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7 November 2019 
 
Dear Margaret, 
 
INDEPENDENT REVIEW INTO THE HANDLING OF DEATHS IN PRISON 
CUSTODY  
 
I am writing to inform you that I have written to Her Majesty’s Chief Inspector of 
Prisons for Scotland (HMCIPS) in accordance with section 7(2)(d) of the Prisons 
(Scotland) Act 1989 to ask her to undertake a review into the handling of deaths in 
prison custody.  
 
Deaths in prison custody needs to be seen in the wider context of the prison 
population.  Evidence confirms that Scotland’s prisons care for people with higher 
levels of risk and vulnerability than the population as a whole.  People in prison have 
poorer physical and mental health.  Previous tragic deaths, including those of Katie 
Allan and William Lindsay (Brown), in HMP&YOI Polmont, and Allan Marshall at 
HMP Edinburgh, and other previous and on-going Fatal Accident Inquiries (FAI), 
have increased the focus on deaths in prison custody.  The FAI into the death of 
Allan Marshall raised specific questions about the handling of the immediate 
aftermath of a death in custody.  
 
In addition to HMCIPS, I have asked Professor Nancy Loucks of Families Outside to 
sit alongside HMCIPS and provide external expertise. A human rights expert will also 
inform the work of the review.  In particular, this will bring a sharp human rights focus 
to the review and ensure the voice of families of those in prison is heard.   
 
 
I would expect the review to identify and make recommendations for areas for 
improvement to ensure appropriate and transparent arrangements are in place in the 
immediate aftermath of deaths in custody within Scottish prisons, including deaths of 
prisoners whilst in NHS care. 
 



The review will also include consideration of deaths of prisoners whether on remand 
or following conviction. The review would need to be taken forward in close dialogue 
with the Scottish Prison Service, NHS, Police Scotland and the COPFS Scottish 
Fatalities Investigation Unit (SFIU).  The review should also involve engagement with 
prison governors, prison officers and NHS staff and with families affected by deaths 
in prison custody.  I have appended the terms of reference for the review to this 
letter.  
 
As you will be aware, the Lord Advocate is the independent head of the system for 
the investigation of sudden and suspicious deaths and COPFS carry out that work 
on his behalf.  The process for any potential criminal investigation or the 
investigation of deaths by COPFS are therefore out-with the remit of the review.  The 
Inspectorate of Prosecution in Scotland completed a thematic review and follow-up 
review of the COPFS arrangements for FAIs, including deaths in custody, in 2016 
and 2019 respectively, with relevant recommendations. 
 
The review will not consider or comment on the circumstances of individual deaths in 
custody which are the subject of on-going investigation by COPFS or have not yet 
been the subject of an FAI. 
 
I expect the review to commence shortly and report in the Summer of 2020. I trust 
this information is helpful. 
 

 
          HUMZA YOUSAF 

 
 
 
Copy to: 
Lewis Macdonald MSP, Convenor of Health & Sport Committee 
Wendy Sinclair-Gieben, Her Majesty’s Chief Inspector of Prisons (Scotland) 
Professor Nancy Loucks, Families Outside  
Colin McConnell, Scottish Prison Service   



 
INDEPENDENT REVIEW INTO THE HANDLING OF DEATHS IN PRISON 
CUSTODY -TERMS OF REFERENCE  
 
The purpose of the review is to identify and make recommendations for areas for 
improvement to ensure appropriate and transparent arrangements are in place in the 
immediate aftermath of deaths in custody within Scottish prisons and YOIs, including 
deaths of prisoners whilst in NHS care.  The review will include consideration of 
deaths of prisoners whether on remand or following conviction. 
 
The review will: 
 

 examine the policies, training and operational procedures in place within the 
Scottish Prison Service (SPS) and NHS relevant to deaths in custody.  This 
will include arrangements in the immediate aftermath of a death in custody, 
including the identification and preservation of relevant evidence and the roles 
and responsibilities of management and individual staff involved in such 
incidents. 

 

 examine the arrangements within the SPS and NHS for the immediate Critical 
Incident Response & Support (CIRS) process and the subsequent joint 
Deaths in Prisons Learning, Audit & Review (DIPLAR) process.  The DIPLAR 
process is intended to enable areas for improvement and potential learning to 
be identified following a death in prison custody (including where the death 
occurs in hospital) in advance of an FAI.  The review should examine the 
consistency and differences between previous FAI determinations and 
recommendations and learning arising from the DIPLAR process. 

 

 examine the openness and transparency of arrangements following a death in 
custody, including communication with family members. 

 

 examine the support arrangements in place for families, SPS and NHS staff 
and others affected by deaths in custody.  

 

 examine the views of families impacted by a death in prison custody including 
preventative approaches which can enable families to raise concerns 
regarding family members in prison.  

 
The review will draw on evidence from other previous reports and reviews within and 
external to the SPS and NHS.  This should include consideration of the development 
of the DIPLAR process and relevant findings and recommendations arising from the 
published reviews by Dr. Briege Nugent and the Expert Review of the Provision of 
Mental Health Services for Young People at HMP YOI Polmont (May 2019). 
 
The Lord Advocate is the independent head of the system for the investigation of 
sudden and suspicious deaths and COPFS carry out that work on his behalf.  The 
process for any potential criminal investigation or the investigation of deaths by 
COPFS are outwith the remit of the review.  The independent Inspectorate of 
Prosecution in Scotland carried out a thematic review of COPFS arrangements for 
Fatal Accident Inquiries in 2016, and completed a follow up review, which included 



arrangements for FAIs arising from deaths of young people in custody, in 2019, both 
with relevant recommendations. 
 
The review will not consider or comment on the circumstances of individual deaths in 
custody which are the subject of on-going investigation by COPFS or have not yet 
been the subject of an FAI or where there has been a FAI, no determination has yet 
been issued. 
 
It will not consider the deaths of people in police custody or following formal release 
from prison. 
 
 


