic people have died
while inpatients over the past decade; 6 of these deaths occurred in recent
years.

e Almost no information is available about those who have died, including
their ages, genders and ethnicities, as well as about the circumstances of
causes of their death.

e This is especially concerning for a group where there is evidence of human
rights violations and lack of safeguards, and a sense of people falling off all
radar systems.

e There is no mandatory inquiry into the deaths of people with learning
disabilities and autistic people who are in hospital for non-medicalreasons.
It is not clear what review processes apply and whether every death is
looked at even internally. MWC investigations presented in a previous
chapter show a disproportionate number of cases that raised concerns
involved people with a learning disability.

People with learning disabilities have a 20-year mortality gap and a higher proportion
of avoidable deaths compared with the general population and are deeply
disempowered.®” In Scotland, numerous people with learning disabilities and autistic
people are living in hospitals. This is not due to a health care issue but because of an
inability or unwillingness to discharge them, amounting to a form of institutionalisation
that, for some, has lasted decades. While the numbers have been declining over the
long-term, the Scottish Human Rights Commission (SHRC) identified 229 people
housed in learning disability units in 2022.%8 Public Health Scotland (PHS) produced a

57 https://www.gla.ac.uk/news/headline_1096342_en.html; Ward LM, Cooper S, Sosenko F, et al
(2024)

Population-based cancer incidence and mortality rates and ratios among adults with intellectual
disabilities in Scotland: a retrospective cohort study with record linkage.

BMJ Open 2024;14:e084421. doi: 10.1136/bmjopen-2024-084421

%8 According to the SHRC, an inpatient census showed that in 2022, 150 people were in a learning
disability unit, and 79 people were in a forensic learning disability unit. It is not clear if there are also
people with learning disabilities or autistic people held in other kinds of hospital settings. SHRC (2025)
“Tick Tock...” A human rights assessment of progress from institutionalisation to independent living in
Scotland (January).
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report in 2022 in response to a parliamentarian’s question, providing extensive
information about deaths of people while hospitalised.®®

In January 2025, the Mental Welfare Commission released a report entitled Hospital Is
Not Home, noting in it that some people with learning disabilities and complex needs
have been in a hospital setting for more than 25 years.® It ‘also found that there may
be people who are in hospital for long periods of time and who are not on any lists
or register and are not subject to any legal safeguards.®’ That some people with
learning disabilities are not on any radar and have no monitoring of their rights and
wellbeing is of deep and urgent concern. The Scottish Human Rights Commission
(SHRC) published its own review of human rights for this group and progress in
transitioning from institutional settings to independent living.®? This review ‘found [in
Scotland] evidence of direct violations of Article 19 of the United Nations Convention
on the Rights of Persons with Disabilities, and also serious concerns about potential
violations of the European Convention on Human Rights obligations enshrined in the
Human Rights Act 1998, such as Article 5, the right to liberty, and Article 8, the right to
respect for private and family life’.®

The above establishes a context of great concern for a group of people with so little
power and voice, who die younger than others, are institutionalised sometimes for
decades in violation of their human rights, and where promised Scottish Government
action has not materialised.®* This section provides the latest information available
about the deaths of people with learning disabilities and autistic people who are
hospitalised on the basis of this status rather than for treatment.

Deaths

How many died?

The 2022 PHS report showed that 14 people had died between 2015 and 2022. There
has been no equally detailed report published since then, but PHS annually publishes
a Mental Health Inpatient Activity (MHIA) dataset, with a downloadable subset of data
specifically relating to people with learning disabilities.® The December 2024 MHIA
publication (and email clarifications from PHS analysts, see appendix) showed that six

% https://www.publichealthscotland.scot/media/13117/20220517_ld-autism-inpatient-deaths-
report_final.pdf

80 https://www.mwcscot.org.uk/sites/default/files/2025-01/HospitallsNotHome_January2025.pdf
8Thttps://news.sky.com/story/scotland-some-people-have-been-in-hospital-for-more-than-25-years-
report-finds-13298777

52 SHRC (2025) “Tick Tock...” A human rights assessment of progress from institutionalisation to
independent living in Scotland (January).

83 SHRC (20250 News Release on Tick Tock report.

84 ‘The Scottish Government had published an action plan called the Coming Home Implementation
Plan. It promised action by March 2024, but its targets were not met, and there is no follow-up plan.
SHRC (2025) Tik Tok... Report, p. 9.

8 Mental health inpatient activity publication 2018/19 to 2023/24.
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people with learning disability died between 2018-19 and 2023-24.¢ Combining the
two periods and sources shows approximately 16 people with learning disabilities who
died. PHS analysts noted that the 2022 report did not include people who had died
while on pass (temporarily absent from the institution by arrangement with staff), while
the MHIA dataset did; therefore the figure of 16 is approximate and could be higher.

Table 16 Deaths of people with learning disability who were inpatients

MHIA Data
(2024)

Year PHS 2022 Report

2015-16
2016-17
201718
2018-19
2019-20
2020-21
2021-22
2022-23
2023-24

Total 14 ~16
Source: Public Health Scotland (2022)%”

W|O|=|O|lW|ON

What do we know about who died?

We have no information provided about cause of death, age, gender, ethnicity or
deprivation nor length of stay of those who died since 2022. This is a concern.

One purported reason for this is the small numbers would make the information
potentially disclosive in violation of data protection. Many government bodies have
protocols about this, for example, where a population is smaller than 5, data is not
reported to protect privacy and identity. We query the blanket application of such
protocols, specifically in an area where concern has been raised about people falling
through cracks.

It is known that ‘people with a learning disability who lived in the most deprived areas
were 2.9 times more likely to experience an episode of inpatient care in the Learning
Disability specialty compared to those living in the least deprived areas.’®® Given this,
onhe might expect that deaths will reflect this inequality. This adds weight to argue
against a broad rule to bar providing more detailed information about a group who is
more likely to be deprived, and even less able to be seen and heard in policy. The PHS

% The MHIA publication notes protocols on handling small numbers that present breakdowns (e.g. by
year), although the PHS (2022) report did report numbers less than 5 in its analysis.

87 Mental health inpatient activity publication 2018/19 to 2023/24. Originally published table listed dates
of 1997/98 to 2023/24. This discrepancy with the 2022 PHS report was queried and corrected by PHS in
March 2025 (see Appendix).

88 Public Health Scotland, Learning disability inpatient activity, Financial years 1997/98 —2020/21
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2022 report did report breakdowns where there were fewer than five in given
categories, offering an explanation that the risk of disclosure was low against a public
interest in this matter that was high. It would be good to see such an accommodation
provided in ongoing data monitoring.

The bottom line is that a number of people with learning disabilities died in state care
in Scotland, and there is no public information about them - including who they were
and why they died.

Investigations

Adding to the lack of information about who dies, there is little information available
about investigations into deaths. The Mental Welfare Commission (MWC) may review
or investigate deaths of people with learning disability who have been institutionalised
butitis not clearifitisrequiredto do so or actuallydoes do soinall cases (for example,
where the person is detained on mental health grounds an investigation by the MWC
would be required but not necessarily if they were in a learning disabilities unit).
Reviews and investigations by the MWC are not public, and not all investigations are
conducted with the same degree of scrutiny. A full investigation is only instigated
‘when the case appears to show serious failings and has implications for services
across Scotland’ (MWC 2025, see also section on deaths in mental health detention).®®

In the section on deaths among people detained on mental health grounds we
provided a table of all the investigations published by the MWC. Many of the
investigations involved a person with learning disability or an autistic person (though it
did not in all cases involve a death, or a death while an inpatient). Below is the same
table, abridged to include only investigations involving people with learning disabilities
or autistic people. Over ten years (2014-2024), there were investigations into the
deaths of four such people; none of these would be counted in the data included above
in Table 16. Investigations addressed situations where people were imprisoned, in a
general hospital, in secure mental health care, or isolated at home before being taken
into hospital. Only one person, Ms ST, would appear in the data on inpatients with
learning disability. Investigations made significant criticisms of the quality of care

Table 17 Investigations into deaths and incidents involving people with learning
disabilities or autistic people

Case (Incidentor| Investigation | Involvinga Summary
referral publication death?
year year
MrAB [2019 2023 yes A person with learning disability died in an

orthopaedic ward following a fall from
which a fracture was sustained then
sepsis developed. He had recently been
removed from compulsory mental health
order and found to be under coercive

89 https://www.mwcscot.org.uk/visits-and-investigations [accessed 5 April 2025]
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control of another person. Multiple
recommendations.

Ms ST

2017

2019

no

A woman with learning disabilities had
hospital discharge delayed, partly due to
social work assessment highlighting that
being returned to her family home was too
risky. This was disputed by the family and
many critical findings were made by
MWC.

Ms MN

2012

2016

yes

A woman with multiple mental health
issues and on ‘autism spectrum’ made
four suicide attempts while in secure care
between June and November 2012. Her
detention on mental health grounds was
suspended in November and she was
moved to specialist health care unit where
she completed suicide. Poor
communication identified, including a
discharge note that did not arrive at GP’s
office until a month after she died.

MrJL

2012

2014

yes

A man weighing 4.5 stones and concerns
about competency to make decisions
about care. Noted to have ‘to have severe
difficulties with comprehension and
communication of both written and
spoken language’. After refusing care, he
experienced ‘deterioration over a four
week period resulting in his distressing
and chaotic death’. PF decided no need for
further investigation following death
report submitted to COPFS.

Mr S

2011

2014

no

Concern raised about a person with
learning disabilities sent to prison and the
lack of support to prevent offending

Mr EF

2011

2014

yes

Death of a person with learning disabilities
and concern about the quality of care he
received.

In conclusion, despite people with learning disabilities being one of the most
disenfranchised populations in society and with numerous concerns raised about
excessive institutionalisation, almost no public information is available about

their deaths while in the care of the state.
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F. Prison

Key Findings

e 64 people died in prison in 2024, a 60% increase over 2023, and the highest
number ever recorded in Scottish history.

e Evenwithout the sharp rise in deaths in the most recent year, Scotland already
had been classified in European statistics as having a ‘very high’ mortality rate,
higher than that in England and Wales.

e There were a record number of suicides in 2024, currently standing at 17 (with
some deaths where a cause remains undetermined). Suicides appear to be
increasing among those who have been in prison longer, and among older
people. This raises concern about a diminishing sense of hope among people
in prison.

e Homicide, while still relatively infrequent, has become more commonin recent
years.

e There were at least 10 drug deaths in 2024, a number likely to rise as more
causes of death are determined. Drug deaths are characterised by involving
multiple substances including in many cases medications typically prescribed
to prisoners (discussed also in Part lI(B)).

e Deaths from health conditions and incidents involved acute events that raised
questions about timeliness and access to health care as well as deaths from
causes considered manageable outside prisons.

e The Scottish Government recently published an analysis of deaths in prison
over the past decade. It found that the mortality rate for men in prison is lower
than for men outside prison. Initial impressions of this analysis are provided.

Deaths

A record number of 64 people died in Scottish prisons in 2024, a 60% increase in a
single year. It is difficult to convey how significant an increase this is. Ten years ago, a
total of 24 people died in Scottish prisons. At that time, the average daily population
was between 7,700 and 7,800 people, which produces a crude mortality rate of 308
deaths per 100,000. Today, the number of deaths in Scottish prisons has surged to
64 in 2024 in a prison population of around 8,100. This means that the mortality
rate now stands at 790 deaths per 100,000, more than double what it was in 2014.
This increase in numbers of people dying should be a cause of urgent action.

Though the overall number of deaths began to rise steadily before the pandemic, this
has accelerated through it to the current period. Why have so many more people died
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in 2024, and why have deaths been increasing over the last several years? We identify
below some troubling dimensions of this trend, such as that suicides in prison are
occurring later in a person’s incarceration, a potential marker of growing
hopelessness, and there were numerous deaths from acute health events or from
conditions which are normally manageable in the community. Deaths from drugs
are increasing faster than deaths from other causes: in the ten years from 2001-2010
there were a total of 13 deaths from drugs in prison; in the past eight years there
have been 64 drug deaths. Finally, while still relatively rare, homicide has become
much more common in recent years.

While pandemic restrictions are only a memory for most people, they have a sustained
legacy in Scottish prisons. Many if not most prisons still operate according to a
‘weekend regime’ 7 days a week, when people are locked in their cells in the late
afternoon until the following morning. Such restrictions have been associated with
intensifying isolation and deteriorating mental health.

Much news coverage and official messaging makes claims about ‘overcrowding’’® as a
source of pressure and decreasing safety in prisons. This claim is not substantiated by
the evidence of a marginalincrease (of about 5%) in the prison population over the past
10 years. Nor can the increase be attributed entirely to the ageing of the prison
population, another common point made to explain increasing mortality (discussed
further below).

This section reviews prison deaths in some detail. Presentation of data and analysis of
prison deaths is more extensive than for other sections, as this was the focus of the
original report in this series, and where more detailed information is available relative
to other settings. Three particular issues arose in the data from recent years and is
looked at closely, raising points of concern: the changing pattern of suicides in prison
towards people who have spent more time in detention; the multi-substance nature of
drug deaths as well as the fact that prescribing and administration issues seem to be
at play; and for deaths from health incidents and conditions, multiple issues arise,
including the proportion that are dying from acute incidents, the management of
chronic conditions involving comorbidities and the impact of the prison environment
on physical and mental health.

The data sources for this section are information about deaths published by the
Scottish Prison Service (SPS). See appendix for details.

7% This term, and its origins from the American context, make little sense in Scotland, and reflection is
merited by all actors who use it. In the first place, ‘crowding’ means when space is densely occupied,
packed and uncomfortable, suggesting that prison conditions that are merely crowded could be
acceptableifitis only when there is overcrowding that concern need be raised. Second, in the US, while
the term also often is over applied in a sloppy manner, ‘overcrowding’ has only led to court orders of
reduction when it has been at a level and creating conditions that simply are not present in Scottish
prisons, for example where inmates are housed in spaces like gyms and eating areas.
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How many died?

As noted, at the time of writing, 64 people were listed on the SPS website as having
died in prison between January-December 2024. In January 2025, a total of 58 deaths
from 2024 were listed on the SPS website, already a record, and our initial analysis
used this figure, which was reported on by media.”” However, in March 2025 we re-
checked the website, which by this time had several more 2024 deaths listed than in
January 2025. Using the Wayback Machine, we could see several deaths (most
occurring between May and October 2024) had been added since mid-January 2025.
This raised the total number of prison deaths in 2024 to 64, a record by some margin.
We note this unusual activity in official reporting given one aim of this monitoring report
is to assess transparency and accuracy of public information.

The figure below (Figure 3) shows moving 4-year averages of the prison death rate using

the data from the table. It documents a steady upward trend, that has become sharper
in recent years.

Figure 3 Prison mortality rate, 4-year moving average
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The table below presents annual information about the number and rate of deaths in
prison over several years. We use a crude mortality rate (of deaths per 100,000),
dividing the number of deaths by the average daily population (ADP) and then
multiplying the result by 100,000. Year to year differences may fluctuate greatly but the
trend is clear to see: prison is becoming more lethalin Scotland, and an increasing risk
of death that had been rising before the pandemic significantly worsened through it.

71 E.g., https://insidetime.org/newsround/record-death-total-in-scottish-prisons/ and
https://theedinburghreporter.co.uk/2025/01/prison-deaths-hits-a-milestone/
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Table 18 Deaths and Death Rate in Scottish Prisons 2010-2024

0,

Year Deaths ADP Rate fhange
2015-24

2010 16 7854 203.7

2011 23 8179 281.2

2012 21 8057 260.6

2013 24 7894 304.0

2014 24 7731 310.4

2015 24 7676 312.7

2016 28 7552 370.8

2017 29 7464 388.5

2018 32 7789 410.8

2019 37 8198 451.3

2020 34 7339 463.3

2021 53 7504 706.3

2022 44 7422 592.8

2023 40 7856 509.2

2024 64 8116 788.6 | t167%

Source: SPS

International comparisons

To put Scotland’s prison mortality rate into comparative context, we present data for
selected countries of the European Union, England and Wales, and Australia (Table
19). We selected EU countries for different reasons: some have been used as
aspirational comparators for Scotland (Finland); others are similar in size (Finland,
Moldova); or because, like Scotland, they are considered part of western Europe
(Portugal, Austria, Finland); finally, there are countries that have similar mortality rates
(Azerbaijan, Moldova).”? International data show that Scotland’s rate of prison
mortality is higher than almost all European countries, and also higher than that
of England and Wales or Australia.”®

72 See SPACE | (2023) report. Romania was selected as an example of variation in eastern Europe, with
a death rate lower than the European average. The European countries with higher rates of prison death
than Scotland but not included are: Greece, Latvia, Lithuania, North Macedonia, Poland and Ukraine.
7% Scotland is in the ‘very high’ category for its imprisonment and prison death rates according to the
Council of Europe SPACE | statistics, defined as having a level more than 25% higher than the European
median.
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Table 19 International comparisons of prison mortality

Country 2021 2022 | 2023 | 2024 Ma‘t:r'::r
Scotland 706.3 592.8 509.2 | 788.6 649
Azerbaijan 636 640 638
Moldova 642 378 510
Portugal 457 517 487
Austria 543 352 448
Hungary 365 420 393
European Average ‘ 330 417 374
England and Wales 469 368 368 390 375
Romania 261 473 367
Finland 216 378 297
Australia 167 181.3 174

Sources: SPS (calendar year), Ministry of Justice (calendar 2023, 2024), Space | Report 2022, 2023 (calendar year
reporting for previous year, i.e. 2022 report is 2021 data), Australian Institute of Criminology (2022-23 and 2023-24
data); see also Appendix.

International comparisons show Scotland is far from where it aspires to be, as a
leading progressive jurisdiction where the justice system effectively keeps people
safe, supports and rehabilitates them. European penal statistics place Scotland
into the top category for mortality (‘very high’), a group that includes Azerbaijan,
Armenia, Greece, North Macedonia, Poland and Ukraine, putting it alongside
countries with prison systems where torture and corruption have been documented.’*

What do we know about who died and why?

Age, cause and gender

There was one death of a trans woman in 2024; the remaining 63 deaths were men. The
tables below breakdown deaths by cause and age. Consistent with data over a longer
period, homicide, suicide and drug deaths generally involve younger people than those
dying of health conditions and incidents. The cause of death in eight cases remains
undetermined; the relatively young average age of people in this group suggest that
many of these are likely to be from suicide or drugs.

74 SPACE | (2023); https://iwpr.net/global-voices/inside-azerbaijans-prisons-anatomy-corruption;
https://globalvoices.org/2024/11/17/torture-abuse-and-degredation-are-rampant-in-azerbaijani-

prisons/
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Table 20 Age and causes of death in 2024

Number Average
of age Youngest | Oldest

deaths
Drugs 10 39.4 25 49
Health condition orincident 27 63.2 30 83
Homicide 1
Suicide, apparent suicide 17 38.8 17 52
Other / Accident 1
Undetermined, pending 8 41 26 64
All causes 64 49.3 17 83

To see how cause of death has changed over time, Figure 4 presents ten years of data
(2014 to 2023) where nearly complete information about cause of death is available.
Drugs have been accounting for a larger share of prison deaths since 2018, and
suicide, which has been falling from historic highs in the 1990s began to rise again
from 2016. Aside from a single year dip in suicide during the initial phase of the
pandemic, the trend for suicide is now one of increase and reached a record
number in 2024. Drugs were a negligible cause of death for most of the Scottish prison
system’s existence, even as this issue loomed as a problem in wider Scottish society
but became a significant cause of death in prisons from 2017, accelerating even more
from 2020. Deaths from health incidents and conditions are also an important driver
of increasing death in prison. We provide a focused analysis of each of these
categories of death below, highlighting important developments over recent years.

Figure 4 Prison deaths by cause, 2014 to 2023"°
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75 The category ‘other’ includes deaths from homicide as well as where a cause of death is yet to be
determined.
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Homicide in Scottish prison historically has been rare but has become much more
common over this decade. Two homicides were recorded in Scottish prisons
between 2004-2013, compared to seven homicides occurring between 2014-2024.
Other causes of death may be more numerous, but it is deeply concerning to see the
number of prison Kkillings increase in recent years. The homicide rate in prison is an
unequivocal indicator of poor levels safety, which is worsening in Scotland.

Legal Status

Most people who died in 2024 while on remand had been in prison for a month or
less (with the median time of 24 days shown in the table), consistent with evidence
showing the first month in prison is one of heightened risk. However, some had been
remanded for much longer, including one person who died by suicide who had been
imprisoned untried for over a year. The lengthening periods that untried people are
being imprisoned for raises questions about hope and wellbeing, a situation Covid
significantly worsened but which has been a long-term concern in Scotland. This and
other issues of prison suicide are discussed in more detail next, and in the case
analysis of FAls. For sentenced people, the median time in prison before dying was
slightly more than three years.

Table 21 Legal status of those dying in prison in 2024

Median
Number days in
prison
Remand 13 18
Sentenced 51 1,210
Total 64

Suicide in focus: shifting patterns of age, legal status and time to death

At the time of writing, 17 deaths in 2024 recorded causes of death consistent with
suicide; if verified, this would be a record number in Scottish prisons.”® They feature
three qualities that appear to be part of a concerning trend of self-inflicted death in
Scottish prisons. First, there appear to be more methods being used in suicide in
recent times. Of the self-inflicted deaths in 2024, five were by means other than
ligature. Method was not routinely reported in SPS published statistics for years before
2020 but our extensive reading of FAls suggests hanging almost exclusively
predominated from 2005 until recently. Use of more methods of death could suggest
that people experiencing distress are turning to any means available, an issue worthy
of urgent investigation.

The second emergent feature is the increase in suicide among people further into
their time in imprisonment and among more sentenced people than seen in the
past. This also tends to go against the grain of prison suicide research showing suicide

76 See appendix for discussion of terminology.
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is much more common among those on remand than among the sentenced
population, and early in a sentence or period of detention. This balance is changing in
Scottish prisons. The third development is an older age profile of people committing
suicide. The table below compares these shifting characteristics in two 5-year
periods, the most recent one where nearly complete information is available (all
recorded prison suicides occurring 2019 to 2023 inclusive) and an earlier period (2005
to 2009).

Table 22 Comparison of prison suicide characteristics 2005-09 vs 2019-23

2005-09 2019-23
Average age 33.6 39.5
Average days to death 331 893
Median days to death 34 155
% of suicides - remand 53% 33%
Total suicides 40 53

One person who died by suicide in 2024 had been in prison well over 50 years despite
not being sentenced to a whole life order. Questions about sentence progression,
meaningful opportunities of rehabilitation and getting stuck in the system are raised in
such cases.

The suicide rate for remand and sentenced populations is shown below (Table 23,
calculated by dividing the number of deaths by the ADP for sentenced and remand
populations). This shows that suicide is still much more common among those on
remand, but that the rate of suicide has increased among those who are serving
sentences.”’

Table 23 Suicide rate (per 100,000) by legal status
2005-09 2020-24

Sentenced 64.1 100.4
Remand 280.8 202.4

Drug deaths in focus

Deaths involving drugs have been growing markedly, reaching a similar level in some
years as suicide. Addiction and mental health services available in prisons is known to
be inadequate for the demand for such support services.

Drug deaths in 2024 were characterised by involving multiple substances. This was
the case for nearly all of the deaths so far classified as drug-related. Substances
commonly prescribed in prison, such as methadone, buprenorphine and
pregabalin were involved in most drug deaths. Bromazolam, a novel benzodiazepam
appearing to hit street markets from about 2016, was mentioned in multiple deaths in

77 Rate is calculated by dividing the number of suicides by the remand or sentenced population (ADPs
of the selected years) and multiplying this figure by 100,000.
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2024 (one as the sole substance causing death). Across 2019-2023 we counted this
substance involved in only four deaths.

Details about the substances involved do not convey the full nature of drug-related
deaths, and in the case studies presented in Part Il, there are a number of issues which
challenge dominant narratives about illicit drug use in prisons. These FAls raise
questions about how withdrawal is managed, of people being forced to self-medicate
when repeated requests for help or doctors' appointments are not answered, or due to
extended periods of pain. There are also issues in FAIs that show prescribing and
medication administration practices can play a role in drug deaths.

The prison system has largely responded to a drug crisis in prison with measures
targeting supply, meaning actions taken to control and punish the flow of drugs into
prison. Demand-led responses, meaning those that address the conditions which
drive people’s use of substances are less visible in the FAIs we reviewed (see Part Il),
and it is clear that mental health issues, and the lack of available support to address
these, are a pervasive problem in Scottish prisons, and also a key factor in substance
use.

Health conditions and incidents in focus

All of the 27 people dying from health conditions and incidents (HCI) were men, and
the most common health condition causing death was cancer, but lung and heart
issues also featured regularly. Table 24 shows this as well as presents the ages for
conditions listed as the first cause of death. The average age of those dying is higher
than for those dying from suicide or drugs, as noted, but there were a number of
younger people in this category. The specific causes of death included acute events
like haemorrhages (extensive bleeding) or circumstances that normally can be
avoided or managed with good health care (such as ketoacidosis, the build up of
acid in the blood as a complication of diabetes). Such factors render the ‘natural
causes’ label often applied to these deaths problematic, and we decline to use it (see
appendix for discussion of this). The information provided by fatal accident inquiries
further undermines the characterisation of so-called natural cause deaths, and is
presented in Part lI(B).

Some causes of death can be influenced by the environment and conditions of prison.
The person dying from Covid had been in prison for over a decade, meaning he
acquired itin the prison. The number of people dying from lung conditions, mostly who
had been in prison for at least several years to over a decade, raise questions about air
quality and circulation, and access to fresh air as well as medical care, of those in
prison. Several of those dying from HCls had multiple causes of death listed making
clear the significant comorbidities of many older people in prison. These issues are
also explored in Part [I(B).
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Table 24 Breakdown of deaths from health conditions and incidents, 2024

Condition AnY First listed Ages
mention cause

Cancer 11 7 34,56,62,71,72,72,73
Heart disease/cardiac event 9 5 59,73,74,74, 80
Pneumonia, lung, respir. 7 5 55, 66, 67,73,75
Haemorrhage 2 2 32,69
Ketoacidosis 2 2 48, 65
Kidney 2 2 44,62
COPD 4 1 79
Covid 2 1 51
Haematoma 1 1 83
Seizure 1 1 30

Which prisons did they die in?

Deaths are not evenly spread across the prisons of Scotland, and some have
disproportionately more fatalities than others. This might be, at least in part, a function
of the age profile of different prisons, with some prisons holding mainly older people,
like HMP Dumfries. However, age does not appear to be the main explanatory factor,
given the data in Table 26. Addiewell prison has one of the younger average ages at
death (45 years) of prison populations, but saw among the greatest increases in
numbers dying, reaching a death rate far higher than that of the prison with the highest
average age (HMP Dumfries, 74 years).

Comparing two five-year periods again shows that deaths have increased in almost all
prisons, but some have seen greater increases. Some caution is needed in reading the
tables since prisons that have had small numbers of deaths can show sharp increases
(or decreases) based on small changes, so percentages should be treated accordingly
(and the opening of HMPs Grampian in 2014 and Low Moss in 2012 means comparison
of the two periods is not possible). And some prisons saw relatively little change in the
number of deaths occurring in the two periods. The following establishments stand
out for the number and increase in deaths in recent years: Addiewell, Edinburgh,
Glenochil, Inverness, Kilmarnock, Perth and Shotts.
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Table 25 Number of deaths by prison

2010-14 | 2020-24 | % diff
Addiewell 5 29 580%
Barlinnie 23 30 30%
Cornton Vale 3 -33%
Dumfries 2 5 250%
Edinburgh 16 39 244%
Glenochil 13 21 62%
Grampian* 1 10
Greenock 5 5 0%
Inverness 2 4 200%
Kilmarnock 4 16 400%
Low Moss* 3 25
Open Estate 5 3 -40%
Perth 11 22 100%
Polmont 4 4 0%
Shotts 7 20 286%

*These prisons opened between 2012 and 2014.

Table 26 Mortality rates by prison’®

Avg age at
Prison 2010-14 | 2020-24 deathin
2020-24
Addiewell 137.5 734.4 44.9
Barlinnie 343.3 429.0 51.7
Cornton Vale* 208.7 38
Dumfries 209.6 445.9 73.8
Edinburgh 358.7 776.9 55.7
Glenochil 387.2 655.8 55.4
Grampian 419.3 52.1
Greenock 399.7 494.4 41.8
Inverness 302.2 602.2 49.5
Kilmarnock 144.1 512.3 42.6
Low Moss 579.5 47.6
Open Estate 402.4 419.9 49.6
Perth 333.8 662.9 45.8
Polmont 123.2 187.0 19M/53F
Shotts 260.3 769.0 42.5
ALL PRISONS 263.0 578.4 491

*Cornton Vale was depopulated in the more recent period so calculating the death rate for 2020-24 would

show a huge increase, even though there were fewer deaths in this period than in 2010-14.

78 Crude mortality rate calculated as number of deaths divided by ADP at the establishment multiplied

by 100,000.
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Scottish Government analysis of prison deaths 2012-2023

In March 2025, the Scottish Government published its own analysis of deaths in prison
between 2012 and 2023.7° It was able to link mortality data for individuals held by the
National Records of Scotland, with deaths data from the Scottish Prison Service. We
have not had the time to analyse its contents fully, but welcome the sustained
attention to this issue by Government, and make a few provisional points here.

The Government analysis, like this report, identifies an increasing number and rising
trend inthe rate of deaths in prison. It calculates the rate in two ways, a crude mortality
rate (CMR) as is used in this report (dividing total deaths by population) and a
standardised mortality rate (SMR), which calculates the rate with more precise
matching of populations on particular variables such as age and gender.

Onthe basis of its SMR calculations, some stunning findings are made. Primary among
these is that men in prison have a lower overall mortality rate than men in Scotland of
the same age outside prison. Calculations are based on very small numbers (because
of having to separate the total number deaths into multiple age bands) though it
appears confidence intervals establish statistical significance in the majority of years.
SMRs also show that suicide mortality was higher in prison in more recent years for
men, consistent with the data presented here, and offering potentially additional
evidence of the rising levels of isolation and hopelessness among those in prison
especially during and since Covid-19 was at its peak.

In contrasting the Government analysis and the one presented here, we note the
following points.

First, while SMRs are more precise, crude mortality rates (CMR) offer an efficient
means of looking at mortality changes across time and space. Itis a standard method
of calculating mortality rate (for example as is done by the Council of Europe in its
official publication on inmate characteristics across Europe, and by the World Health
Organization). A CMR is preferred to an SMR by many bodies partly on practical
grounds — data linkage projects as in the Government publication require significant
time and energy to put together. As the familiar international approach to mortality, it
also provides some basis of comparison. Table 18 above, uses CMRs to document
substantial change in the death rate in prisons, increasing to a record level in 2024.
Table 19, showing international comparisons, also uses CMRs, allowing one to see
how the mortality rate differs across prison systems of different countries. The
fundamental finding from both of these tables is that Scotland has one of the highest
rates of prison death in Europe, and this rate has been going up.

The Government analysis showing mortality rates for men in prison in Scotland are
lower in some years than for men outside prison is not without precedent. One
explanation advanced elsewhere, as in a study finding Black men in US prisons had

78 https://www.gov.scot/publications/deaths-in-prison-custody-2012-13-t0-2022-23/
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lower mortality than Black men outside prison, is the documented level of structural
risk (housing, education, employment, health and other system exclusion due to
racism) Black men in American society are exposed to, and which substantially
reduces their expected lifespan (compared to white men).® Imprisonment, arguably,
is a form of housing with regular supply of food and health care, and may stave off
these effects of structural violence temporarily. Deprivation may be an analogous
force in play in the Scottish context. However, against the idea that prison therefore is
a ‘protective’ factor, are a large number of studies, not least a comprehensive data
linkage analysis conducted in Scotland, showing that prison experience reduces life
expectancy; that is, regardless of whether people die in prison, having been to prison
at all is strongly associated with increased all-cause mortality.?’

In any case, we wonder about the value and uses of comparing mortality risk between
those in prison and those outside prison in Scotland. In a country that has one of the
highest rates of drug-related deaths in the world, to say that this cause of death is
slightly less frequent in prison does not feel like much of an achievement. Scotland
also is host to six of the ten localities with lowest male life expectancy in the UK.82 That
men in Scottish prisons, who disproportionately come from the most deprived parts of
Scotland, may have lower mortality rates while they are in prison, again, does not come
across as an endorsement either of the quality of prison or of social care in Scotland.
More to the point, that the first significant analysis of this topic in recent years by
Government seems, or might be used, to suggest that Scottish prisons are somehow
safer than being in the community, does not seem engaged with the concerns raised,
not only by this team, but by civic organisations and families about the safety and
wellbeing of imprisoned people.

There are some technical issues we hope to discuss with the analytical team who
prepared the Government analysis as well as semantic points. For example on the
latter, and as analysed in previous and the current report, some causes of death, such
as diabetes or cardiac arrest may obscure experiences of neglect and even abuse and
generally greater complexity than is allowed in death certificate listings (see Part Il,
where such examples are given). In addition, terms like ‘drug misuse’ as a cause of
death responsibilizes the person who died; however, we note (also in Part Il) that
information from FAIls many drug deaths are more complicated than an individual’s
choice to misuse drugs but in some cases involved actions of the state, including
prescription medication issues, health care failures and delays taking action such as
seeking medical assistance.

80 Evelyn Patterson (2010) Incarcerating death: Mortality in U.S. state correctional facilities, 1985-1998.
Demography 47, 587-607. https://doi.org/10.1353/dem.0.0123

81 Lesley Graham et al. (2015) Understanding extreme mortality among prisoners: a national cohort
study in Scotland using data linkage, European Journal of Public Health, Volume 25, Issue 5, October,
Pages 879-885, https://doi.org/10.1093/eurpub/cku252.

82 Glasgow also is the city with the lowest UK life expectancy for women. Life expectancy for local
areas of Great Britain: between 2001 to 2003 and 2021 to 2023
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Investigations

We do not offer a full discussion of investigations for prison deaths here since all of
these will be subject to an FAI, and prison deaths constitute the bulk of FAls analysed
in Part Il. Internal reviews are also conducted in prison deaths: all will be subject to a
Death in Prison Learning Audit and Review (DIPLAR) and some deaths will also be the
subject of a health led review (e.g. a Serious and Adverse Event Review, or SAER) where
there was a significant element of health system contact towards the end of life.

We would note, though, that DIPLARs are required to provide families an opportunity
to engage and ask questions. It is our informal experience that families are rarely
involved in DIPLARS and never receive a copy of it. They are not routinely told what, if
any, learning points there are. This in contrast to SAERs which seem to involve families
to a greater extent (even at least in making families aware it is occurring) and there have
been experiences reported to us of families receiving a copy or summary of the SAER.

The FAl completed into the deaths of Katie Allan and William Lindsay provides insight
into how FAls are currently reviewed within the SPS. The Sheriff wrote in the
determination that there is a multi-disciplinary National Suicide Prevention
Management Group but ‘FAls are usually only discussed at the NSPMG if there are
recommendations made - and they rarely are’.® In addition, the Sheriff noted,
testimony at the FAIl recorded that ‘The Health Team at SPS HQ reviews all DIPLARS
and FAls for lessons learned’.®* No information is made public about the result of such
reviews, or clarifying what lessons have been learned. Given the low rate at which FAls
identify any issues, as discussed in the next part, and the rising number of deaths in
prison, it does not appear that whatever lessons are identified, that these are making
any difference to preventing death.

83 Fatal Accident Inquiry Determination into the death of Katie Allan and William Lindsay (2025), p. 84.
According to a Government webpage, it appears the NSPLG has been replaced or its role subsumed
into the National Suicide Prevention Advisory Group .

841d., p. 85.
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PART Il FATAL ACCIDENT INQUIRIES

A. Time, Findings, Family Involvement and Other
Metrics of FAls

Key Findings

FAI determinations published in the last year took several years to complete;
the time FAls takes continues to be a problem.

Discretionary FAls make findings more commonly than mandatory FAls (of
which prison deaths are the predominant kind of inquiry), and were longer and
more likely to involve family.

Most of the waiting time in FAIs occurs prior to the preliminary hearing — when
officials are collating and sharing information but families are largely excluded.

Family involvement in FAls is low, and in prison deaths appears to have
decreased since legal reform.

The level of legal representation of state actors compared to families in FAls is
striking different. Families had lawyers in 27% of FAIs published in the most
recent year, while the detaining authority was represented in 100% of inquiries.
State actors also averaged 2.5 lawyers per inquiry; families averaged 0.33 (with
a much lower level of representation in prison-related inquiries).

Joint minutes constituted the sole evidence or nearly all the evidence in 80% of
FAls into prison deaths published in the last two years. This raises serious
questions about the transparency, adequacy and independence of the FAI
process because most of these minutes are compiled by the Crown and
detaining authority and without the input of families.

FAls are meant to perform a key role in fulfilling the Article 2 procedural right of
an effective and prompt investigation. Across 20 years of prison FAls, involving
275 deaths, only 5 FAIs mentioned rights of any kind, only one of these was
specific to Article 2.

This is the first of two chapters exploring the characteristics of FAls. It presents
statistics on FAls into deaths in custody published over the previous year (October
2023 - December 2024) and then compares this to trends over a longer period (2005-
2024). Prison deaths are the most numerous, and the longer-term analysis includes
only prison-related deaths. (See appendix for numbers of FAls by year of death and
year of publication for deaths in prison.)
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Number of FAIs published in previous year

There were 33 FAI determinations published between 1 Oct 2023 and 30 Dec 2024 (31
published in calendar 2024) involving a death in custody (Table 27). These mainly
involved deaths in prison.

Table 27 Number and type of FAIs published in the last year

Settin Number | Number of Mandatory or
g of FAls deaths discretionary
Prison 27 27 All mandatory
Police 4 5 2 r.nandgtory, 2
discretionary
Mental health 2 2 All discretionary
Total 33 34

The causes of death of those who had an FAI are listed in the table below, showing
deaths from suicide and drugs were the subject of around half. The FAIs into deaths
from a health condition or incident all involved a death of someone in prison custody.

Table 28 Number of FAIs by setting and cause of death — previous year

Main category of death A.ll Prison | Police MH
settings

Suicide 8 6 2

Drugs 8 5 3

Health condition/incident 16 16

Other 1 1

Total 33 27 4 2

Time taken to complete FAIs

In every previous report we have identified long times to complete an FAI. Those
published in the most recent year are no different in this regard: the average time taken
across alltypes of deaths and settings of these FAlIs was around three and a half years.
As this report was being prepared, a Coroner’s inquest was completed involving the
deaths of a Scottish family on an English motorway, who died when another car drove
into them.®® They died in October 2024, and the inquest took evidence and completed
its work, reporting in late March 2025, a period of around five months. That a complex
investigation involving multiple deaths was completed eight times faster than the
average FAl in Scotland, underlines an unfortunate disparity.

85 https://www.bbc.co.uk/news/articles/cjanrg8rg1go
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Table 29 Time in days from death to publication by place of death, previous year

Setting Average | Median | Longest | Shortest
Prison 1076.9 1027 2077 548
Police 2252.2 2231 3603 944
Mental health 2006 2274 1738
All above 1275.7 1074 3603 548

Prison FAls were completed more quickly than the FAls involving police and mental
health deaths, but still on average took nearly three years, with the longest inquiry
taking almost six years. The police FAls featured two extremely long inquiries, one
taking nearly ten years, the other nearly nine years. One of these very long inquiries
involved a criminal investigation which took priority and delayed the FAI, but the other
involved delays that remained unexplained and the subject of strong criticism from the
Sheriff (see Section I(A)). Inquiries for people dying in mental health contexts took
between five and six years, lengthy stretches when families would have no closure,
evidence may be lost or the memory of key witnesses may fade (see Section I(B) for
details of these FAls).

Looking across a longer period of years (where we have records only for FAIs into prison
deaths), it is possible to compare the time taken by FAIls before legislative reform in
2016 (which became effective in 2017).8% We discuss this legislation in prior reports,
noting one impetus for reform was recognition of the long times that inquiries take.?®’
Table 30 shows that the time to complete an FAl has actually increased since
legislative change.

Table 30 Time in days to complete FAls for prison deaths, before and after legal
reform

Period FAls Average | Median | Longest | Shortest
Pre-reform 2005-16 88 608.4 464 3371 126
Post-reform 2017-24 187 861.9 833 2077 172
All years 2005-2024 275 780.8 727 3371 126

The longest FAI (taking 3371 days or over 9 years) pre-reform involved a homicide,
which would have taken a considerable period as FAls have to wait until criminal
proceedings are completed before they can begin.

88 |nquiries into Fatal Accidents and Sudden Deaths etc. (Scotland) Act 2016.

87 See, e.g. SCCIJR (2024) Nothing to See Here? Deaths in Custody and FAls in Scotland — 2023.
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Time taken by cause of death

The table below shows how the time FAls take (in days) varies by cause of death and
also by the setting in which the death occurred.

Table 31 Median time taken in FAls by setting and cause of death, previous year

Total Days to completion
Cause of death FAls | Prison | Police | MH
Suicide 8 1306 2006
Drugs 8 1444 1209
Health condition or incident 16 862
Road accident 1 3250
Total FAls 33 27 4 2

FAls into police and mental health detention deaths took longer for comparable
causes of death occurring in prisons. Drug deaths took over a year longer to resolve
when they occurred in police custody compared to prison, and suicides took nearly
two years longer to resolve when in mental health detention compared to prison. The
numbers are small, and discretionary FAls (which are held where an early assessment
by the PF has identified a concern of public interest) generally take longer than
mandatory ones. The lengthy times for FAls into all settings continues to be a problem
that exerts a huge burden on families, but the data even if only suggestive raises an
issue worth exploring: why are prison death investigations concluded relatively faster
than deaths in other contexts, especially when they are mandated, meaning they are
by default assumed to concern the public interest?

Longer term comparison of the time FAls take by cause of death is shown for prison
deaths in the table below. Deaths designated by authorities as ‘natural causes’ (which
we label as ‘health condition and incidents’ or ‘HCI’ throughout this report, see
appendix for discussion of our decisions around choice of categorisations and
language) are completed most quickly, both before and after legislative change. For
FAls involving drugs and suicide, the median time taken increased by about a year,
following reform. The time of inquiries for HCI deaths increased by less than a year,
though the percentage increase in time for all three categories is not markedly
dissimilar. Reform is associated with a general increase of around a year in the time
FAls take.

Table 32 Median time of FAls in prison deaths, pre- and post-reform

Days to completion
N All Suicide | Drugs HCI
causes
Allyears 2005-2024 275 727 811 887 600
Pre-reform 2005-2016 88 464 535 682 400
Post-reform 2017-2024 187 833 893 1080 673
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Preliminary Hearings

Preliminary hearings mark the first point at which an FAI becomes open to the public.
A‘first notice’ isissued announcing the date of the preliminary hearing and at this point
the Procurator Fiscal will have identified issues it wishes to explore in the FAIL. Families
(and the public) therefore will have limited or no access to the concerns the Crown
feels there may be about a death nor to witness statements and other kinds of
evidence (with some exceptions) until or just before the preliminary hearing. At the
time of writing, families who are eligible for legal aid on a means tested basis, would
not be able to apply for full legal aid support until the first notice.®® Given the
importance of the preliminary hearing — to setting out the issues to be explored,
learning what witnesses will be called and what evidence will be submitted — as well
asthe lack ofinformation about these things until this point, we sought to examine how
long it takes in the FAIl process for a preliminary hearing to happen.

Preliminary hearing dates were provided in 113 prison FAls (mainly those published
post-reform, when templates on FAl determinations encouraged greater
standardisation, from 2018 through 2024). This showed that 80% of the time that FAls
take is accounted for by the period prior to the preliminary hearing.

Table 33 Time to preliminary hearing in prison FAls

Number | Avg daysto | % total Avg days PH % total
of FAls PH time to Publication time

113 701.2 80% 188.6 20%

Nearly two years passed on average before there was a preliminary hearing in these
113 FAls. It is not clear why so much time is taken before there is a preliminary hearing.
Internal reviews and investigations are completed much faster than this. A medical
certificate of cause of death is normally issued within eight days, and a police
investigation and report is completed often within a month or two. The DIPLAR (prison
review of death) takes place within 12 weeks, and a SAER (serious adverse event
review, an internal NHS process, see appendix) is generally completed in a few
months.

The time between the preliminary hearing and a final determination from the FAl being
published on average was about six months. More than a quarter of FAIs in the table
above published the determination within 60 days of the preliminary hearing. This
compressed period of time between the preliminary hearing and the final
determination shows how little time families may have to access and review
information and to agree key documents like the joint minute of agreement (a crucial
document that is discussed further below and in Part lI(B)). It also reveals the extent to

88 Recent statements from government have shown a commitment to provide non-means tested legal
aid for families in FAIs involving a death in custody and itis not clear if this intention will change the point
at which legal aid may be provided, See SLAB web announcement (7 April 2025).
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which inquiries, meant to be public hearings, rely on activity happening behind the
scenes to which the public, including the family, has no access.

Findings made in FAls

An FAIl does not hold anyone accountable for a death, even where a death is ruled to
have been preventable and contributed to by the actions or inactions of particular
individual or organisational actors. Instead, a Sheriff may make ‘findings’ that identify
problems that may assist the aim of preventing future deaths. There are two kinds of
findings; the first is often referred to as ‘formal findings’ (though the law does not make
this distinction) and are made in all FAls. This comprises the time, date, place, cause
of death and whether the death was an accident. The other type of finding, which we
call ‘corrective findings’, allow, and in fact require a Sheriff to make where there is
evidence, to identify: ‘reasonable precautions’ that might have prevented a death; a
‘defect in system’ of working (such as policies or procedures) that contributed to a
death; ‘other facts’ relevant to establishing the circumstances of a death. Onthe basis
of these, the Sheriff can make recommendations aimed at correcting these issues
and preventing deaths.®

Table 34 shows the kinds of findings made in FAls respectively in prison, police and
mental health context deaths. The final column shows the number of FAIs where any
finding of precaution, defect or recommendation is made. Even though none of the
corrective findings triggers any enforcement or monitoring action, identifying defects
and precautions may prompt reflection and internal learning reviews (one hopes); and
the 2016 law requires any person or body to whom a recommendation is directed to
provide a written response to be published on the courts’ website.® ‘Other facts’ is
somewhat of an oddity in that they do not feed into any actions and even given the
inability of FAls to determine accountability, seem the least connected to critique or to
facilitate reflection or change. (It is curious that the finding least connected to
improvement is also the most common finding that is made in FAls, though still only in
a small minority of cases.) Hence, our focus in analysing findings is on precautions,
defects and recommendations.

8 Section 26(2) of the 2016 Act sets out these findings: as (a) when and where the death occurred, (b) if
it was an accident, (c) the cause of death, (e) precautions that, if reasonably taken, might realistically
have prevented a death, (f) defects in any system of working that contributed to the death and (g) any
other facts which are relevant to the circumstances of death. Recommendations are covered in Section
26(1)(b).

% Thereis no legal requirement to accept or act on a recommendation, and a body may respond to note
that the recommendation is rejected. Indeed, it seems that non-response to a recommendation also
attracts no consequence, as there were FAls (non-custodial ones) published in 2023 and 2024 where no
response had been posted to the courts’ website and it is not clear that anyone follows this up.
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Table 34 Findings made in FAls, previous year

1:0:(; : Precaution | Defect (::thetr Reco I‘:I;)F,{
Prison 27 1 1 3 3 3
Police 4 2 2 1 0 2
Mental health 2 2 1 2 1 2
All 33 6 5 6 4 8

PDR means precaution, defect or recommendation.

Table 35 shows a stark difference between different settings and the chance a
corrective finding will be made, ranging from both mental health related FAIs making
corrective findings and half of the police ones. In contrast, 85% of all prison FAls
attracted no corrective finding.

Table 35 Percentage of FAIs making findings, previous year

L‘:&l Any PDR
Prison 27 15%
Police 4 50%
Mental health 2 100%
All 33 24%

PDR means precaution, defect or recommendation.

The small numbers in some categories make comparison and generalisation difficult,
and there are reasons that make it more likely findings would be made in some FAls.
Both mental health FAIs were discretionary, meaning issues of concern had been
provisionally identified, and the two police related FAls that made no findings were
mandatory (of the two making findings, one was discretionary, one mandatory).
However, we raise the question again why findings in mandatory FAIs — the kind of
deaths where there is such a level of concern that they are required to take place in
every instance — are so comparatively rare.

In Part 1I(B) further detail about cases is analysed, and this deepens this question,
given that deaths from the same cause, such as suicide, often raise similarissues such
as communication problems, poor response to family concerns and dangerous
access to opportunities to complete suicide, regardless of setting but trigger findings
more often in one kind of setting than another.

From this point onwards, only findings in relation to prison FAls are discussed. The
table below breaks down precautions, defects and recommendations findings by
cause of death. Collectively, corrective findings were made in only 15% (4) of the 27
FAls completed in the last year, though they were made in one-third of suicide cases
and 40% of drug deaths.
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Table 36 Findings by cause of death in prison FAls, previous year

E:IZI :3:; Precaution | Defect | Reco
Suicide 6 1 0 0 1
Drugs 5 2 1 1 2
Health cond. or incident 16 0 0 0 0
All causes of death 27 3 1 1 3

PDR means precaution, defect or recommendation.

Strikingly, not a single FAIl published in the previous year made any finding in any of the
deaths related to health conditions and incidents — no precautions, no defects, no
other facts and no recommendations were made in any of 16 deaths. The analysis of
these cases in Part II(B) identifies numerous issues in this group of FAls that raise
questions about the uniformity in the way they seem to be treated as unproblematic
deaths and inquiries.

In one case of an FAI for someone who died from a health incident, a man in his 40s [JB
2022], the written determination was one of the shortest ever recorded in 20 years,
with no background about the person who died, no information about participants, and
no mention of what evidence was submitted or considered. The death involved
hypoglycaemic injury in a person with diabetes, a condition that is not inherently
terminal and an event that is normally manageable. Some further information about
the context in which this death occurred would have been expected before concluding,
as was the case here, that no findings at all would be made.

Over a longer period, it can be seen that corrective findings for any cause of death,
when it occurs in prison, are rare. Suicide and drug deaths were more likely to have
precautions, defects or recommendations identified, but still this occurred in only 16%
of deaths from suicide, and only 19% of those from drugs (Table 37).

Table 37 Findings by cause of death in prison FAls, since 2005

Total . Any No

FAls Precaution | Defect | Fact | Reco PDR PDR
Suicide 93 9 4 15 9 15 84%
Drugs 36 5 2 8 4 7 81%
HCI 142 6 4 6 4 9 94%
Other 4 1 1 1 1 1 75%
All causes of 275 21 11 31 | 18 32 88%
death

Other includes homicide and undetermined or unclassified CODs. HCI means ‘health condition or incident.

Comparing pre- and post-reform periods, the data shows that there has been a slight
overall increase in corrective findings being made (+1%, Table 38) that is not
statistically significant. An apparently significant area of change has been in FAls
related to drug deaths, though the numbers are small. Further discussion of this cause
death is in the next section of the report (Part 1(B)).
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Table 38 Findings by cause of death in prison FAls, pre- and post-reform

2005-16 20017-24
Cause of death Total FAls % PDR Total FAls % PDR
Suicide 34 15% 59 17%
Drugs 10 10% 26 23%
HCI 43 9% 99 5%
Other 1 0% 3 33%
All causes of death 88 11% 187 12%

Other includes homicide and undetermined or unclassified CODs

Family involvement

Family involvement in FAIs over the past year shows low levels of involvement in
prison-related deaths, and higher levels of involvement for other settings. Table 39
below shows numbers where a family member attended any part of the FAI (present),
had legal representation or gave evidence.

Table 39 Family involvement in FAls, previous year

No. 1 Any famil
Setting of . y y Present | Lawyer | Evidence
involvement
FAls
Prison 27 13 9 6 3
Police 4 2 2 2 1
MH 2 2 2 1 2

Family presence includes a family attending at least some of the FAI, however, this may
be entirely passive, and in four prison determinations the Sheriff noted that the family
observed the FAI but were not participants. It is not clear if families understood that
participant status confers the ability to ask questions, call witnesses and see

evidence.

Over a longer period of time, for prison related FAls, Table 40 shows that family
involvement appears to have declined since legislative reform, especially in the areas
of attending or giving evidence to an inquiry.

Table 40 Family involvement in prison FAIs, pre- and post-reform

Present Lawyer Evidence
Total FAIs
N % N % N %
2005-2016 88 35 40% 22 25% | 20 23%
2017-2024 187 50 27% 42 22% | 21 11%
All years 2005-2024 275 85 31% 64 23% | 42 15%
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Comparing family and state legal representation

Most families have no lawyer to help them through an FAI. Even where families do have
legal representation, typically (based on qualitative review of determinations), this
often means a single lawyer, usually a solicitor. The situation is very different for state
actors. The table below compares legal representation between families and the state.
It was constructed by counting the number of lawyers per party in the FAI
determinations published over the previous year. It shows that the detaining authority
had legal representation in 100% of FAls in all contexts: prison (SPS), police (Police
Scotland) and mental health (NHS Boards).®’ Moreover, many FAls feature multiple
legal representatives for state actors. A ratio was calculated dividing the total number
of lawyers per party across the 33 FAl determinations published last year, with results
inthe table.

Table 41 Legal representation for state actors and families in FAIs

Setting
Legally represented
party . . Mental
Prison Police health

Families 6 2 1
Detaining authority 26 4 2
Other state actors 33 5 3
Total FAIs 27 4 2
Average number of lawyers by party in FAls
Families 0.2 0.5 0.5
State actors 2.0 2.0 2.5

It is routinely stated in determinations that FAls are inquisitorial, not adversarial. One
wonders that if this is the case, why the prison service, police and health service might
require so many lawyers to assist in a shared inquisitorial enterprise of investigating
what happened. In one FAIl involving a police death there was no family legal
representation, but there were, in addition to the Crown, three lawyers representing
the police, including one for the Chief Constable and two for individual officers [JR
2021]. All evidence was agreed via a joint minute and no findings were made in a case
where someone choked to death while in police custody. Part 1I(B) explores issues
implicated in joint minutes and family involvement, but the numbers here suggest an
imbalance, raising questions about a potentially defensive posture being adopted by
state actors.

91 One FAIl did not include information about parties’ legal representation, but it is implied the SPS and
COPFS were the only parties.
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It is also notable that when families are involved (present, had lawyer, submitted
evidence or gave testimony) findings were made in FAls more often than when they
were not (Table 42 below). This mirrors what we have found previously, including a
statistically significant finding that when families had legal representation it was more
like a Sheriff would make a corrective finding.%?

Table 42 Findings and word count of FAlIs when family are involved, previous year

Prison Police MH
Family | No Family | Family No Family Family No Family
Findings made 20f13 10f14 20f2 0of2 20f2 n/a
Word count avg. 6,124 4,335 31,442 3,456 36,156 n/a

The table also shows that when families are involved in an FAIl, word counts are
much higher than in determinations where families have not been involved, in the
case of police-related deaths this involved a magnitude of ten times. Longer
determinations, as discussed in relation to investigations of mental health deaths in
Section I(B), involve more thorough discussion of the background of a person, the
circumstances of their death and the process by which their needs were supported.
The shortest determination, mentioned above, lacked this and demonstrated poor
awareness of the purpose of the FAI and the determination it produces.

Joint Minutes: transparent and independent?

Ajoint minute of agreement (JM) is a document produced by all the parties to aninquiry
onissues where thereis no dispute and which do not need to be explored in the inquiry.
They arise as a tool in adversarial proceedings as a means to protect court time for
disputed matters. It is not clear how such logic applies to an inquisitorial hearing like
the FAlI where there are no sides and theoretically therefore parties are not opposed to
each other or in dispute.

Joint minutes are used in all FAIs, and in many inquiries they constitute the only
evidence of the FAI. They are prepared outside the inquiry, between the parties, and
therefore outside of public scrutiny. In previous reports we have raised questions
about the use and role of joint minutes of agreement in FAls. It was noted above that
most of the waiting time involved in an FAl is the time before the preliminary hearing, a
time when families have very little access to information. However, during this period
other parties may be conducting reviews and collating information that will become
evidence and help identify issues to be raised, discussing and sharing information
between themselves, which then can shape how the joint minute is initially framed.

We analysed the most recent two years of FAIs (published between November 2022
and December 2024) to clarify how often they constitute the only evidence, and also
to understand who participates in agreeing their content. Table 43 shows that half of

92SCCIJR (2021) Nothing to See Here? 15 years of FAl determinations for deaths in custody. FAl Report
Analysis (2021).
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all FAIs published in this period relied entirely on the joint minute as the basis of the
determination.

Table 43 FAIs where Joint Minute is sole or main source of evidence, 2022-2024

Number %
Only evidence 23 50%
Most evidence 14 30%
Significant evidence in addition to JM 9 20%
Total FAIs Nov 2022 to Dec 2024 46 100%

A further 30% of FAls relied mostly on the joint minute supplemented by some small
amount of additional information. A typical way this was expressed is as follows (in
fact this verbatim phrase appeared in two FAls involving different Sheriffs):

‘Parties agreed a significant amount of evidence in a Joint Minute of
Agreement, the contents of which are largely contained in the summary of
evidence below. This restricted significantly the requirement for oral evidence
at the inquiry.” [WP 2019]

Relying entirely or mostly on the joint minute means the actual time of the inquiry —the
open hearing in court where the family and public may attend —is reduced, mostly to
less than a day, where court time is used mainly to read the JM into the record. Hearings
that include additional evidence require more public days of court where witnesses
will be called and may be questioned by all parties. Only nine FAls published over two
years (just one-fifth of all those conducted in this time) made significant use of court
time for oral evidence.

Where the entirety of the evidence in an FAl was contained in the joint minute, it was
more likely that the only parties in the inquiry were state actors (95% of the time). When
families were parties and had a lawyer, it was more likely that oral evidence and
witnesses would be part of the FAI (44% of the time). Significantly, when the joint
minute was compiled and agreed without any family involvement, that is when only
state actors contributed to it, Sheriffs never made a corrective finding.

Table 44 Parties in FAls where a joint minute was the sole source of evidence

More than
JM only M
State actors only 20 5
Family + state actors 1 4
Parties not noted 2 0
Total 23 9

We suggest that there are real questions about the independence and transparency of
aninquiry system which relies so heavily on joint minutes, and an entirely paper-based
evidence process where witnesses cannot be questioned to explore thoroughly the
circumstances of death.
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Human Rights and FAls

Fatal Accident Inquiries are claimed to have an important human rights function,
specifically towards fulfilment of Article 2 of the European Convention on Human
Rights, which guarantees the right to life, and as part of this requires a prompt and
effective investigation into deaths where the state has been involved, such as in
detaining a person. An independent review of FAls led by Lord Cullen in 2009,
highlighted this human rights role, also featuring in the consultation and debate
around reform of the earlier law which led to the enactment of the current legislation
in 2016. Lord Cullen wrote that ‘the European Court Human Rights had made it clear
that an FAl was a means of carrying out an investigation which would satisfy article 2’.%3
The policy memorandum accompanying the 2016 FAIl Bill further states: ‘The Bill
makes a significant positive contribution to the realisation in Scotland of the
procedural element of Article 2 rights ... including requirements as to promptness and
reasonable expedition’.%*

Whether FAls fulfil their Article 2 function is questionable. An FAl cannot hold anyone
liable, and its conclusions cannot be used in any other proceeding, meaning a basic
function of accountability, cannot be achieved.® The requirements of rights compliant
investigations to be prompt and to meaningfully involve families also appears to be
chronically breached by FAls. However, a full analysis of the compliance and
consistency of FAls with Article 2 requirements for death investigations is beyond the
scope of this report.

The data provided by FAI determinations does allow for some analysis of rights,
specifically of how often parties and Sheriffs mention rights, showing awareness of the
centralrole FAIs should have in relation to Article 2 compliance. We searched 20 years
of determinations from prison death FAls (2005-2024), to count how many of them
mentioned rights of any kind and also analysed how rights were discussed or fed into
decisions. Table 45 shows that across 275 determinations, only five mentioned rights
at all, and only one specifically mentioned Article 2 rights; this amounts to about 2%
of all inquiries.

9 (Lord Cullen 2009: 18)

94 (SP Bill 63 Policy Memorandum, para 224)

% See the Minnesota Protocol, setting out minimum principles of an investigation in deaths where the
state has been involved, noting the ability of an investigation to hold those responsible to account is a
key criterion of being rights compliant.
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Table 45 Mentions of human rights in FAIs into prison deaths, 2005-2024

. Findings
Right FAls made
Art 2 (life) 1 Y
Art 8 (privacy, family) 1 N
General mention HR 3 N
No mention HR 261

The four FAIs where rights besides Article 2 are mentioned all share a theme: Sheriffs
invoked the rights of prisoners to explain why staff inaction merited no finding.
This included the right of prisoners not to be monitored (in two FAls involving suicide)
or searched (in two FAls where people died of drug overdoses). One of these occurred
in an FAI published in the most recent year and this theme is further discussed in the
next chapter.

77



B. Case Studies and Themes from FAls

We have identified a range of themes from reading the 33 FAIs published in the past
year (Oct 2023- Dec 2024), organising them into three broad categories:

1. Issues in FAl process and determinations

Differences in tone between custodial and non-custodial FAls

Declining to make findings because of assurances that things have improved
in absence of evidence or monitoring

Invisibility of Covid restrictions and their impacts in FAls

Crown conduct in FAIs - raising issues and encouraging findings

Reliance on joint minutes constructed entirely by state actors

Narrow findings with limited potential to prevent death

Limited nature of findings in cases of suicide

Afinding of ‘other facts’

Expert witness issues

2. Issues identified from FAls

Chronic problems with cell checks

Flawed risk assessment and care for those who are suicidal

Difficulties assessing suicide risk in people with addiction or other issues
Drugs - the risks of assumptions

Prescribed drugs — extensive but rarely considered in understanding death
Mistaken assumptions of drug seeking/using behaviour

Shifting a duty of care onto prisoners who die

Prison a poor place to manage complex needs and end of life care
Questioning a narrative of inevitable death

Extreme and extended suffering before death

Lack of dignity while dying and poor treatment of families

‘Refusal’ of health care or something else?

3. Wider issues beyond FAIls

Impact of a death on other prisoners
DIPLARs - fit for purpose?
Human rights — a right not to be helped?

(References to cases include the person’s initials and date of death in brackets, and
whether corrective findings were made.)
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Differences in tone
between custodial and
non-custodial FAIs, and
between mandatory and
discretionary ones
dehumanise people who
died in detention

FAls for non-custodial deaths, such as in the workplace or
from accidents, have a strikingly different tone compared to
FAls for deaths in custody. Phrases like ‘sadly died’ [CH
2020, precautions, defects] or ‘sadly was not wearing a
seatbelt’ [RM 2021, precautions] show the touches of
humanity in such FAIs. More fulsome statements appear in
many, describing those who have died as ‘a good husband
and the best father...they all miss him and visit his grave
every Sunday’ [EL 2021, precautions] and another that ‘she
was an absolute ray of sunshine with a cracking sense of
humour’ [JH 2020, no findings]. In one workplace FAl, the
inquiry travelled to the site of the death to hold a moment’s
silence and honour the memory of the person who died [ASL
2017, precautions, recommendations].

Discretionary FAls for people who died in police and mental
health contexts also display a considerate tone. We describe
this and note exceptionsin Sections I(A) and |(B) of the report
(on police and mental health detention deaths).

In contrast, mandatory determinations relating to a death in
custody typically list a person’s criminal convictions and
sentence, though it is unclear what relevance this has to the
cause and circumstances of death, e.g. ‘the deceased had
sentences going back to 1997’ [AM 2021, no findings]. They
are more likely to refer to the person who died as ‘the
deceased’ [AF 2021, no findings; MM 2021, no findings]
rather than by their name (the uniform practice in non-
custodial FAls), though it is heartening to see more use of
names in this past year. Every death in custody
determination ends with the same, rote offering of
‘condolences to the deceased’s family’ [MM 2021],
regardless of whether the person had any contact with
family. This contrasts with the personal tone such as in the
final lines of a workplace death that the person, who is
named, ‘is still sorely missed by all who knew him’ [CH
2020].

A rare, more compassionate tone was found in a single
prison FAI[JA 2021, no findings], where the Sheriff stated he
‘was well regarded and respected amongst inmates and
prison officers alike. He secured a role as wing gym
ambassador on Lomond B. He was hard worker and took
pride in this role’.
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Declining to make
findings because of
assurances that things
have improved — but no
monitoring or evidence
to confirm

As shown in the statistics of FAls, few determinations
identify precautions or defects or make recommendations.
In many of these, the Sheriff identified concerns but said no
finding was needed because the issue has been addressed,
or because assurance had been provided about improved
practice. Claimed improvements, however, were not
monitored and the main evidence of these appeared to be
the claims of state officials or the submission of a revised
procedures document. Evidence suggests Sheriff
confidence in these assurances is not always merited.

No finding was made in the case of a man who died from a
drugs overdose, because the SPS argued photocopying mail
was an effective preventive measure — despite the fact that
between the time of the death and the FAI, deaths from
overdoses had spiralled [DW 2021, no findings]. There have
been at least 34 more deaths from drugs since this person
died, five in the same prison.

An FAl that took a decade to complete identified significant
failures contributing to a young man’s death in police
custody, but pulled back from a recommendation because
‘It is plain that the world has moved on considerably in the
last 10 years and the current culture for the care of police
custodies is fundamentally different’ [WF 2014]. There have
been 30 more deaths in Scottish police custody since the
time of this death, including two in the same police
command (a 19-year old woman in 2020, and a 46-year old
manin 2021).

The Sheriff noted various aspects of the death of AJ [2022,
no findings] were ‘unfortunate’ but makes no findings as he
was assured that SPS had improved things in a case where
the prison had anincorrect phone number for next of kin, and
the determination conveyed a shambolic environment in the
prison where medical appointments were missed and
communication was poor.

80



Invisibility of Covid
restrictions — and the
impact of this on
wellbeing — in FAls

FAls published this year mainly dealt with deaths occurring
in 2020 and 2021, when prisons experienced significant
restrictions and suspension of services due to the Covid-19
pandemic. Yet none of the FAlIs mention the impact of Covid
on provision of care or as a stressor. One suicide involved a
man whose drug rehabilitation course was suspended
(presumably due to Covid restrictions) and in a phone call
with his rehabilitation worker caused the latter so much
concern he urgently phoned and left a message with the
prison [CR 2020, recommendation]. He never heard back.

There were a number of deaths where appointments with
physical or mental health providers were cancelled or
chronically missed due to staff absences and cover [JB 2020,
AJ 2022 no findings in either] or information not passed on
[CR 2020], again one assumes this was due (at least partly)
to Covid pressures. In a number of cases inability to access
medical care left people to endure months-long periods of
extreme pain [e.g. AF 2021, no findings; JB 2020]. FAls
involving suicide listed timelines in which people would have
had no visits over a period of months [MM 2021, no
findings], mentioning Covid restrictions, but did not
consider how loss of social contact caused by such
conditions might have contributed to MM’s death, nor what
measures prisons took to reduce isolation.

In the FAI for a drug-related death [AM 2020, no findings] it
was found the prison had reduced cell checks as a response
to Covid. The determination stated, ‘Before the coronavirus
emergency, twelve cells would be picked at random for
search the following day. In September 2020 this number
had been reduced to nine. The Sheriff declined to accept
AM’s mother’s argument that this played a role in her son’s
ability to store and overdose on drugs.

Impacts of Covid are still being felt in prisons, with people
staying on remand for much longer periods with lockups in
cells for 20 hours a day still common. One FAI with no
findings, was a suicide by a man who had been on remand
for nearly a year and a half [WK 2022, no findings], an issue
not considered in the FAIl. Considering Covid restrictions
could have been an opportunity to assess sytemoc impacts
and to make recommendations about reducing isolation.
The record number of deaths reported in Part | are a troubling
sign of the failure to do this.
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Crown conduct in FAIs -
increased willingness to
seek findings, but issues
persist

In previous briefings we noted that the rarity of corrective
findings made in death in custody FAIs was consistent with
the PF regularly ‘inviting’ Sheriffs not to do so. This is still the
case in many inquiries, and an egregious example is the
inquiry for AF [2021, no findings] discussed under ‘Joint
Minutes’. However, itis notable in the FAIs published over the
past year that there have been some determinations
mentioning issues raised by the Crown, which could have
been the basis of a corrective finding, though Sheriffs largely
declined to do so. There were also cases where the Crown
appeared willing to raise issues that families wanted
explored in FAIs. In one example, the Crown raised family
concerns about cell checks and the ability of a cellmate to
telephone others before they were informed, about the
death of WH [2021, no findings].

But there remain many FAIs where the Crown continues to
invite no findings, despite families raising concerns. This was
the case in AM 2020 [no findings], 29 years old, where his
mum was the only party to seek findings. AM had a history of
mentalill health and drug use, and Covid restrictions meant
he did not receive any visits before dying of a drug overdose,
and a schedule of reduced cell checks had been instituted
(as noted above). WP 2019 [no findings] died at 29 from
suicide, with SPS, NHS and the Crown asking that no findings
be made, in a case where WP had been assaulted then
placed in cellular confinement and despite asking to speak
to a supervisor, ho one came.

Crown conduct also arose as aconcerninthe police custody
death of WF [2014, precautions, defects] where the Sheriff
invited the Crown to explain more than three years of
inactivity in the investigation. The PF declined to do so and
did not make any intimation of apology or explanation to the
family..
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Reliance on joint
minutes constructed
entirely by state actors

We have noted concerns with joint minutes (JM) constituting
the only evidence on which an FAI determination is based,
especially when the only parties contributing to the minute
are the Crown and the authority that held the person in
detention. Statistics presented in the previous section
showed the majority of FAls were concluded on the basis or
almost entirely of joint minutes of agreement. One FAl in
particular highlights the concerning use of joint minutes and
how this can exclude important lines of inquiry.

The Sheriff was sharply critical of the Procurator Fiscal and
SPS in the death of AF [2021, no findings]. He wrote: ‘the
parties [SPS and COPFS] invited me to make formal findings
under the Act [i.e. no precautions, defects, other facts or
recommendations]...Neither party had cited any witnesses
to appear...| was not prepared to proceed on this basis. | was
particularly concerned by the absence of any information
within the joint minute of agreement concerning what had
happened between 4 and 12 February 2021 [the days leading
up to AF’s death].’ He noted the procurator fiscal was ‘initially
seeking to persuade me that it was unnecessary to
investigate the above matters [the health care AF had
received]’.

The Sheriff raised questions about the treatment AF had
received and the nature of health care response to his health
issues, primarily the cancer from which he died. None of this
was answered by the information contained in a JM prepared
by SPS and COPFS. The NHS was not initially a party to the
FAI until the Sheriff challenged this. Most Sheriffs do not
query the joint minutes they are presented, and most accept
the invitation notto make a corrective finding. This FAl shows
why greater curiosity and indeed concern is merited even in
cases of so-called natural death. Many more examples
might be shared, including in the FAI of RC [2022, no
findings] who stopped eating and taking medication with no
discussion of this in the FAI, and the suicides of WK [2022,
no findings] and WH [2021, no findings], determinations
entirely reliant on joint minutes with no family involvement,
among others. We also noted in Section I(A) that two of three
police deaths also relied only on JMs, with no family input
and no findings made [DG 2021, JR 2021].
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Narrow findings with
limited potential to
prevent death

Rarity of findings in
cases of suicide

Even where FAlIs made findings, few those these were, these
often were directed to narrow issues that, with minimal
exceptions, seemed unlikely to impact future deaths. In was
common for Sheriffs to raise concerns about proper cell
checks (see below), in cases where people were already
dead, but did not make findings on other issues raised. JB
[2020] self-medicated his mental and physical health
distress but support for this (or lack thereof) was not
explored. WK’s [2022] time on remand for nearly a year and
a half when he died from suicide, noted above, was not
considered in his deteriorating mental health.

Findings made in the deaths of SR [2018] and WL [2021],
appeared more directly relevant to preventing death. In the
former, failures in managing withdrawal were identified and
the latter made recommendations about risk assessment for
suicide.

Six FAls involving prison deaths involved suicides; in only two
of these were any findings made. All six who died had
disclosed issues of very poor mental health including
suicidal thoughts and/or attempts in the period before they
died. None was being supported through the prisons suicide
prevention strategy (Talk to Me, TTM) at the time of their
death. (This contrasts with FAls into suicides of people in
mental health detention, discussed in Section I(B).)

In one case where the FAlI made no findings, MM was
remanded on Christmas Eve, had no visits for an extended
period, self-referred to the health care team for low mood
and had a difficult call with his family, but was assessed as
not needing management under TTM [MM 2021, no
findings]. In another no findings FAI, a man who disclosed a
recent suicide attempt, was self-harming and said every day
he did not want to wake up was assessed by a mental health
nurse as not presenting any immediate risk to himself [WP
2019, no findings]. These situations resonate in their
similarities to an FAIl that did make findings [CR 2020, other
fact], in the case of a man imprisoned at a point when visits
and meetings with addiction services would have been
suspended during Covid, who disclosed suicidal thoughts,
and where mental health staff and others had raised
concerns but he was not placed on TTM. However, the
finding did not relate to his suicide risk, but to cell check
procedures (see above).
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A finding of ‘other facts’ —
unwillingness to call out
inadequate care?

A finding of ‘other facts’ (Section (26(2)(g) of the 2016 Act)
adds detail about the circumstances of death but is not
meant to identify precautions or defects that might have
been taken. In prison FAls that made findings, Sheriffs
appeared in some cases to use the wrong statutory category
of finding, describing as an ‘other fact’ issues which
appeared to identify precautions and defects.

In one case where a man died following inadequate
treatment of drugs withdrawal (SR 2018], the Sheriff used a
26(2)(g) (finding of other fact relevant to circumstances of
death) to note that ‘Had [SR] received the majority of [the
withdrawal] medication prescribed, he might not have died’.
The Sheriff, in effect, identifies a precaution (per section
(26(2)(e) of the law) that, had it been taken, would have had
a good chance of preventing someone’s death. In this FAI,
the Sheriff did not make any other findings of defect and
precaution, and it remains unclear why this point was
classified as an ‘other fact’.

In another FAI, involving a death from suicide [CR 2020], an
‘other facts’ finding was used to note that officers did not
follow and lacked adequate training in conducting cell
checks. This is the type of finding that led to finding a system
defect (lack of training, not following procedure, 26(2)(f)) in
other FAls. Similarly, in the death of a man from drugs [JB
2020] used to manage pain when no medical help was
provided, the Sheriff found as an ‘other fact’ that the officer
conducting cell checks had no training in this. A
recommendation was then made to review the standard
operating procedure on cell checks.

We discuss in Section II(A) how other facts are the most
common finding made in FAls and also the finding least
connected to encouraging improvements or changes to
practice.
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Treatment of expert
withesses

Across the years of reviewing FAls we have noted many
instances where experts who are called to testify are
challenged or undermined in inquiries, sometimes by the
Crown, which has instructed them. A common technique of
undermining expertise is when someone testifies care fell
below a certain standard, to claim an expert does not have
adequate understanding of the standard of care in a prison
environment. Deference, consequently, is shown to prison
and health staff in their opinions of the standard of a
person’s care. This raises questions of independence and
also, generally, is a curious phenomenon.

We looked at this issue in the previous year of FAls,
identifying the following examples:

e [AF, 2021, no findings] When a health care expert
testified that care of AF’s cancer was below the
standard that should be expected (in which months of
requests for seeing a medic were not followed through),
the Sheriff said they were not a nursing care expert,
making no findings.

e [WL, 2021, recommendation] A Crown expert testified
that the custody reception process was flawed. This
was strongly challenged by SPS lawyers but the Sheriff
sided with the expertin this case.

e [WF 2014, findings] A police custody expert called by
the Crown criticised the care planning and process for
WF but this testimony was undermined at one point by
noting ‘he was not medically qualified to express an
opinion on the effects of the volume of methadone
consumed’, an issue of little relevance to his testimony.

There was also an example of deference shown to experts
who based their opinion on paperwork only (not interviewing
staff or observing facilities) in the case of EM [2018,
precaution] who died from suicide in mental health
detention (discussed in Section I(B)).
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Chronic problems with
cell checks

Flawed risk assessment
and care for those who
are suicidal

In no fewer than six FAIs conducted this year, Sheriffs
identified failures in cell checks. This included officers not
noticing a person was not in their bed (later found hanged in
a bathroom, by another prisoner) [WH 2021, no finding], or
unlocking a door and walking away leaving a prisoner to find
a person dead inside [WK 2021, no finding]. Credibility of
officers arose as an issue in some cases, with one officer
testifying he got a verbal response [CR 2020, other fact]
from someone found hanging (and requiring to be cut down)
by other prisoners; a finding of ‘other fact’ was about
adequacy of SPS cell checks. In another, an officer testified
to seeing an arm move but getting no reply to a question and
walking away [JB 2020, finding of other fact,
recommendation both relating to cell check procedure]. In
the death of WF [2014, precautions, defects, other facts],
the Sheriff found that failure to observe protocol meant this
young man was not properly observed in police cells for a
period of six hours, during which he died.

A man died by suicide in prison after a serious attemptin the
final days of his trial, and was assessed as at risk by a
hospital-based mental health nurse and a prison escort
employee [WL 2021, no findings]. On arrival to prison, the
paperwork documenting this was overlooked by staff who
assessed him to be not at risk of suicide, because he
maintained good eye contact and engaged in football banter.
After disclosing to a prison-based nurse his suicide attempt,
he was still assessed as not presenting a risk. He died by
suicide three days after entering prison.

WP [2019, no findings] was assessed as not being at
immediate risk for suicide despite a long history of mentalill
health, previous suicide attempts, telling a fellow prisoner
he was suicidal and had razors, was self-harming, and
making ligatures. In a meeting with a mental health nurse, he
‘was emotional and crying, and though denied any ongoing
suicidal thoughts stated that there were days where he was
feeling suicidal and would self-harm to cope. [WP] stated
that every day he “doesn’t want to wake up”’ The nurse
‘assessed there was no immediate risk of suicide at that
time’. He died from suicide shortly after. The Sheriff declined

to make any findings.
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Difficulties assessing
suicide risk in people
with addiction and other
issues

In addition to generally questionable suicide risk
assessments, there also appears to be an inability to see
people through more than one lens: people with addiction
issues who also are at risk of suicide; suicide in people with
other comorbidities; people experiencing significant
physical pain who also may have mental health issues.

MM [2021, no findings], noted above, struggled with alcohol
addiction and was undergoing withdrawal in prison. He was
remanded on Christmas eve, convicted and sentenced a
month later and died five days following conviction. No
family visits were allowed due to Covid restrictions. The day
prior to his death he self-referred to health care ‘feeling
physically unwell, was unable to eat for a few days and low
mood and tired’. The DIPLAR held following his death does
not mention whether his alcohol withdrawal had any bearing
on his suicide ideation.

JB [2020, other facts, recommendations] was not
apparently a prolific drug user but appeared to be managing
significant physical pain by self-medicating at the same time
he was facing mental health strain (further details under
Drugs - the risks of assumptions). He died of an overdose
with his intentions unclear. He was not assessed as needing
mental health support or management under TTM.
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Drug deaths -
the risks of
assumptions

RH [2020, no findings] died of multi-organ failure due to
serotonin syndrome. He was prescribed a selective
serotonin reuptake inhibitor antidepressant, an anti-
psychotic, methadone and amitriptyline. Both the
antidepressant and amytriptyline alone can cause serotonin
syndrome, however the FAI focuses on his illegal drug use
and his responsibility for his death. ‘It would appear that RH
failed to act with such caution with the result that he
experienced a fatal reaction to whatever he consumed in
addition to his methadone prescription’. Methadone would
not cause serotonin syndrome on its own, and no
consideration was given to his prescribed drugs alone
causing his death. (See further below on prescribed
medicine issues.)

SR [2018, ©precautions, defects, other facts,
recommendations] died four days after entering HMP Perth
due to a drug withdrawal seizure. The Sheriff made several
findings including SR not getting enough benzodiazepenes to
prevent seizures or death, and ‘The hospital staff lacked
awareness of the symptoms of withdrawal, some of which
were wrongly attributed to SR’s behaviour. This was a rare
indictment of a default assumption that people in distress
are being dismissed for ‘drug seeking behaviour’, an issue
seen in multiple FAls.

AM [2020, no findings, like MM 2021] had a history of drug
misuse. Despite being placed on MORS, the SPS procedure
of monitoring of a person suspected of being under the
influence of a substance, which included periodic
monitoring observations, he was not in receipt of addiction
nor psychological services, with no mention of any mental
health support. He had a history of mental ill health and was
being treated with antidepressants and antipsychotics. He
did not receive visits due to Covid restrictions and made 54
calls to family and friends the week prior to his death. His
death was classified as from a drug overdose though it is
questionable whether this was deliberate and were signs of
a failure to manage withdrawal adequately.
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Drug deaths -
the risks of assumptions
(continued)

WF [2014, precautions, defects, other facts] died from a
single dose of methadone aged 20, in police custody, after
discharging himself early from hospital, prematurely ending
opioid reversal therapy before the course was completed
(see also Section I(A)). An expert who testified that the
apparent resurgence of methadone in his system was
unusual, was not questioned or challenged. The expert did
not take account of the fact that WF was a first time a drug
user and may have based his opinion on an assumption of
addiction and how the drug would be processed in the body
of aregular drug user.

JB [2020, other facts, recommendations] died from
multidrug toxicity. He had five referrals for pain in his hip, and
then back, and the mental health team reported his mood
was low, he was tearful, not sleeping well and poor appetite.
In addition to his physical pain, he had suffered a recent
bereavement but was assessed as no risk of suicide or self-
harm. During his time in prison he was given treatment to
manage his significant pain but no mention is made of how
effective this was. The prison had no intelligence that JB was
a prolific drug user. Instead, unexplored issues in his self-
management of pain and bereavement raise questions
about how well he was being supported.

JA’s [2021, no findings] cause of death was heart disease
made fatal by respiratory depression. The Sheriff focused on
his illicit consumption of Etizolam, as the cause of this
despite JA being prescribed multiple drugs that can induce
this, including Methadone, Pregabalin, Mirtazapine,
Omeprazole and Rivaroxaban. Prescription levels and
impacts is discussed next.
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Prescribed drugs —
rarely considered in
understanding death

The number and range of prescribed medicines in prison can
border on astonishing to the uninitiated. But FAls did not
explore the effects or interaction of prescribed medications
even in drug deaths. Nor did FAIs consider the effects of
changes in prescriptions (for example on the mood of people
who died from suicide).

Mostly, prescriptions are not listed in FAIs nor considered
evenwhere they appear to be relevant, such asin the suicide
of a person with borderline personality disorder, PTSD, sleep
issues, anger management issues, ADHD, opiate addiction
and paranoid thoughts.

Excerpted prescription information from determinations
gives a flavour of the level of prescriptions given to peoplein
prison (deaths were from a range of causes including
suicide, drugs, health incidents/conditions):

e Ramipriland Amlodipine, Sildenafil Citrate,
Omeprazole, Baclofen, Pregabalin, Naproxen and
Clonazepam

e Methadone 70mg, Mirtazapine 15mg, Amitriptyline
125mg, Propranolol 30ml, Fexofenadine, 120mg,
Omeprazole, 40mg, Lactulose 15ml, Salbutamol 10,
Ibuprofen, Amoxicillin, Prednisolone 30 mg, Salbutamol

e Methadone, Fluoxetine, Norfluoxetine, Amitriptyline,
Chlorpromazine and Lorazepam

e Tramadol 300 mg, Meloxicam 7.5, Celecoxib 200mg

e Librium (replaced by Diazepam), Amitriptyline, Nicotine
Replacement

e Diazepam, Omeprazole

e Cetirizine, Gabapentin, Buprenorphine (changed to
Espranor), Diazepam

e Methadone, Pregabalin, Mirtazapine Omeprazole and
Rivaroxaban.

The extensive nature of prescribed medications held by
those who die in prison complicates the simplistic narrative
of ‘just another addict dying’ that is so often laid on these
deaths by media and other sources. Evidence that
prescribed medications (e.g. in serotonin syndrome) can
contribute to death raises concern about how lacking in
curiosity inquiries are about prescribing records.
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Mistaken assumptions
of drug seeking/using
behaviour

In previous reports, and consistent with the simplistic (and
incorrect) narrative noted above, we have continuously
identified examples of a ‘drug seeking/using behaviour’ label
driving decisions and delaying appropriate care. This was
picked up by the Sheriff in the death of SR [2018, multiple
findings], whose withdrawal was wrongly viewed through
this lens.

It was also the case in deaths that had nothing to do with
drug use. VB [2022, no findings] complained of pain due to
headaches before dying of an intracerebral haemorrhage.
When found slumped and unresponsive on the floor of her
cell, a nurse assumed she was under the influence of drugs,
and prison staff placed the catatonic woman under MORS. A
nurse who failed in the attempt to get an oxygen reading
made the bizarre claim she believed it may have been
because VB had painted her fingerprints with nail polish.
After nearly an hour of observing her for drug use, during
which she slipped deeper into unconsciousness, an
ambulance was finally called. In hospital a CT scan showed
a massive brain bleed, and she died three days later. The
Sheriff stated: ‘The position of all the parties [COPFS, SPS,
NHS] was that the only positive findings which could be
made were where and when the death occurred, and the
cause or causes of death. | accept that submission. No other
findings are warranted on the evidence.’ The family were
present but did not have party status in the FAl and therefore
had no right to contribute to or question the joint minute on
which this claim was based.
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Shifting the duty of care
onto prisoners who die

PH [2021, no findings] died from diabetic ketoacidosis,
displaying symptoms of this for several days. He declined
medical care at points (see discussion under ‘refusal’ of
care) out of fear it would affect his parole. The Sheriff stated
(emphasis added): | accepted the evidence of [officer] CD
that he was unaware that the deceased was diabetic [and]
prison officers would take at face value a prisoner’s
statement that he did not want medical assistance unless
there were obvious signs to the contrary. It was accepted
that while there was no legal duty of care on prison officers
[but the family’s lawyer] contended that officers should still
be expected to monitor diabetic prisoners and recognise
“red flag” diabetic signs or events. | do not accept that is a
realistic view of a prison officer’s duty’. Despite collapsing in
the shower a fellow prisoner had helped him to, the Sheriff
‘accepted the evidence which [the officer] gave about the
assessment he made of the deceased and his stated wish
not to seek medical assistance that day [and] there was
nothing in his presentation which suggested he should
override the deceased’s wishes’.

WP [2019, no findings] died at 29 from suicide and his long
history of mental ill health and immediate and extensive
signs of risk have already been stated. Despite this, the
Sheriff made no findings, concluding that his death could not
have been prevented because WP was keeping his suicidal
thoughts a secret. This effectively places the burden on an
unwell personto disclose and alert authorities to manage his
own risk of suicide. It contrasts sharply with the way duty of
care was viewed in the suicide of SM [2020, multiple
findings] in mental health detention (discussed in Section

I(B)).

A similar issue arose in a death already discussed, of MM
[2021, no findings] where, after self-referring to healthcare
for feeling unwell including having low mood, staff did not
place him on TTM. The Sheriff noted: ‘Furthermore, MM did
not request assessment under the policy’, again placing the
responsibility on the person feeling suicidal to specifically
ask for being placed under this. This goes against the weight
of research evidence on suicide risk and its management.
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Prison is a poor place to
manage complex needs
and end of life care

Many of the FAls in the most recent year concerned people
in prison, often elderly, with multiple health issues and
disabilities. The complexities of their needs required
extensive medical care and social support , with prison a
poor place to manage these. There were a small number of
instances where responsive attention to the needs of the
dying person was evident such as discussing end of life
wishes and having these respected [WT 2022, no findings].
These were exceptional rather than the norm. Instead,
considerations of compassionate release or transfer to
hospice occurred rarely or too late to act on.

A prime example is in the care and death of JM [2022, no
findings], aged 76. He had severe dementia, hypertension
and a rapid erratic heart rate, a history of multiple stokes,
previous heart attack, pulmonary embolism, frequent falls,
multiple incidences of sepsis, fractured vertebrae, knee and
hip replacements. He was bedbound, and required 24-hour
care from two staff members, 2-hourly input from social care
staff, daily NHS staff input, full assistance with all activities
of daily living, assistance with eating and drinking, catheter
care and supervised medication. Prison is a difficult and
expensive place to provide this level of care. Eventually, he
was assessed at being at end of life and non-essential
medication and treatment was withdrawn. It is not clear why
he was not moved to hospice care. Similarly, PT [2022, no
findings] had vascular disease and prostate cancer, a
history of strokes, TIAs, recurrent chest pain, dizziness,
chest infections, vascular dementia, numerous falls and
used a wheelchair/walking stick. About one month prior to
his death he fellin his cell, suffered a fractured neck of femur
and was taken to hospital for surgery where he was
monitored by prison escort staff.

GF [2022, no findings] died aged 79, and had significant
issues including cerebral palsy, COPD, heart disease and a
mobility impairment that meant he required daily assistance
with basic tasks. He required an adapted cell that meant he
was housed on a mainstream hall, putting him atriskto other
prisoners. As a result he was secured in his cell ‘for his own
protection for the duration of his time in custody’.
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Extreme and extended
suffering before death
mostly treated as
irrelevant in FAIls

Several people endured extreme and extended periods of
suffering before they died, and in ways that compromised
their dignity. Sheriffs occasionally acknowledged this as
regrettable but generally treated suffering and indignity as
irrelevant to the purpose of the FAI, despite the human rights
implications of such suffering (e.g. Article 3 prohibition
against torture and inhuman or degrading treatment). Many
FAls made no comment at all about a person’s suffering. This
was the case for GH[2022, no findings], who complained of
extreme ear pain, and despite this, waited nearly a month for
a scan which showed a tumour behind his ear, and waited
another month before being hospitalised and dying. VB’s
[2022, no findings] pain was wrongly viewed as withdrawal
(see false assumption of drug symptoms above) and
appeared to be severe, from a leg ulcer that was failing to
heal and from headaches, likely caused by the cerebral
haemorrhage that killed her.

AJ [2022, no findings] was meant to receive injections for
spinal pain but telephone consultations about this failed to
occur for three months (in February the prison was short
staffed, in March the phone was engaged, and in April a
power cutinthe prison meant no phone access). By late May,
AJwas complaining of episodes of severe stomach pain that
had been going on for more than two weeks, and again in
June when he was taken to A&E. Backin prison he continued
to experience pain and requested help. He was seen by a GP
who made a referral to hospital. Four weeks later he was
admitted to hospital due to shortness of breath where
cancer was discovered. His condition deteriorated and he
died in hospital a short while a later.

AF [2021, no findings] had bladder cancer and was
vomiting, in pain, had difficulty breathing and was urinating
himself. His social worker raised her concerns about his
‘physically horrific condition’. A prison-based nurse testified
‘he articulated well’. His sight impaired cellmate made a
statement that AF thought the staff were leaving him to
suffer. The Sheriff wrote: ‘If a blind man can see that [AF] was
ill then | don’t know how the nurses couldn’t’ An expert
testified the care was below what would be expected in a
prison environment. Though highly critical, the Sheriff
declined to make any findings.
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Lack of dignity while
dying and poor
treatment of families

The use of a‘closet chain’ (a chain secured around a person’s
waist and attached to handcuffs or other secure point) was
used to transport an unconscious, dying woman to hospital,
an example of the lack of dignity shown to deeply unwell and
dying people, in the death of VB [2022, no findings] who, as
mentioned already, died after from a brain haemorrhage
after complaining of headaches.

PH’s [2021, no findings] FAI, mentioned already, heard
extensive evidence that he was very unwell over a period of
hours while observed by prison staff. This included their
observations of vomit and fecal matter in his cell and of him
vomiting. A friend and fellow inmate helped him with these
difficulties and indignities (taking him to shower and offering
to clean his cell). Aside from concern that staff did not feel
this raised an urgent need to call for medical help, PH was
left in squalor without staff assistance as he died.

AJ)’s death [2022, no findings], also discussed above,
shows how poorly families can be treated. His family did not
know he was seriously ill in hospital for four days. Nursing
staff requested the prison contact the family, but prison staff
tried an out of date, incorrect 20-year old number. The family
learned about AJ’s hospitalisation from someone who had
seen it on Facebook.

GA [2021, no findings] was a young man who died from a
rare type of leukaemia in hospital. His family raised a number
of issues in the FAIl related to how they and GA were treated,
that GA had been handcuffed during his treatment including
while unconscious, and that GeoAmey prison escort staff
watched videos on their phones and laughed as the family
were beside GA’s hospital bed. A GeoAmey manager
testified no records existed of a family complaint about this,
and a GeoAmey trainer of escort staff said staff were told not
to use handcuffs at end of life, and an escort officer who did
one shift with GA said he was uncuffed. The Sheriff believed
GeoAmey over the family and concluded that GA was not
handcuffed.

WF’s [2014, findings noted] last moments were captured
on CCTV documenting his severe unwellness. The police
failure to monitor him as they were required left him to
suffer in an undignified way. When the Sheriff met with his
family to apologise for delays and their treatment, lawyers
for all parties objected to this, a disappointing display
lacking in compassion.
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‘Refusal’ of health care
claims merits scrutiny

‘Refusal’ is a word commonly used where prisoners do not
take up appointments, and appears numerous times in FAI
determinations. It connotes both the offering of care (by the
state actor) and its rejection (by the prisoner), with the
implication that prisoners are to blame if they suffer as a
result. But there may be good reason not to take up an
appointment, though this is rarely explored in FAls.

Research has pointed out that prisoners may ‘refuse’ health
care where this compromises their dignity or is otherwise
stigmatizing, for example by being shackled/handcuffed and
constantly escorted by uniformed staff as is routine in the
Scottish context.®® People may also be forced to choose
between important priorities, for example, being told with
little notice of a medical appointment scheduled for the
same time as a family visit or even a court appearance.

PH [2021, no findings] died of diabetic ketoacidosis and
pneumonia. In the week before he died with the
determination stating ‘on each occasion when asked if he
wanted medical attention the deceased declined.’ His next
of kin gave evidence disputing PH’s unwillingness to engage
with health services, and said he had managed his diabetes
previously. As noted above, PH had been observed to be
unwell, soiling himself and his cell. When PH collapsed in
the shower and another prisoner said he would get the
nurses, PH replied that he shouldn’t bother, technically a
‘refusal’ of care. The same prisoner gave an affidavit stating
that PH was concerned that reporting sick would interfere
with his ability to get parole. PH had recently received
paperwork about his parole hearing. The Sheriff did not
explore this fear (a concern that has some evidence of
support given the discussion above showing that many
ailments of prisoners are interpreted by prison staff as signs
of drug use or withdrawal), even though he accepted the
opinion of a doctor that had PH been taken to hospital and
given treatment, this would have prevented his death. The
Sheriff determined it was not a reasonable precaution that
staff could have done this.

% Bree Carlton and Emma Russell give examples of how ‘refusal’ of health appointments can be a
response to intolerable conditions to access these such as being handcuffed and escorted by uniformed
officers. See, Carlton, B., & Russell, E. K. (2023). The weaponisation of ‘trauma-informed’ discourse in
prison policy: An abolition feminist critique. Incarceration, https://doi.org/10.1177/26326663231197960.
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‘Refusal’ of health care
(continued)

In a death from cancer, WT’s [2022, no findings] doctor
wrote a letter that he was ‘only fit for supportive care’ and WT
subsequently ‘refused’ to attend an oncology appointmenta
week following this. One might surmise that having received
a terminal diagnosis could affect willingness to engage with
health care; the language of refusal is not helpful in this
context and might have been explored in the FAI but was not
(where only the SPS and COPFS were parties).

When BJ [2021, no findings] lost nine stones in the space of
afew years, a ‘GP ordered a chest X-ray and ultrasound scan
of his abdomen to rule out any other malignancy’ but BJ, who
had several physical and mental conditions including a
diagnosis of paranoid schizophrenia, said he did not wish to
be x-rayed. No information is provided about why, or whether
his concerns about being x-rayed were discussed; it is
merely repeated several times that he ‘refused’
appointments. The language of refusal in this case brushes
over BJ’s concerns, as well as his capacity for decision
making (an issue mentioned in the FAI but not explored) and
obscures the question of whether he was meaningfully
engaged in health discussions.

AM [2021, no findings], was described as having ‘failed to
attend’ or ‘refused’ medical appointments after reporting
pain and other health issues. However, he had attended
some appointments, suggesting a willingness to engage with
health providers to some extent. In one instance, he became
unwell from use of ‘spice’ and declined a medical
appointment for treatment of this. Such an appointment
might have collected forensic evidence documenting his
ingestion of an illegal substance, potentially putting him at
risk of punishment. This issue is not explored as this was yet
another FAl entirely reliant on a joint minute put together by
COPEFS, SPS and the NHS, where the Sheriff was asked not
to allow for any days of oral evidence nor to make any
findings.

GF[2022, no findings], also discussed above, was an elderly
man with multiple, complex health needs and dependenton
a mobility scooter, requiring daily assistance with basic
activities. In the months leading to his death he developed a
UTI and pneumonia, and had difficulty breathing. He stated
he did not wish to be readmitted to hospital which would
have involved being cuffed and escorted by uniformed
officers, and the disruption of transport. Given these
circumstances, it is not surprising that he ‘refused
admission to hospital’ in his final days, passing away in his
cell.

98



Questioning narratives of
inevitable death

Impact of death on other
prisoners

BJ [2021, no findings] died of a perforated ulcer. There was
no exploration of how he might have acquired an ulcer.
Medical testimony was quoted that ulcers are common and
if perforated, then chances of mortality would be high. Scans
and x-rays were not taken but the Sheriff again cited medical
evidence that these would not have shown this condition
even if they had been; this does not appear to be a universal
view in the medical literature. The Sheriff also placed
emphasis on BJ’s refusal of medical care (discussed above).

Given the close living quarters of those in prison, a death will
impact, and likely be witnessed by, many others also
imprisoned with them. There were nhumerous examples in
FAls of prisoners being the ones to look after the dying
person, witnessing or even being made to deal with the death
of someone.

WK [2021, no findings] was found hanged in his cell by
another prisoner, who also seemingly was left to cut him
down. Following a cursory cell check that missed WH [2021,
no findings] not being in his bed, staff return later on the
medication round and noticed him missing; it was left to
WH’s cellmate to go to the toilet where he found him
hanging. Following another inadequate cell check by staff,
JB [2020, recommendation] was discovered dead in bed by
another prisoner when he tried to wake him. WT [2022, no
findings] was dying and requested his family to be with him
and if this was not possible then another prisoner, SM. SM
duly stayed with WT as he died. No mention is made of any
support offered to SM; the DIPLAR had no learning points. In
the sole mention of the impact on other prisoners and their
need of support, AF’s [2021, no findings] cellmate bore
witness to several months of AF being in pain at a level
described by a social worker as ‘horrific’; the DIPLAR had a
learning point around giving support to him following the
death.

Not only do these examples convey distressing and
potentially traumatic experiences of prisoners in relation to
the deaths of their friends and cellmates, it also shows the
significant role in care played by prisoners for each other. PH
[2021, no findings] is another example of this (see previous
themes). This contrasts with the examples (raised earlier)
where prison or health staff seem to reject they have a duty
of care or shift this duty onto prisoners themselves.
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DIPLARs —fit for
purpose?

DIPLARs, the internal review and learning tool completed
following a death in prison, are not public and not made
available to families. It is difficult therefore to know what
they conclude and whether they positively impact practice.
Some FAls include information from them, which raise
doubts about their efficacy. The continuous increase in the
number of prison deaths suggests they have extremely
limited if any impact on prevention of death.

The family of AJ [2022, no findings, see also above] found
out belatedly a DIPLAR had been completed. They had not
been contacted by prison staff about it, and later learned it
concluded with no learning points, in a death where: a 20-
year out of date number for next of kin was on file preventing
timely contact, the family learned about their loved one
dying in hospital from someone who had seen it on
Facebook, and where a family member collecting AJ’s
belongings was told to go away and come back multiple
times. In addition, as noted, AJ had had multiple cancelled
doctor consultations, had complained of extreme pain over
a period of nearly three months, and was eventually
discovered to have cancer shortly before dying from this.

Despite attempting suicide prior to arriving in prison, being
assessed at risk of suicide by hospital medical staff and by
prison escort staff, a prison officer concluded WL [2021,
recommendations] was not at risk of suicide because as
mentioned they had football banter and good eye contact,
and a prison nurse decided there was no risk either. He died
by suicide within three days, and the DIPLAR had no learning
points, such as exploring the sharp difference of opinion
between those in prison and those outside it.

AM [2021, no findings] had multiple health issues including
addictions, and as noted did not want to see a doctor after
taking drugs. He had a history of not attending appointments
despite his significant health issues. The DIPLAR had no
learning points after he was found collapsed face down on
the floor of his cell. A postmortem found a high level of
methadone in his system, but his drug issues or support he
might have received for these did not appear to be a concern
in the DIPLAR. The section on ‘refusal’ of care points out
reasons why prisoners may not want to take up
appointments, suggesting this issue could have been
explored and the basis of more scrutiny than appears to have
been made in the DIPLAR.

100



Human rights —
aright notto be
helped?

Deaths in custody clearly raise questions about humanrights,
most obviously the right to life (Article 2, ECHR), which is why
all deaths in custody in Scotland are required to be
investigated. However, Section II(A) showed that only 5 out of
275 FAls into prison deaths in 20 years mentioned rights at all.
One of these was published in the last year.

AM [2020, no findings] was 29 when he died of a drug
overdose. Intelligence reports noted he might be supplying
drugs and CCTV footage showed him being passed a small
package on the night he died. Despite this, no cell check or
search was made. His mother sought a finding that a reduced
frequency of cell searches (noted above due to Covid)
contributed to his death. The Sheriff rejected this, finding the
level of searches ‘reasonable and proportionate, given finite
prison resources and the Article 8 rights of the prison
population’. The invocation of rights (in this case the right to
privacy), ironically, therefore was the basis for justifying the
conduct of the prison not to investigate concerns.

At the other end of the spectrum from lengthy determinations,
was one FAl less than 200 words long, about the death of JB
[2022, no findings]. It provided no information about the
circumstances of death of a 48-year-old diabetic man from
‘multiorgan failure and hypoglycaemic injury’ while in the
custody of the state. Stating only and in its entirety that, ‘having
considered all the evidence and the submissions of parties’,
no findings would be made. The determination exemplifies
poor awareness of the rights role of FAls, where Article 2
requires a thorough and effective investigation.
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Appendices

Abbreviations and Glossary
FAI

Fatal Accident Inquiry, the system of investigating sudden, unexplained and custodial
deaths in Scotland. It is governed by a 2016 Act, which sets out its operation,
participant and outcomes. FAls are led by a Procurator Fiscal, who leads in deciding
what issues will be explored in the inquiry, and what evidence and witnesses will be
led. Other parties may ask for issues to be raised, evidence to be submitted and
witnesses to be called. The Sheriff oversees the process itself and writes the
determination at the inquiry’s conclusion. Typically, in FAls involving a death in
custody, the parties (also called participants) are the Procurator Fiscal, the detaining
authority (police or prison) and the NHS. Families have a right to be participants, which
confers some powers of involvement.

Determination

The FAI determination is the report that the Sheriff writes, summing up the evidence,
and the background and circumstances of a person’s death. It also contains the
findings of the Sheriff based on the evidence.

Findings

Though not legally specified, findings are often divided into two types: ‘formal’ findings,
which are about the time, date, place and cause of death (and a statement of whether
it was the result of accident or not), and what we label ‘corrective’ findings where a
judgment is made about a problem of failure that contributed to a person’s death.
Corrective findings comprise: reasonable precautions, system defects, other facts
and recommendations. These are explained in previous reports and in Section lI(A).

PF, Crown, COPFS

The Crown Office and Procurator Fiscal Service is Scotland's public prosecution
service and death investigation authority. We refer to this body interchangeable as
The Crown, COPFS and the PF. PF stands for procurator fiscal, the state lawyer who
leads the FAl investigation and inquiry.

SPS

Scottish Prison Service
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PIRC

Police Investigations & Review Commissioner (PIRC) investigates deaths in police
custody or involving police. This is meant to provide an independent investigation. They
also maintain statistics and report information about their activities and police
involved deaths.

SAER

Serious or Adverse Event Reviews are the investigations conducted in health contexts
or when a death has involved a health care issue. An SAER may be conducted when a
person dies in prison or police custody where the quality of a person’s medical care
was an issue. It is conducted by NHS personnel.

DIPLAR

Death in Prison Learning and Audit Review is an internal review conducted after a
death in prison. It is led by SPS and involves others like NHS providers. It is meant to
be completed within 12 weeks of death. It is meant to provide an opportunity for
families to ask questions and raise concerns.

Art. 2 ECHR

Article 2 of the European Convention on Human Rights is the right to life. Article 2 is
incorporated into Scottish law. The right to life under Article 2 includes the right to an
effective investigation where someone in state custody or under the control of the
state has died.

MORS

Management of Offenders at Risk due to Any Substance is a policy triggered if there is
suspicion someone is under the influence of a substance and at risk, for example, of
withdrawal issues or overdose.

SHRC

Scottish Human Rights Commission

PHS

Public Health Scotland

MWC

Mental Welfare Commission
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Terminology
Suicide

There are recognised problems and complexities in the terminology surrounding
suicide. Not least is the continued stigma associated with self-inflicted death . A
technical issue is the convention that suicide requires a specific intent to end life that
is difficult to prove in many cases following a death. We use the word suicide in self-
inflicted deaths excluding deaths from drugs (which may also be the result of an
intention to end life). This is problematic in that some drug deaths may fit the
conventional definition of suicide. We will continue to review our choice of
terminology, but use the term in this report. Self-inflicted death may ultimately be a
better term, but using it would require merging deaths from drugs (mostly but not
always self-inflicted) from deaths involving techniques more commonly associated
with an intentional decision to end life. That said, some leading prison and suicide
researchers have questioned the possibility of suicide at all in a prison environment,
where ‘choosing’ to end one’s life may never be autonomous in the constrained
environment of prison.*® We also do not wish to presume the intention of those who
have died, nor suggest that the deaths of all people from self-infliction is inevitable or
unpreventable. Quite the opposite, information from FAls (discussed in Part Il) offers
numerous cases where people experiencing mental distress ended their lives but only
after disclosing or displaying extensive systems of mentalill health, and also asking for
help that was not provided.

We acknowledge these issues in using the word suicide throughout this report.

Health conditions or incident (HCI) not ‘natural causes’

We do not use the term ‘natural causes’ in relation to any death, because, though it is
a deeply embedded convention, connotes an expectation, inevitability and
naturalness of a death. However, this connotation appears misleading given
information provided about many deaths. Instead we use the term ‘health
condition/incident’ (or HCI). ‘Incident’ is used to indicate that some deaths were the
result of an acute event. Health ‘condition’ refers to chronic illness. The HCI label
carries its own limitations, grouping essentially the same causes of death as already
occurs in the ‘natural’ category, potentially underplaying the effect of iatrogenic and
other factors in a person’s death. For example, someone whose listed cause of death
is cancer, but who may have made multiple requests for medical treatment without
ever seeing a doctor has died of a health condition, but one which may have been
hastened (or even become terminal when it might not have been) by human actors.

% Alison Liebling (2017) The Meaning of Ending Life in Prison, Journal of Correctional Health Care
23(1):20-31. doi: 10.1177/1078345816685070.
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Data sources and methods

Note on variance in numbers between Nothing to See Here Report
editions

Numbers can vary slightly across the annual monitoring reports we have published as
part of the Nothing to See Here series. This can occur for a number of reasons. The
series aims to offer as close to a real time picture of deaths in custody as possible. This
means we are gathering recent data, and numbers can change as deaths are reported
belatedly (see example of prison deaths in Section I(F)). For FAls, this is most obviously
the case as new determinations are published covering deaths in earlier years, which
will change the statistical picture for these years. Cause of death presents the biggest
challenge. They may be reclassified even after a determination was issued

Prison

SPS published data in the form of press releases and excel sheets:
https://www.sps.gov.uk/about-us/transparency/death-custody

International prison data

England and Wales: https://www.gov.uk/government/statistics/safety-in-custody-
quarterly-update-to-september-2024/safety-in-custody-statistics-england-and-
wales-deaths-in-prison-custody-to-december-2024-assaults-and-self-harm-to-
september-2024

Europe: https://wp.unil.ch/space/space-i/

Australia : https://www.aic.gov.au/statistics/deaths-custody-australia 2023-24 data:
https://www.aic.gov.au/publications/sr/sr49

Police

PIRC Annual Reports: https://pirc.scot/publications?publications-
category=3&sort=desc&publications-sub-category=10&op=submit

PIRC 2023-24 annual report: https://pirc.scot/publication/annual-report-and-
accounts-2023-2024

FOI Responses:

PIRC FOI: 889 (11 December 2023)

PIRC FOI: 938 (12 November 2024)

Police Scotland FOI 24-376 (18 December 2024)
Police Scotland FOI 24-3226 (January 2025)
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https://www.gov.uk/government/statistics/safety-in-custody-quarterly-update-to-september-2024/safety-in-custody-statistics-england-and-wales-deaths-in-prison-custody-to-december-2024-assaults-and-self-harm-to-september-2024
https://wp.unil.ch/space/space-i/
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https://pirc.scot/publications?publications-category=3&sort=desc&publications-sub-category=10&op=submit
https://pirc.scot/publication/annual-report-and-accounts-2023-2024
https://pirc.scot/publication/annual-report-and-accounts-2023-2024

The table below shows variations in numbers from different sources of data. PIRC
annual report data reports two things, investigations and referrals. No information is
provided about how these numbers are compiled but it appears that referrals means
the number of deaths involving police which are referred by Police Scotland or the
Crown within the reporting period, while investigations are the number of
investigations conducted into these. It is not clear if some deaths referred to PIRC are
not investigated, for example, if PIRC determines that the deaths has not actually
involved police. Again, this highlights the non-transparent nature of information about
police-involved deaths in Scotland.

Variations in police deaths recorded by source of data

Deaths following contact
v PIRC annual PIRC Deaths in
ear
investig:rt)i(:)rrtl: raer::)‘::sl PIFR(:: Custody
referrals

2015 12 16 1
2016 19 18 5
2017 4 15 3
2018 15 25 4
2019 13 10 3
2020 21 25 4
2021 28 32 22 3
2022 30 42 39 2
2023 41 35 1
2024 *12 3
10-year Total 217 29

*January — September 2024, as of January 2025

Mental Health

Mental Health Act Monitoring Report - Statistical monitoring 2023-24:
https://www.mwcscot.org.uk/sites/default/files/2024-10/MHA-
MonitoringReport2023-24.pdf

Migration

Home Office: https://www.gov.uk/government/statistical-data-sets/immigration-
system-statistics-data-tables#detention (Tables 5a 5B)
https://www.theguardian.com/uk-news/2025/feb/10/record-asylum-seekers-died-
2024-home-office-care
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19 people died in Home Office asylum-seeker accommodation in 2021 — The Civil
Fleet

Deaths in Home Office asylum-seeker accommodation more than doubled in 2022
over the previous year — The Civil Fleet and related FOls

At least 40 people died in Home Office asylum-seeker accommodation in 2023 — The
Civil Fleet and related FOls

Inquest: https://www.inquest.org.uk/deaths-of-immigration-detainees (England and
Wales only)

People with learning disabilities and autistic people

Public Health Scotland (2022) Psychiatric care inpatient deaths for patients with
learning disabilities and autism Financial years 2015/16 —2021/22.

Public Health Scotland (2024) Mental health inpatient activity Annual - Year Ending 31
March 2024, (Learning Disabilities)
https://publichealthscotland.scot/publications/mental-health-inpatient-
activity/mental-health-inpatient-activity-10-december-2024/data-explorer/
[accessed 31 March 2025]

NOTE: The downloadable table lists an incorrect date range for discharges, and
an email exchange with PHS analysts included this clarification on 19/3/2025:
“The spreadsheet that was downloaded from the Mental health inpatient
activity publication contains a mismatch between the time range described in
the title and the time range for the actual data, and an error in the title. The title
ought to read ‘2018/19 to 2023/24’ instead of ‘1997/98 to 2023/24’, to match
with the actual time range selected for when the data was produced. [...]
There’s an additional potential cause for discrepancies we’d like to highlight, in
that the 2022 [PHS] report excludes deaths on pass, while the MHIA publication
doesn’t.”

Children and Young People

National Hub for Reviewing and Learning from the Deaths of Children and Young
People Data overview report March 2024

FOI Responses:

Department of Children and Families FOI 202100236654 (October 2021)
Department of Children and Families FOI 202400423116 (Sept 2024)
Department of Children and Families FOI 202400445875 (Jan 2025)
Care Inspectorate FOI CX6TSPJPSS (21 January 2025)

Good Shepherd Centre FOI (14 January 2025) email response

Kibble Education and Care Centre FOI (17 January 2025) email response
Rossie FOI mg/lw10952 (27 January 2025) email response
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https://thecivilfleet.wordpress.com/2023/03/15/deaths-in-home-office-asylum-seeker-accommodation-more-than-doubled-in-2022-over-the-previous-year/
https://thecivilfleet.wordpress.com/2024/04/30/at-least-40-people-died-in-home-office-asylum-seeker-accommodation-in-2023/
https://thecivilfleet.wordpress.com/2024/04/30/at-least-40-people-died-in-home-office-asylum-seeker-accommodation-in-2023/
https://www.inquest.org.uk/deaths-of-immigration-detainees
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https://publichealthscotland.scot/publications/mental-health-inpatient-activity/mental-health-inpatient-activity-10-december-2024/data-explorer/
https://publichealthscotland.scot/publications/mental-health-inpatient-activity/mental-health-inpatient-activity-10-december-2024/data-explorer/
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/03/National-Hub-Data-Report-March-2024.pdf

St Marys FOI (6 February 2025) email response

Table of published FAIls for prison deaths

Published FAls relating to prison deaths

Year FAls published FAls Prison deaths
for this year of published in in this year
death this year
2005 6 2 18
2006 13 6 22
2007 10 6 21
2008 11 9 19
2009 10 11 21
2010 9 6 16
2011 7 8 23
2012 4 9 21
2013 12 6 24
2014 13 8 24
2015 17 11 24
2016 21 6 28
2017 29 17 29
2018 29 24 32
2019 32 29 37
2020 19 33 34
2021 21 24 53
2022 12 17 44
2023 0 18 40
2024 0 16 64
Total 275 266 594

Part lI(A) presents basic statistics about FAls, including comparison of pre- and post-
reform periods. The year 2016, when the most recent FAI law was passed, is taken as
the point marking pre- and post-reform, with its provisions coming into effectin 2017.
However, FAls published in a given year will have started (often several) years earlier.
So an FAIl determination published post-reform may have started pre-reform (and
indeed may be governed by the law preceding the 2016 Act), making it difficult to mark
a sharp distinction between the periods. Another complication is that the pre-reform
period (2005-2016) is ‘settled’ in the sense that there will be no further FAls covering
deaths that happened in these years. However, there are still numerous deaths yet to
have an FAl completed in the post-reform period used in the analysis (2017-2024). This
means statistics on the post-reform period about the time FAls take, the number
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making findings and the level of family involvement will change, as more FAls are
completed. As new FAls are published this will have the tendency to increase time
frames for FAls. The impact on findings and family involvement is less clear. Longer
FAls tend to be more likely to make findings, so the rate of findings may rise. And longer
FAls also are more likely to have family involvement (especially where the family is
legally represented).

This report is published by

.. o The Scottish Centre
' for Crime &
[ ] Justice Research

Previous editions of this report can be found on: www.sccjr.ac.uk
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