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20 May 2020 
 

Dear Margaret, 
 
UPDATE ON THE INDEPENDENT REVIEW INTO THE HANDLING OF DEATHS 
IN PRISON CUSTODY  

 
I wrote to you in November to inform you that I had asked Her Majesty’s Chief 
Inspector of Prisons for Scotland (HMCIPS) Wendy, Sinclair-Gieben in accordance 
with section 7(2)(d) of the Prisons (Scotland) Act 1989 to undertake a review into the 

handling of deaths in prison custody.  
 
I instructed the review to enable the identification of and to 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. 
 
In addition to HMCIPS, I announced in November that Professor Nancy Loucks 

OBE, Chief Executive of Families Outside will provide external expertise to inform 
the views of support for families and will join HMCIPS in co-chairing.  I can now also 
confirm that Judith Robertson, Chair of the Scottish Human Rights Commission 
(SHRC), will also co-Chair the review to ensure that an independent human rights-

based perspective is firmly built into the review.    
 
The SHRC will conduct a comprehensive analysis of the relevant human rights legal 
standards, at both the European and international levels. 

HMCIPS and the co-Chairs will meet on the 20 May to take forward progress on a 
revised Terms of Reference (ToR) which embed human rights principles and 
analysis into the review.   I have attached the ToR for your information.    
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Some preliminary work for the review commenced in February and to date the 
following has been progressed:  

 The literature review is in the final stages of being commissioned. 

 The policy review of the SPS and NHS policies and procedures is underway 
and despite the significant pressure the SPS and NHS are under, the response  
for information have been received and are being mapped and analysed by a 

small short life working group 
  

Committee Members will be acutely aware of the unprecedented operational 
challenges facing our prison, court and health services at present.  Due to these 

unforeseen circumstances and the considerable impacts of the COVID-19 outbreak 
and lockdown on the ability to consult, I expect to receive the review report in early 
2021. The review will require substantive consultation and analysis of the records of 
health partners, the Scottish Prison Service and COPFS and understandably, 

HMCIPS does not want to put additional pressures on these organisations during 
this time.  
 
 
There has also rightly been a need to suspend action to engage families.  

Professor Loucks has been leading efforts to engage families and gain their 
perspective on how deaths in custody are handled, whether more could be done to 
support families affected by a death in custody, and the families’ views on preventing 
a death in custody. It is hoped that this important element of the review can 

commence once lockdown measures are eased.   
 
I would be happy to keep you informed of progress throughout the remainder of this 
year. I trust this update was 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  

Judith Robertson, Scottish Human Rights Commission  
Teresa Medhurst, Scottish Prison Service   



 
Independent Review into the Handing of Deaths in Prison Custody 

 
Terms of Reference 

 

On 7th November 2019, the Cabinet Secretary for Justice requested HM Chief 
Inspector of Prisons, Wendy Sinclair-Gieben in accordance with section 7(2)(d) of 
the Prisons (Scotland) Act 1989  to undertake a review into the handling of deaths in 
prison custody. 

 
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.  All stages of the 
review will be grounded in relevant human rights standards. 
 

The review will: 

 Conduct a comprehensive analysis of the relevant human rights legal 
standards, at both the European and international levels.   

 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 in the aftermath of a death in custody, including 
current processes 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 as well as the previous 
Self-Inflicted Death in Custody: Audit, Analysis & Review (SIDCAAR) 
Guidance.  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. To make 
recommendations for future practice, based on all of the above; 

 Examine the support arrangements in place for families, SPS and NHS staff 

and others affected by deaths in custody; and 

 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, including evidence gathering and engagement with all stakeholders, will 
be underpinned by human rights standards throughout, and 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 out with 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 an FAI, no determination has 
yet been issued.  It will not consider the deaths of people in police custody or 
following formal release from prison. 

 


