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JUSTICE COMMITTEE 

SECURE CARE PLACES FOR CHILDREN AND YOUNG PEOPLE IN SCOTLAND 

SUBMISSION FROM LINDA AND STUART ALLAN 

 

We thank you for your condolences at the opening of the committees meeting on the 
28th May and for the subsequent evidence heard on the recent review of Mental Health 
in HMPYOI Polmont. You will be aware that we have been excluded from the review 
due to the anticipated Fatal Accident Inquiry into our daughter’s death. For this reason, 
we were very interested to hear the evidence presented to the committee. 
 
We thought it important to note several points of accuracy and omission from the 
discussion that took place. I refer specifically to the evidence given by the Chief 
Inspector of Prisons (HMCIPS), Dr Helen Smith, Mr Colin McConnell and Ms Lesley 
McDowell. 
 
1. Volume of ongoing reviews and need for central coordination 
 
HMCIPS highlighted the significant volume of reviews which potentially had a bearing 
on the work she was commissioned to lead. She omitted to refer to previous HMIPS 
inspections of HMPYOI Polmont and whether previous findings had any relation to the 
situation within HMPYOI Polmont at the time of her work.  

• 16 years ago, in 2003, HMCIPS noted issues with bullying and excessive 
amounts of time spent in cells. Health staff also noted accompanying paperwork 
required to be improved. 

• In 2004, HMCIPS made 10 recommendations and '52 points to note', including 
- young adults should not spend as much time in their cells; SPS should as a 
matter of urgency, introduce a quality assurance process to ensure that all 
healthcare documentation is transferred with prisoners; The practice of some 
staff shouting and swearing at young adults should stop immediately; Training 
for staff specific to the needs of young people. 

• 2012, 74 recommendations made. 4 Governors in 2 years; "The establishment 
regime does not encourage young people to engage in the most positive 
way...and should develop and put in place an appropriate policy and procedure 
for reducing and responding to bullying..."; NHSFV should take steps towards 
ensuring access to community based health records..." 

• 2014, "...There remain for HMPYOI Polmont challenges in addressing some of 
the issues from the full inspection report...inevitable tension between seeking 
to transform the YOs and maintaining control. A historical emphasis on the 
latter...work is still required to change the culture." 

• 2016,  "...we found a lack of engagement in the opportunities for many young 
men...the tension between security/control and care/learning...higher than 
average staff sickness absence levels...we found a widespread belief among 
staff at all levels throughout HMPYOI Polmont that the young men could not be 
trusted to behave responsibly. This led to a mindset that high levels of control 
needed to be exercised over them..." 
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We found it rather surprising that HMCIPS did not reference the chronic prevailing 
culture within HMPYOI Polmont, evidenced in reports as far back as 2004. We were 
also surprised to hear Mr Colin McConnell refer to Polmont being on an 'improvement 
journey', we would like to suggest not much 'improvement' is evident in this 16-year-
old journey. 
 
2. Uptake of 'leading edge' opportunities 
 
In her evidence, HMCIPS stated that 'it is a difficult one' to answer referring to why 
young people do not leave their cells to attend the available opportunities in Polmont, 
she made no reference to the prevailing culture in HMPYOI Polmont either within the 
reports she produced or during her evidence. The systemic bullying and drug culture 
within Polmont are critical factors in understanding why young people 'feel safer in 
their cells'. Undoubtedly there are a wide range of opportunities within Polmont, 
however these do not, in our experience reflect CfE as stated. CfE places the learner 
at the centre. Our daughter was a 3rd year undergraduate student who ran her own 
flat, held down a part time job and helped with looking after dependent grandparents. 
She was writing her honours dissertation on carceral geographies. At Polmont she 
was told she had 'too many books'. She attended 'life skills' and was taught how to 
bake cupcakes and was given a map of the world to colour in in education. Her 
experience was that the 'leading edge' opportunities negatively impacted on her self-
esteem.  
 
3. Population within HMPYOI Polmont and access to Mental Health care 
 
In her evidence, Dr Helen Smith spoke about the 'great' majority of young people in 
Polmont having ACEs, significant mental health issues, brain injury, 
neurodevelopmental disorders or a combination of these factors. She outlined the 
screening process in Polmont (as Lesley McDowell later did). However, neither 
detailed the screening tools utilised (nor is this referred to in the reports), whether they 
are effective or indeed evidence based.  
 
NICE have produced robust guidelines and screening tools for mental health in 
custodial settings - the SPS do not use these. They rely on the self-reporting of suicide 
ideation. SPS have conducted their own research whereby they were told by focus 
groups of prisoners that prisoners are reluctant to admit to suicide ideation for fear of 
being placed in a 'safe cell'. This is a cell which has a mattress on the floor and no 
ligature points. The individual is given specialised clothing (which stigmatises them) 
and bedding, all personal possessions are removed, and they are 'checked' at 15; 30- 
or 60-minute intervals (including throughout the night often by switching the cell light 
on). This is understandably viewed as 'punishment' and therefore they will not admit 
to suicidal thought. Access to medical care is problematic in HMPYOI Polmont. We 
had to engage the support of a solicitor for our daughter to be seen by a GP for her 
alopecia areata. As members of the committee will have now read, the reports 
describe the healthcare at Polmont as ‘poor’. Health Improvement Scotland (HIS) were 
sufficiently concerned that they returned to Polmont for two days following the 
inspection to assess progress made following concerns raised. They asked NHS Forth 
Valley to provide an improvement plan, requested an update within a month and 
informed NHS FV they would return to assess progress early in 2020. The reports 
provide a picture of a service in chaos; staff who do not attend MDT meetings, have 
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no line management or clinical supervision, requiring training in key areas of practice 
and were failing in basic duties such as assessment, care planning and clinical note 
taking. A staffing crisis exists with numerous vacant posts, lack of integrated working 
and breaches in the management of medicines. 
 
4. Availability of Information  
 
As mentioned earlier, some 16 years have passed since HMCIPS highlighted 
concerns regarding information sharing within HMPYOI Polmont. The evidence and 
committee’s subsequent discussion focussed on the issues of protocols and 
information sharing agreements, which continue to be lacking. Neither HMCIPS, Dr 
Helen Smith nor Mr Colin McConnell or Lesley McDowell made any reference to the 
importance of speaking with family members when an individual is either remanded or 
sentenced. Whilst there will clearly be cases where it may not be in the best interest 
of the young person to do so, in many cases it may. Certainly, in our daughter’s case 
it would have perhaps even saved her life. HMCIPS stated at the beginning of her 
evidence that the review team had spoken with ‘families’, unfortunately the number of 
which are unknown. Within her report families stated that “…information about mental 
health can be difficult for families to access, ... In one instance, a young man was 
placed in a ‘safer cell’ on arrival. The family did not know what was happening and 
found it very difficult to get any information that explained the process. The SPS 
website was perceived to be poor and gave little guidance on how things work in 
practice… This lack of information exacerbated stress both for the family and for one 
young person, … Another family reported being constantly worried about her son’s 
physical and mental health, and delays in being able to see a physiotherapist to assist 
with a range of physical issues which were affecting their son’s ability to attend work, 
education or the gym …others suggested that the key concerns for families of 
prisoners in HMP YOI Polmont are drug use and possible bullying, which were a 
constant worry that contributed to their own stress…” The evidence heard at the 
committee did not reflect the significant issues of sharing information within Polmont, 
including between SPS and NHS staff. 
 
5. Social Isolation 
 
Within the review of Mental Health report it is noted that families were also concerned 
about social isolation “…the social isolation of being locked up for anything up to 23 
hours a day was mentioned by several families and perceived to be affecting the 
mental health of their young men, who were increasingly withdrawn and suffering low 
mood”. This is an excerpt from an email we received from our daughter whilst in 
custody 
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6. Talk to Me Strategy 

HMCIPS spoke of the need for a Scotland-wide mental health strategy which included 
the SPS. Lesley McDowell, in her evidence outlined the recent training that had taken 
place at Polmont, including ‘mental health first aid training to key staff’. No specific 
evidence was heard concerning the efficacy of the current Talk to Me strategy within 
the SPS. Launched in 2016, some five years following the transfer of health care from 
the SPS to NHS territorial boards, the strategy is only 3 years old. Unfortunately, the 
strategy lacks an evidence base, is not implemented consistently, relies mainly on the 
self-reporting of suicide ideation and makes no differentiation between planned and 
impulsive suicide. The strategy highlights that assessment is a ‘dynamic’ process and 
individuals should be reassessed if any change is noted, if they have been transferred 
or appeared in court (in person or via video link). It emphasises the use of ‘concern 
forms’ which anyone should complete to raise any issues that may have a detrimental 
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impact on the young persons mental health. Our daughter was not assessed following 
an appearance at court to withdraw an appeal against sentence, nor were any concern 
forms completed, despite raising numerous concerns with staff.  

7. Suicide rates 

Both HMCIPS and Lesley McDowell gave evidence concerning suicide rates and the 
reliability of data. Ms McDowell stated that the SPS consider suicide rates to be ‘static’. 
This is inaccurate. HMCIPS stated that there doesn’t appear to be an increasing trend 
in suicides. This is also inaccurate. The HMCIPS report suggests a discrepancy 
between two data sets. Lesley McDowell quoted suicide rates from SPS analysis, 
stating that SPS gather suicide rates on a 3-yearly basis as the numbers are small. 
The committee may be aware that Stuart and I conducted our own research. We 
published the actual data on suicide rates within the SPS (using their publicly available 
data). The SPS wait years on FAI determinations confirming cause of death, yet in 
most cases death certificates are available to families a few days following a death. 
This is an extract from our work. 

 

 

 

 

 

 

 

 

 

 

 

 

 8. Fatal Accident Inquiries 

The issues we have previously highlighted concerning FAI recommendations were 
discussed. Lesley McDowell stated that there have only been 2 FAIs in the last 64 
which made any formal determination. She is correct, both were concerning the 
murder of prisoners within the SPS. Lesley McDowell and Colin McConnell would of 
course have been aware of the impending publication of the FAI of Allan Marshall, 
which also has made formal recommendations. The work we carried out was a review 
of the 50 most recent published FAI determinations available on the Scottish court’s 
website as of December 2018. 31 were deaths in custody, 16 of which were deaths 
by suicide. The point we have made is NONE of the 16 FAIs into deaths by suicide 
made any formal recommendations. Mr Colin McConnell stated that it would be helpful 
if ‘the specifics could be spelled out’. We are happy to do so for the last 50 FAIs.  
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The two determinations which made formal recommendations were as follows:  

Raymond Gavin, age 52, murdered HMP Kilmarnock in 2015 

Determination stated “Section 6(1) of the Act – any facts which are relevant to the 
circumstances of the death: (paraphrased) 

(i) Inadequate communication between the Nurse and GP 
(ii) Recording of observations (clinical) sub optimal 
(iii) NHS A&A to consider the requirements for the delivery of General Medical 

Practitioner services to the prisoners detained within HMP Kilmarnock and 
to the specification of the required services in the successor to the existing 
contract 

Colin Donald Penrose, age 22, murdered HMP Barlinnie in 2016 

(i) A reasonable precaution whereby the death of Colin Donald Penrose might 
have been avoided, would have been for a bullying marker to have been added 
on the SPS PR2 system as a consequence of the assault perpetrated at 
HMYOI Polmont on 30 July 2012 (NB this is 8 years after HMCIPS highlights 
the problem with bullying at Polmont and 2 years prior to HMCIPS 2014 follow 
up inspection report which states “ he SPS anti-bullying strategy is not utilised 
in HMPYOI Polmont, deemed unsuitable for use with young offenders…a 
community safety unit are developing a policy due to be implemented by June 
2014…”)1 

(ii) A defect in any system of working which contributed to the death was that, prior 
to his death, no adequate guidance or training was available to SPS staff in 
relation to the recording of entries within a prisoners Risk and Conditions on 
the SPS PR2 system 

(iii) The other facts which are relevant to the circumstances of the death of Colin 
are as follows:  

(a) By no later than May 2013, by way of the report prepared by their 
operational auditors, SPS were aware of problems across their PR2 
computer record system in relation to the quality of entries on prisoners 
Risk and Conditions records. SPS were aware that the problems were 
most acute in relation to bullying where entries were generally very poor. 

(b) SPS did not act in relation to those failures prior to the death of Colin 
Donald Penrose.  

“Where circumstances dictate that an individual is deprived of his or her liberty, SPS 
is under a clear statutory duty to conduct their undertaking in such a way as to ensure 
so far as is reasonably practicable that prisoners are not exposed to risk to their health 
or safety (see S.3 of the Health & Safety at Work etc. Act 1974).”2 

The death of Colin Donald Penrose required SPS to improve their systems and 
processes concerning bullying and the recording of incidents of bullying, yet evidence 
remains that such systems have not improved and remain a contributory factor in 
avoidable death in custody. Our daughter was bullied from her third week in custody 
until her death.  

                                                           
1 HM Inspectorate of Prisons for Scotland Report on HMYOI Polmont, Follow-up Inspection 24-28 March 2014 
2 Determination by Sheriff Principal Turnbull 
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Mr McConnell will understand that the majority of FAIs into deaths in custody are heard 
in the absence of legal representation for the families of the deceased. Recent reports 
suggest that the SPS has spent seven times more money on solicitor fees in FAIs than 
bereaved families have received in Legal Aid. The total legal bill was £322,737 since 
the start of 2018 compared to just £46,000 in Legal Aid to bereaved families. Of 32 
completed FAIs since the start of 2018, just nine families received Legal Aid.  

In addition to the formal recommendations and in the absence of the same from FAIs 
as a result of death by suicide in custody surely the SPS has a moral obligation to 
consider the narrative of the determination. If so, the following can be found: 

1. Mr Kenneth Monk, age 34, died by suicide, HMP Kilmarnock, 2016. FAI states; 
“ (for consideration by Lesley McDowell) …future training might highlight the 
possibility that an individual who has reached a decision to take their own life 
may appear composed as a consequence of having settled on such a 
plan…there may be a question as to whether there is scope for greater 
engagement with next-of-kin when a prisoner is placed on ACT (at the risk of 
suicide)…”3 This was 2 years prior to our daughter’s death. 

2. Mr Raygen Merchant, age 17, died by suicide, HMPYOI Polmont, October 
2014. FAI states; “…there should be a procedure or protocol whereby 
information is shared with those with responsibility of caring for the prisoner…” 
This was 4 years prior to our daughter’s death 

3. Mr Anthony McMahon, age 46, died by suicide, HMP Edinburgh, August 2016. 
During the FAI CCTV footage was reviewed which highlighted 3 missed 
opportunities for observation of Mr McMahon on the morning of his death. This 
was 2 years prior to our daughter’s death. 

4. Ms Mandy Ross, age 46, died by suicide, HMP Edinburgh, March 2014. The 
FAI refers to Lesley McDowell’s evidence highlighting ‘missing’ paperwork from 
the healthcare risk assessment in Ms Ross’s records. This was 4 years prior to 
our daughter’s death 

5. Mark John Andrew Smith, age 23, died by suicide, HMP Perth, October 2015 
(the day he was admitted to custody). The FAI states (evidence by Lesley 
McDowell) “…prisoners tell that they feel worse if their own clothing and 
belongings are taken away from them as happens if assessed ‘at risk’. The 
special risk clothing is not warm, is uncomfortable and shapeless and identifies 
the wearer as a person who is at risk. Anti-ligature bedding is made from tough 
material and is a different colour from bedding of other prisoners. Anti – ligature 
pillows are made from solid foam and are not comfortable…prisoners do not 
always answer honestly questions asked about suicide ideation…”.4 The sheriff 
makes ‘observations’- 1) The SPS and the NHS should consider whether to 

                                                           
3 DETERMINATION BY SHERIFF PRINCIPAL DUNCAN L MURRAY, WS UNDER THE INQUIRIES INTO FATAL 
ACCIDENTS AND SUDDEN DEATHS ETC (SCOTLAND) ACT 2016 into the death of KENNETH ALEXANDER MONK 
4 DETERMINATION BY SHERIFF ALASTAIR CARMICHAEL UNDER THE FATAL ACCIDENTS AND SUDDEN DEATHS 
INQUIRIES (SCOTLAND) ACT 1976 into the death of MARK JOHN ANDREW SMITH 
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make it a mandatory requirement for nursing staff to check medical records at 
the reception assessment. 2) I hope the SPS and the NHS will consider putting  

this arrangement (the 
physical transfer of 
information on 
medication, mental 
health history, 
problems to the first 
night in custody staff) 
in place. The sheriff 
also states “…I 
strongly encourage 
the SPS/NHS to 
redouble their efforts 
to recruit nurses who 
are qualifies in the 
treatment of mental 
health and provide 
specific training in 
mental health to 

nurses who are in the SPS and who are not so qualified…” This was 3 years 
before our daughters’ death 

6. Jordan Barron, age 19, 
died by suicide, HMPYOI 
Polmont, July 2014. The 
FAI states “…Given that 
HMPYOI Polmont has a 
high intake of disturbed 
young men from socially 
and economically deprived 
backgrounds, perhaps 
further thought should be 
given by the NHS and SPS 
to their future aims towards 
mental health and 
behavioural issues of such 
inmates whilst within the 
prison setting and to supported care from other agencies on their release…”5 
Mr Barron was found to have unprescribed prescription medication within his 
bloodstream post-mortem. The SPS introduced several initiatives to ensure that 
lessons would be learned. This was 4 years prior to our daughter’s death. Katie 
was also found post-mortem with the same antidepressant medication as Mr 
Barron, she had not been prescribed this.  

 

                                                           
5 DETERMINATION BY SHERIFF LINDA SMITH UNDER THE FATAL ACCIDENTS AND SUDDEN DEATHS INQUIRIES 
(SCOTLAND) ACT 1976 into the death of JORDAN BARRON 
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Linda and Stuart Allan, parents of Katie Allan 


