Kate Lampard, is the temporary chair of the Independent Advisory Panel on Deaths in Custody. Recruitment for a permanent chair is currently taking place.
[photo of Kate Lampard]
Foreword from the Chair of the Panel

In the last bulletin I explained that I would be looking at the Panel’s priorities and how the panel can best work together with the different departments to reduce the number and rate of deaths in state custody across all sectors. I have spent my last few months taking soundings from ministers, officials, members of the IAP and a wide variety of stakeholders. I am grateful to all of them for sharing their thoughts with me. It has allowed me to formulate proposals for improving the effectiveness of the cross ministerial arrangements for providing focus and leadership to the issue of reducing deaths in custody. These proposals are currently being considered by relevant ministers and I expect them to report on any changes to current arrangements in the near future. 

At the same time, I have been keen that the IAP’s important work in improving understanding of the issue of harm and death in custody continues. We have, for instance, recently published the latest figures of deaths in all custodial settings, will soon start work on collecting data for our next publication and are looking at potential new pieces of work, such as non-contact remote vital signs monitoring. 
I shall be leaving the panel soon and would like to thank the members of the Independent Advisory Panel and to the Secretariat for their work.
A summary of the progress of the review can be found on page 2.

Should you wish to comment on any of the issues affecting the panel or have any questions please contact the panel at iapdeathsincustody@noms.gsi.gov.uk.

Kate Lampard
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Review of the IAP 

In November we reported that a Triennial Review of the Panel was on hold pending the outcome of the strategic picture on prisons and their governance, but that in its place, a light touch stock-take of the panel’s work since 2009 was underway. In undertaking the stock-take and looking at the priorities for the panel the Chair of the IAP has talked to a wide range of interested parties and stakeholders as well as past and present panel members. Early on in these discussions it was decided that a review of the IAP could not be done in isolation and so the stock-take parameters were widened to take account of its relationship with the Ministerial Board, co-sponsors and the stakeholder group.  Also under scrutiny were the IAP and Ministerial Board terms of reference, considering in particular their relevance, purpose, transparency and influence.
These issues and others have been discussed and developed and a review paper has now submitted to the Secretary of State for Justice. Departmental Ministers will be discussing the review recommendations over the coming months and the outcome will be reported in the next bulletin in September. 
Update on Work of the IAP 
At their last meeting in March 2016, the panel looked in detail at each of their current work streams and discussed the value of continuing with them, looking at factors such as relevance, work being carried out, importance and impact. In view of the fact that a review was pending, the panel decided to take the co-sponsors views and get agreement on which activities should be put on hold and which, if any, could be considered as completed, either because they were no longer relevant or the duty for their discharge could now be handed to the department involved. This list has been submitted to the co-sponsors.

The following are IAP projects which, because of the factors considered above, continue to be taken forward:

I. Improvements to Person Escort Record (PER) process & practice in delivery of HMIP recommendations: the IAP noted concern about the level of police and clinical input into the development of the current PER forms and are in conversation with the team leading the work to take this forward.

II. Implement Panel recommendations to ensure adequate NHS England guidance on independent investigations of deaths of detained patients: NHS England have revised the Serious Incident Framework (SIF) and are trying for a more robust and transparent process. However, the IAP remain concerned about the lack of understanding of Article 2 by NHS England and the failure to address relevant issues in the guidance. 

III. Review available data and literature about SIDs of indeterminate sentenced prisoners and older prisoners to produce recommendations for effective risk management of this group. Following a meeting between NOMS and panel member Graham Towl, this project is likely to be amended to cover a wider remit than the categories listed above, and to draw comparisons with SIDs among prisoners in other countries in Northern Europe. 
IV. Publish IAP 2015 annual statistical report on deaths in state custody: the IAP will be discussing content of the report in detail at their next meeting in June.  

More information about these work streams will be made available as the projects progress.
IAP analysis of recorded deaths in state custody 2000-2014

The Panel published its fifth annual bulletin on statistics of deaths in all state custody covering the period 2000-2014 in December 2014.

The main findings from this report were: 

· There were 8,129 deaths between 2000 and 2014. Of these, 73% were men (Number= 5918) and 27% (N= 2211) were women. 

· The majority of these deaths (59%) were patients detained under the Mental Health Act followed by prison settings with 34% of all deaths. 

· In 2014 there were 479 recorded deaths in state custody, a decrease of 15% from 2013. The largest cause of recorded death was related to natural cause followed by Self-Inflicted Deaths. 

· From 2000-2014 there were 1921 self-inflicted deaths across all settings, 1572 (82%) were men and 349 (18%) were women. The prison setting experienced the most self-inflicted deaths between 2000-2014, although this category decreased, as a proportion of overall deaths in prisons, from 55% in 2000 to 35% in 2014. 
The panel have worked consistently with the Care Quality Commission (CQC) over the last couple of years to reconcile annual data provided to the panel. This resulted in a data cleansing exercise by the CQC with data amended for the years 2010-2013. As a consequence of this, and the removal of the numbers and details of patients who died while subject to Community Treatment Orders and Guardianship Orders, the tables on deaths of detained patients in the latest report contain a smaller number of records than those previously reported. 
A full copy of the report can be found here: http://iapdeathsincustody.independent.gov.uk/wp-content/uploads/2015/12/IAP-Statistical-Analysis-of-recorded-deaths-in-state-custody-between-2000-and-2014.pdf. 
Meetings 

Panel Meeting – December 2015

The panel met on 8th December with Kate Lampard chairing the meeting.  Items discussed included non-contact remote vital signs monitoring technology and the publication of the Annual Statistics of Deaths in Custody by the IAP.  Two panel members recently organised and run a working group regarding acute behavioural disorder (ABD); this resulted in the establishment of a multi-stakeholder group who were now in the process of preparing a document of best practice guidance.  The National Preventative Mechanism was also discussed among the members.
Copy of the full minutes can be found on the IAP website:
http://iapdeathsincustody.independent.gov.uk/wp-content/uploads/2016/04/Minutes-of-IAP-meeting-Dec-2015.pdf
Ministerial Board – March 2016

The Ministerial Board on 1 March 2016 was chaired by Andrew Selous, MP. The Board heard from Dame Elish Angiolini on the Home Office Review of deaths and serious incidents in police custody; the sponsoring departments gave updates on their latest statistics and actions on reducing deaths in custody; Professor Louis Appleby spoke about the wider trends in self-inflicted deaths and what bearing this had on the trends for those in custody. The MOJ gave an update on the Government response to the Harris Review and the Minister asked that Lord Harris be invited to the next meeting to discuss the Review and its recommendations in more detail. The Chief Coroner submitted a set of proposals for the Board to consider as priority areas to be taken forward in 2016 – the Board will be considering these and others at future meetings. 
Board minutes will be uploaded onto the website after they have been ratified at the next Ministerial Board in June.
Panel Meeting – March 2016

The IAP met on 9th March 2016.  Items on the agenda included discussion a demonstration of the non-contact vital signs technology for panel members; summary care records related to police custody and the recently published ‘Prisoner mental health and early days in custody’ from the PPO. The chair also gave an update of discussions that had taken place at the Ministerial Board on deaths in custody. The panel had a lengthy discussion about current work-plans, with a view to deciding which activities should be continued or put on hold and which could now be considered to be completed.
A copy of the minutes will be uploaded after they have been agreed at the next meeting.
Practitioner and stakeholder group
There are currently approx 150 members of the practitioner and stakeholder group, drawn from inspectorate and investigative bodies, lawyers, Third Sector organisations, families, academics and practitioners from the custodial sectors.  The Panel would like to encourage practitioners from a range of organisations, particularly mental health settings, as well as families to join the group.  

As a member of the group you can expect to receive the IAP regular mail-shots with links to relevant news and publications from across the sectors; updates from the IAP website and invitations to stakeholder events.

If you would like to join the practitioner and stakeholder group please contact the Secretariat at iapdeathsincustody@noms.gsi.gov.uk.
IAP learning library

The Secretariat acts as a resource for the sharing of learning and information about the means of preventing deaths in custody.  In June 2011, the Secretariat launched the IAP’s Learning Library, which contains learning documents from the criminal justice agencies and third sector organisations which may have cross sector applicability.  We are currently reviewing the content of the Learning Library. If you think there are documents that should be included, please contact the Secretariat via iapdeathsincustody@noms.gsi.gov.uk.  

The Secretariat

The Secretariat acts as support to the Independent Advisory Panel and the Ministerial Board for Deaths in Custody. They are:
Andrew Fraser - Head of Secretariat

Kish Hyde – Deputy Head of Secretariat

Angie Hinksman – Secretariat Support

NEWS 

ANNUAL REPORTS AND STATISTICS
Independent Advisory Panel – Annual Statistics of Deaths in Custody 

This report provides an analysis of all recorded deaths that occurred in Prisons, in or following Police Custody, Secure Training Centres/Secure Children’s Homes, Immigration Removal Centres, Approved Premises and deaths of those detained under the Mental Health Act (MHA) in hospital in England and Wales from 2000 to 2014. A descriptive analysis was undertaken and split into the following sections: prevalence of deaths in state custody, deaths by custodial setting in 2014 and Self-Inflicted Deaths from 2000-2014.

http://iapdeathsincustody.independent.gov.uk/wp-content/uploads/2015/12/IAP-Statistical-Analysis-of-recorded-deaths-in-state-custody-between-2000-and-2014.pdf 

Youth Justice Board – Safeguarding Report

This report provides a compendium of information and resources for anyone who wants to know about safeguarding incidents in the youth justice system over the past two years. It draws together information about lessons learnt from a variety of safeguarding incidents and provides practitioners and managers with sources of information to support practice improvement and stronger arrangements for the safeguarding of children.
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/486686/Safeguarding_Report.pdf 

HM Inspectorate of Prisons - Sixth Annual Report of the United Kingdom’s National Preventive Mechanism, Monitoring places of detention
This annual report describes the work of the 20 inspection and monitoring bodies that make up the UK National Preventive Mechanism (NPM). The NPM fulfils the UK’s obligations arising from its status as a party to the Optional Protocol to the Convention Against Torture and other Cruel, Inhuman or Degrading Treatment or Punishment (OPCAT) to ensure the independent, preventive monitoring of all places of detention and carry out other effective preventive measures. The report focuses on solitary confinement and isolation, the most restrictive form of custody any NPM member monitors and the progress the NPM itself has been able to make in strengthening its own governance and http://www.nationalpreventivemechanism.org.uk/wp-content/uploads/2015/12/NPM-Annual-Report-2014-15-web.pdf 

IPCC – Deaths during or following Police contact, statistics for England and Wales 2014-15

This report presents figures on deaths during or following police contact that happened between 1 April 2014 and 31 March 2015. It provides a definitive set of figures for England and Wales and an overview of the nature and circumstances in which these deaths occurred.

https://www.ipcc.gov.uk/sites/default/files/Documents/research_stats/Deaths_Report_1415.pdf 

Youth Justice Board - Youth Justice Statistics 2014/15 
This publication looks at the English and Welsh Youth Justice System (YJS) in the year ending March 2015 in terms of the number of young people in the system, their offences, outcomes and the trends over time. For the first time, the publication includes statistics on the use of force as recorded under the Minimising and Managing Physical Restraint (MMPR) System, which is used in parts of the youth secure estate.

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/495708/youth-justice-statistics-2014-to-2015.pdf
LEARNING

PPO – Prisoner Mental Health, Learning from PPO investigations

Mental ill-health is one of the most prevalent and challenging issues in prisons and is closely associated with the depressingly high rates of suicide and self-harm in custody. This thematic review considers the lessons learned from the PPO’s independent investigations into deaths in prisons, where the prisoner had been identified as having mental health needs before their death.
http://www.ppo.gov.uk/wp-content/uploads/2016/01/PPO-thematic-prisoners-mental-health-web-final.pdf#view=FitH 

PPO – Early days and Weeks in Custody, Learning lessons bulletin

 The early days and weeks of custody are often a difficult time for prisoners and periods of particular vulnerability for those at risk of suicide. The Prison Service has introduced reception, first night and induction processes to help identify and reduce this risk. Some prisoners have obvious factors, such as mental ill-health or a lack of experience of prison, that indicate that they are at heightened risk of suicide, 
http://www.ppo.gov.uk/wp-content/uploads/2016/02/PPO-LearningLessons-Bulletin-Fatal-incidents-issue-10-early-days-and-weeks-in-custody_Final_digital.pdf 

GUIDANCE

Care Quality Commission – Monitoring the Mental Health Act 2014/15

The Mental Health Act 1983 (MHA) was used more than 58,000 times to detain people between April 2014 and March 2015. This is an increase of 10% on the previous year and the highest year-on year increase ever Given the increasing use of the Act, it is timely that the revised Code of Practice came into force in April 2015. The new Code incorporates many of the changes we recommended in response to the Department of Health’s external consultation. The Code provides clearer and stronger guidance on how to apply the MHA to make sure that people who experience mental ill-health and are subject to the Act get the right treatment, care and support.

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/483931/CQC_MHA_web_version.pdf 

The Independent Advisory Panel

Chair 

Kate Lampard 

Kate Lampard spent 13 years in practice as a barrister before moving into the public sector where she held a number of non-executive appointments. She now undertakes investigation and consultancy work related to organisational, management and service arrangements and their effectiveness. Kate worked on a lessons learnt report for the Secretary of State for Health arising from the publication of the Jimmy Savile investigations. 
Kate has previously been the chair of the South East Coast Strategic Health Authority, vice chair of the South of England Strategic Health Authority and a non-executive director and vice chair of the Financial Ombudsman Service Limited. She is a trustee of the Esmee Fairbairn Foundation
Panel Members
Stephen Cragg QC

Stephen Cragg is a barrister specialising in public law, and human rights and sits as a part-time judge for the mental health review tribunal. Stephen has been a member of the Independent Advisory Panel on Deaths in Custody since 2014. 

Matilda MacAttram

Matilda MacAttram is founder and director of Black Mental Health UK (BMH UK), a human rights campaigns group established in 2006 to raise awareness and address the stigma associated with mental illness in the UK’s African Caribbean communities.  Matilda has been a member of the Independent Advisory Panel on Deaths in Custody since 2014. 
Dinesh Maganty

Dinesh Maganty is Lead Consultant for intensive care for Birmingham and Solihull Mental Health NHS Foundation Trust Secure Care Services and a member of the National Clinical reference group for Health and Justice for NHS England. Dinesh has been a member of the Independent Advisory Panel on Deaths in Custody since 2014. 
Meng Aw-Yong

Dr Meng Aw-Yong is a practising Forensic Medical Examiner and Medical Director for the Met Police and is currently working in Emergency Medicine at Hillingdon Hospital.  Meng has been a member of the Independent Advisory Panel on Deaths in Custody since 2014. 
Graham Towl


Professor Graham Towl is Pro Vice Chancellor and Deputy Warden at Durham University. He is a Professor of forensic psychology and former Chief Psychologist at the Ministry of Justice. Graham has been a member of the Independent Advisory Panel on Deaths in Custody since 2014. 
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