
Response to the Independent Review of Deaths and 
Serious Incidents in Police Custody call for 
submissions  
 

Responding Organisation/Individual: Cassandra Cameron, Policy Advisor, NHS 

Providers (www.nhsproviders.org) 

……………………………………………………………………………………………… 

Which of the following best describes you, your organisation or professional 

interest? Please select one option:  

a. Bereaved family/affected individual 

b. Police force  

c. Police and Crime Commissioner (PCC)  

d. Voluntary sector / community organisation  

e. Government department or agency  

f.  Academic institution or think tank  

g. Representative body  

h. None – I am responding as a member of the public  

i.  Prefer not to say  

j.  Other (please specify) …………………………………………………………………… 

 

In which of the following areas are you based? Please select one option:  

a. East Midlands  

b. East of England  

c. Greater London  

d. North East England  

e. North West England  

f. South East England  

g. South West England  

h. Wales  

i. West Midlands  

j. Yorkshire and the Humber  

k. Prefer not to say  

l. Other (please specify) …………………………………………………………………… 

  

http://www.nhsproviders.org/


Consultation Questions: (Please note the boxes will expand as you type in them) 

You do not have to answer every question. 

1. In what ways could the risk of death/serious incidents in police custody be 
avoided? 

 

 Mental ill-health is a common characteristic amongst individuals who die in, or 
shortly following, police custody (Police Custody as a “Place of Safety”, IPCC, 
2008). As recommended in that report and more recently in CQC’s report on 
NHS mental health crisis care, Right Here, Right Now (June 2015), well-
informed and appropriate commissioning of mental health crisis care services 
and qualified personnel at local level are critical to ensuring that: 

o police cells are not used as places of safety for people detained under 
s.136 of the Mental Health Act 1983 (MHA) in all but the most essential 
and unavoidable circumstances and  

o that, in such circumstances, access to approved mental health 
professionals (AMHPs) and medical personnel are facilitated as the 
highest priority.  

 Fundamentally then, the availability of alternative appropriate places of safety 
to custody for mental health service users could assist by ensuring that 
people at risk of death in custody do not end up there in the first place.  
 

2. What actions could be taken by the police to avoid or reduce the risk of 
death/serious incidents following or as a result of police use of force, with 
particular reference to the use of restraint? 

 The Mental Health and Restraint Reference Group, coordinated by the 
College of Policing, has developed an MoU between national police and 
health partners to guide the engagement of police in NHS mental health 
inpatient settings when it is assessed by the health staff that restraint is 
necessary and beyond the capability of the health staff to respond given the 
assessment of risk to the individual, other service users and staff.  

 The MoU is designed to ensure that police restraint is only engaged as a 
means of last resort, and that wherever possible de-escalation techniques are 
employed by both police and health partners to defuse the situation in a 
manner that is non-threatening and does not pose potential health risks to the 
individual or to staff. The work of this group has established that locally 
tailored arrangements between police forces and health partners are essential 
to building a shared understanding of the circumstances and protocol for 
engaging police to deploy restraint and what post-incident review processes 
should take place in order to learn from and prevent where possible further 
incidents.  

 In the context of this work, research has been undertaken to explore various 
means of restraint and the health implications particularly for people in mental 
health crisis. The College of Policing-led MoU is in final stages of completion 
and we recommend the Independent Review engage with this work to ensure 
that the learning and recommendations are incorporated and supported.  

 The Crisis Care Concordat has served a useful framework for building these 
relationships at local level and we encourage its ongoing support and 
facilitation by national bodies to continue delivering the commitments of the 

https://www.ipcc.gov.uk/page/mental-health-police-custody
http://www.cqc.org.uk/content/new-report-looking-peoples-experience-care-during-mental-health-crisis
http://www.crisiscareconcordat.org.uk/about/


Concordat.  

3. What actions could be taken by the Police and other organisations to reduce 
the risk of self-inflicted deaths within 48 hours of police custody? 

 Ensure that individuals exhibiting signs of mental health crisis are given 
access to suitably qualified health and mental health personnel as soon as 
possible for assessment and health checks and that clear record keeping is 
kept to indicate how effectively this has happened, and any delays or barriers 
to early access to health personnel.  

4. To what extent is mental health a factor and how do you think this should be 
addressed? 

 As discussed above, the work of the people exhibiting mental health crisis are 
at significantly greater risk of suffering psychological distress and physical 
harm from physical restraint and are disproportionately represented amongst 
individuals who die in custody or shortly following police custody.  

 People with severe and enduring mental illness who end up in police custody 
do so often because they have ‘fallen through the gaps’ of the system or face 
barriers to accessing high quality mental health crisis care when they need it.  
The recommendations of the NHS England Mental Health Taskforce, the 
Royal College of Psychiatrics Commission in to Acute Adult Psychiatric Care, 
the aforementioned CQC report on crisis care, the Crisis Care Concordat and 
the aforementioned IPCC report on mental health and police custody all 
emphasise the necessity of ensuring appropriate commissioning and 
resourcing of mental health crisis services and mental health professionals to 
ensure that individuals have timely access to help in appropriate settings. 

 Appropriate alternatives for a place of safety will depend upon the 
requirements of the individual at the time the police encounter them. Accident 
and Emergency care is the best pace of safety for those exhibiting mental and 
physical problems; mental health places of safety for those with mental health 
needs - including appropriate places for children and for people with learning 
disability. These need to be staffed appropriately as well taking into account 
the legislative requirements for vulnerable adult and children safeguarding 
under the Mental Health Act and the Mental Capacity Act.   
  

5. To what extent is ethnicity a factor, why, and how do you think this should 
be addressed? 

 

 Ethnicity and, specifically, the over-representation of people from BAME 
backgrounds in custody and mental health is a recognised, though not well 
understood, factor. Research has found that in England, Black / Ethnic 
Minorities are more often: 

 Compulsorily detained under M. H. Act 

 Admitted as ‘Offender Patients’ 

 Held by police under S. 136 of  M. H. Act 

https://www.england.nhs.uk/mentalhealth/taskforce/
http://www.rcpsych.ac.uk/policyandparliamentary/commission.aspx


 Transferred to locked wards 

 Strategies should include ensuring that Police are working closely with local 
mental health services providers and engage local community representatives 
in outreach and de-stigmatisation campaigns around mental health; training 
and education for police and health workers on BAME specific issues; 
increased recruitment of BAME background people into clinical roles.  

   

6. To what extent are drugs/alcohol a factor and how do you think this should 
be addressed? 

 

 Drug and alcohol abuse is common amongst people with serious mental 
illness, and individuals experiencing mental health crisis can fail to access 
appropriate care. Improving the commissioning and delivery of services for 
people with co-existing mental health and drug or alcohol misuse problems is 
a priority under the Crisis Care Concordat and Public Health England has 
recently consulted on commissioning guidance to support this. Police and 
local health and social services partners should be encouraged to work 
together ensuring links with substance misuse providers for dual diagnosis as 
these services are contracted for by Local Authorities not health – the 
commissioning guidance from PHE should be encouraged and supported 
through the Crisis Care Concordat arrangements at local level. 

 

7. What specific considerations should be given to children and young people 
in custody to reduce risk of death/serious harm? 

 

 Safeguarding responsibilities for children (up to age 25) specified under the 
MHA and MCA. 

 The interim report of the Taylor Review into youth justice in England found 
that “the inappropriate use of police detention for children experiencing mental 
health crises and requiring a place of safety remains a concern. The close 
involvement of health professionals, including Children and Adolescent Mental 
Health Services (CAMHS), is essential if children are to get the support they 
need and the police are quickly able to pass such cases to the relevant 
professionals.” The final report is due this summer and it will be important to 
ensure that any recommendations for closer cooperation between police, local 
authorities and mental health services are sufficiently resourced and 
embedded into existing strategies such as the Crisis Care Concordat.  
 

8. Are there any other issues that affect other vulnerable groups? 

 

 Research shows that people in prison who have learning disabilities are five 
times more likely than other prisoners to experience control and restraint, 
three times more likely to experience segregation and three times more likely 
to have depression or anxiety. Appropriate and specialised services for this 
population are essential to ensure that their often highly complex care needs 
are met. At present there is a national strategy, Transforming Care, led by 
NHS England, focused on moving care of people with learning disabilities 
from mental health inpatient wards into the local community, and to reduce 
the number of learning disabilities beds in mental health trusts across 

https://www.gov.uk/government/publications/review-of-the-youth-justice-system
https://www.england.nhs.uk/learningdisabilities/care/


England. We support the underlying intent of this strategy but emphasise that 
learning disabled people who have come into contact with the criminal justice 
system often require highly specialised and trained care on dedicated wards. 
Reducing these facilities as available places of safety without due 
consideration of other parts of the system (such as criminal justice) may result 
in inappropriate police custody and out of area placements – which in 
themselves bring complications for quality of care and the individual’s ability to 
remain close to their family and carers. This is a complex area of mental 
health care and we offer to facilitate further evidence for the Independent 
Review, if helpful, from our members who provide forensic care for people 
with learning disabilities.  
 

9. Do you have any suggestions on how the police and other agencies could 
improve the ways in which they work together so as to prevent or reduce the 
risk of deaths and serious incidents? For example, medical services within the 
police station, the ambulance service, mental health detention services, mental 
health community services, drug and alcohol support services. 

 

 We would reinforce the value of the Crisis Care Concordat as a model of local 
partnership and cooperation to support people in mental health crisis so as to 
reduce the risk to people experiencing mental health crisis and the likelihood 
of them requiring assistance from police.  

 The MoU between police and health partners on the engagement of police in 
mental health settings to use restraint is built on cases of good practice 
locally. 

 Post-incident review amongst partners is critical to ensure shared learning 
and agreed actions to address areas of needed improvement to reduce risk to 
individuals and staff.  
 

10. Official investigations into deaths, from immediate aftermath to final 
conclusions, sometimes fall short of families’ needs and expectations. If so 
why do you think this is, with particular reference to: 

 
a. Family liaison 
b. Police statements in the media 
c. IPCC investigations 
d. Role of the Crown Prosecution Service and the criminal justice 

process 
e. Coroners’ inquests 
f. Police misconduct and disciplinary process 
g. Investigations by NHS Trusts or other medical healthcare providers 
h. Role of the Health and Safety Executive 

 
n/a 

11. In what ways could family experience, involvement and support be 
improved at all stages after a death has occurred? 



 
Families and carers should be involved in post-incident or death review so that they 
ensure that any early risks or warning signs can be identified that were not heard or 
taken account of appropriately. Post incident or death reviews by Police should 
mirror the framework of investigations in health that attempt to involve carers to 
ensure that any investigation tries to answer their questions as well as ensuring 
lessons are learnt in order to avoid a repeat incident. 
 

12. If someone you know has died in such circumstances or if you have had an 
experience in police custody that resulted in, or could have resulted in, 
serious illness, injury or self-harm please set out what happened at each stage 
of the incident. What went wrong and what could have been done differently? 

 
n/a 

13. What could be done to improve accountability on the part of the police in 
relation to deaths and serious incident in police custody? 

 
n/a 

14. What could be done to improve sustained learning from deaths and serious 
incident in police custody? 

 
Comprehensive incident review involving all stakeholders involved in the incident 
including police and health staff, families and carers, supported by consistent 
approaches to documentation about serious incidents, and an agreed plan of action. 
If possible and appropriate, involving the individual concerned to understand what 
happened from the service user perspective is essential for developing an 
understanding about how mental health crisis can impact upon a person’s ability to 
behave in an ‘appropriate’ way from the perspective of police. Serious incidents 
should be reported at system level to all partners along with agreed action plans and 
responses that facilitate learning across the system. 
 

15. How can there be more effective implementation of learning and 
recommendations arising from investigations and inquests into deaths? 

 
As above. Police and health developing a common framework and approach to 
review of serious incidents and death would enable information to be shared across 
the system to facilitate learning.  

16. We need to learn where things have gone wrong, but we can also learn 
from things that have worked well. Do you have any examples of good practice 



which has lead to positive outcomes? This could be in preventing a death or 
serious incident, the family involvement in the investigation and/or its 
outcome? 

 
There is concerted effort underway to drive learning and improvement from serious 
incidents in the health sector; a growing number of mental health services providers 
have developed skills in quality improvement science that help them to 
systematically review and identify learning and improvement opportunities from 
serious incidents. CQC is about to commence a review of how NHS trusts learn from 
deaths of patients and service users in their care and there may be good practice 
examples from health partners identified in this work that could offer learning and 
guidance to police on good practice.  
 

17. Are there any other comments you would like to make? 

About us: NHS Providers is the membership organisation and trade association for 
the NHS acute, ambulance, community and mental health services that treat patients 
and service users in the NHS. We have over 220 members – more than 90% of all 
NHS foundation trusts and aspirant trusts – who collectively account for £65 billion of 
annual expenditure and employ more than 928,000 staff.   

 

Please submit your response using the online survey. 
 
Alternatively you can answer the questions using this form, and send your response 
to the following e-mail address:  
DeathsInCustody.IndependentReview@homeoffice.gsi.gov.uk 
 
Or you can send it by post to:  
 

Independent Review 
c/o 6th Floor NW, Fry Building  
Home Office  
2 Marsham Street  
LONDON  
SW1P 4DF  

 
Responses must be received by 6 May 2016; we cannot undertake to consider any 

responses received after that date. 

 

http://www.cqc.org.uk/content/cqc-review-how-nhs-trusts-investigate-and-learn-deaths
http://www.cqc.org.uk/content/cqc-review-how-nhs-trusts-investigate-and-learn-deaths
https://www.nhsproviders.org/home
http://www.homeofficesurveys.homeoffice.gov.uk/s/GJECV/
mailto:DeathsInCustody.IndependentReview@homeoffice.gsi.gov.uk

