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Foreword 
Taking a human rights based approach means grounding analysis and recommendations in the 

experiences of those affected by human rights issues. The Scottish Human Rights Commission 

is absolutely clear that Scotland will only improve its system of investigating deaths in 

detention if decision makers hear, truly listen to, and take account of the experiences of 

families who have had to go through this investigation process as it has functioned to date. 

That is why we took the decision to work with the legal charity INQUEST, drawing on their 

wealth of expertise and experience from work in England & Wales, to hold a Family Listening 

Day where we heard directly from people who have lost loved ones in detention in Scotland. 

It was my privilege to attend the Family Listening Day in October 2025 and meet families 

who have lost a relative in detention. Their stories were deeply moving and deeply 

ŦǊǳǎǘǊŀǘƛƴƎΦ ²ƘƛƭŜ ŜŀŎƘ ǇŜǊǎƻƴΩǎ ǎǘƻǊȅ ŀƴŘ ƭƻǾŜŘ ƻƴŜ ǿŀǎ ǳƴƛǉǳŜΣ Ƴŀƴȅ ƻŦ ǘƘŜƛǊ ŜȄǇŜǊiences ς 

such as poor treatment by State bodies, delays and a lack of communication ς were strikingly 

similar. 

My expectation is that this report, which captures the experiences of families whose loved 

one has died in detention in their own words, will have the impact it deserves to have on 

those with the responsibility and authority to change the system. 

Scotland has a very high rate of deaths in its places of detention, and these deaths are rising. 

This is unacceptable and is a grave human rights concern. That so many people die in our 

places of detention should alarm us all, and Scotland must do better. 

When a person enters a place of detention, whether that be prison, police custody, or mental 

health detention, responsibility for their care and their life lies in the hands of the State. The 

right to life, protected principally by Article 2 of the European Convention on Human Rights 

(ECHR), requires the State to refrain from unlawfully taking life and to take action to 

proactively protect life. Where deaths occur, human rights law requires that the State must 

conduct effective, transparent, independent and impartial investigations, with the 

ƛƴǾƻƭǾŜƳŜƴǘ ƻŦ ŀ ǇŜǊǎƻƴΩǎ ŦŀƳƛƭȅ ƻǊ ƴŜȄǘ ƻŦ ƪƛƴΣ ǘƻ ŜƴǎǳǊŜ ŀŎŎƻǳƴǘŀōƛƭƛǘȅ ŀƴŘΣ ŎǊǳŎƛŀƭƭȅΣ ǘƻ 

prevent future loss of life in similar circumstances. 

¢ƘŜ {Iw/ Ƙŀǎ ƭƻƴƎ ŀŘǾƻŎŀǘŜŘ ŦƻǊ ǊŜŦƻǊƳ ƻŦ {ŎƻǘƭŀƴŘΩǎ ǎȅǎǘŜƳ ŦƻǊ ƛƴǾŜǎǘƛƎŀǘƛƴƎ ŘŜŀǘƘǎ ƛƴ 

detention. My predecessor co-chaired the Independent Review into the Response to Deaths 

in Prison Custody, which reported in 2021. That Review recommended multiple, changes to 

the system. However, the terms of reference for the Review did not allow for explicit 

consideration of the Fatal Accident Inquiry (FAI) system. Since then, through the {Iw/Ωǎ 

continued work in this area, together with the growing evidence base of human rights denials, 
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it has become increasingly clear to the {Iw/ ǘƘŀǘ {ŎƻǘƭŀƴŘΩǎ C!L ǎȅǎǘŜƳ Ƴǳǎǘ ōŜ ǎƛƎƴƛŦƛŎŀƴǘƭȅ 

and quickly reformed.  

I welcome the ongoing independent Review of the FAI system, instructed by the Cabinet 

Secretary for Justice and Home Affairs and led by Sheriff Principal Abercrombie. Sheriff 

tǊƛƴŎƛǇŀƭ !ōŜǊŎǊƻƳōƛŜΩǎ wŜǾƛŜǿ Ƴǳǎǘ ƭŜŀŘ ǘƻ ƳŜŀƴƛƴƎŦǳƭ ŎƘŀƴƎŜ ŀƴŘ ŀŎǘƛƻƴΦ ²Ŝ ǎƛƳǇly 

cannot continue in this seemingly endless cycle of new reviews and recommendations while 

deaths in detention continue to rise. 

We need to see policy and system change in Scotland, and ultimately, the goal must be to 

ǎǘƻǇ ǇǊŜǾŜƴǘŀōƭŜ ŘŜŀǘƘǎ ƛƴ {ŎƻǘƭŀƴŘΩǎ ǇƭŀŎŜǎ ƻŦ ŘŜǘŜƴǘƛƻƴΦ tǊŜǾŜƴǘƛƻƴ ƛǎ ǿƘŀǘ ŘǊƛǾŜǎ ŀƴŘ 

underpins human rights legal standards around the response to deaths in detention and must 

be the collective goal of government and duty bearers.  

I end by thanking the INQUEST team for 

their work, and most importantly thanking 

everyone who let us listen to their stories.  
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About the Scottish Human Rights 

Commission 

Our purpose 

²Ŝ ŀǊŜ {ŎƻǘƭŀƴŘΩǎ ƘǳƳŀƴ ǊƛƎƘǘǎ ǿŀǘŎƘŘƻƎΦ ²Ŝ ŀǊŜ ǘƘŜ bŀǘƛƻƴŀƭ IǳƳŀƴ wƛƎƘǘǎ Lƴǎǘƛǘǳǘƛƻƴ ŦƻǊ 

Scotland, with "A" status accreditation from the UN.  

Our job is to work with people and communities to understand their experiences, hold public 

bodies to account where human rights are not upheld, and help them to do better. 

Our vision 

A fairer Scotland where human rights are respected, understood, and where there is justice 

when things go wrong. 

Our mission 

¢ƻ ōŜ ŀ ǎǘǊƻƴƎ ƛƴŘŜǇŜƴŘŜƴǘ ŀǳǘƘƻǊƛǘȅ ǘƘŀǘ ǿƻǊƪǎ ŎƻƭƭŀōƻǊŀǘƛǾŜƭȅ ǘƻ ǳǇƘƻƭŘ ŜǾŜǊȅƻƴŜΩǎ ƘǳƳŀƴ 

rights in Scotland. 

Our values 

The Scottish Human Rights Commission (SHRC) delivers our work through the lens of a 

human rights based approach, known as the PANEL principles. 

¶ Participation 

¶ Accountability 

¶ Non-discrimination, Equality 

¶ Empowerment 

¶ Legality 
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Introduction 
In June 2024, the Scottish Human Rights Commission (SHRC) and the National Preventative 

aŜŎƘŀƴƛǎƳ όbtaύ ǇǳōƭƛǎƘŜŘ ŀƴ ŀǎǎŜǎǎƳŜƴǘ ƻŦ {ŎƻǘƭŀƴŘΩǎ ǇǊƻƎǊŜǎǎ ƛƴ ƳŜŜǘƛƴƎ ƛǘǎ ƛƴǘŜǊƴŀǘƛƻƴŀƭ 

human rights obligations in place of detention. The report ς Review, Recommend, Repeat2 - 

highlighted specifically that despite a recommendation of the Committee for the Prevention 

of Torture (CPT) to review the Fatal Accident Inquiry (FAI) system, no State-level review of 

the FAI system has taken place since the CPT made its recommendation in 2018.  

On 23rd January 2025, the Cabinet Secretary for Justice and Home Affairs announced to the 

Scottish Parliament an independent review to consider the Fatal Accident Inquiry system as it 

relates to deaths in custody. Sheriff Principal Ian Abercrombie was appointed as the Chair of 

the review on 15th May 2025. 

To inform the review process, in July 2025 the SHRC commissioned INQUEST to deliver an 

event to explore bereaved ŦŀƳƛƭƛŜǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ ǘƘŜ C!L ǇǊƻŎŜǎǎ ŦƻƭƭƻǿƛƴƎ ŀ ŘŜŀǘƘ ƛƴ 

custody, and to base that in the context of a human rights framework. This involved 

facilitating a Family Listening Day3 to hear familiesΩ experiences of investigations and FAI 

hearings, and their recommendations for how the Scottish system could improve. This event 

was organised with a view to informing an Independent Review into the FAI process 

following a death in custody, commissioned by the Scottish Government and led by retired 

Sherrif Principal Ian Abercrombie.4 

The Family Listening Day took place on 9th October in Glasgow. Bereaved families were 

invited, resulting in 33 people attending the day, representing 18 families, plus three families 

unable to attend who sent in written evidence.   

Also in attendance were a group of Listeners. Listeners are invited to Family Listening Days to 

simply hear what families have to say. At this event in Glasgow, there were representatives 

from the team leading the FAI Review, Scottish Government, the Scottish prisons 

inspectorate, the police investigations and review commissioner, and the Crown Office. 

These representatives were invited because of their involvement in investigations which take 

place after a death in custody. The Chair and senior staff from the SHRC were also in 

attendance as Listeners. 
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Attendees spoke with heartfelt honesty, reflection, care and consideration for each other 

and a generosity of spirit to help the Listeners in attendance understand what it is like to 

experience the FAI process from start to finish, and the lasting impact beyond the conclusion 

of the inquiry.  

This is the report of the day, shaped by the direct testimony of families which we hope will 

be used to positively inform the review of the FAI system and prompt further discussions on 

the treatment of families bereaved following the death of a loved one in custody.  
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Executive Summary 

Families were asked a series of questions over the course of the day about their experience 

of the investigation process following the death of their loved one in prison or in 

circumstances involving the police. While there was a focus on the FAI hearing, discussions 

ǿŜǊŜ ŦŀŎƛƭƛǘŀǘŜŘ ǎƻ ǘƘŀǘ ŦŀƳƛƭƛŜǎΩ ŜƴǘƛǊŜ ƧƻǳǊƴŜȅ ŦƻƭƭƻǿƛƴƎ ǘƘŜ ŘŜŀǘƘ ǿŀǎ ŎƻǾŜǊŜŘΦ ¢ƘŜ Řŀȅ 

was broadly divided into the following sessions:  

¶ discussion of ŦŀƳƛƭƛŜǎΩ ƛƴǘŜǊŀŎǘƛƻƴ ǿƛǘƘ ǾŀǊƛƻǳǎ ƛƴǾŜǎǘƛƎŀǘƛƻƴ ōƻŘƛŜǎ ƭŜŀŘƛƴƎ ǳǇ ǘƻ 

an FAI;  

¶ experiences of attending the FAI hearing itself;  

¶ and, importantly, familiesΩ ƻǿƴ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ŦƻǊ ŎƘŀƴƎŜΦ   

The experiences shared during the Family Listening Day provide a powerful and deeply 

human insight into the realities of the Fatal Accident Inquiry process as it is currently 

ŜȄǇŜǊƛŜƴŎŜŘ ōȅ ǘƘƻǎŜ Ƴƻǎǘ ŀŦŦŜŎǘŜŘΦ CŀƳƛƭƛŜǎΩ ǘŜǎǘƛƳƻƴƛŜǎ ǊŜǾŜŀƭŜŘ ŀ ǎȅǎǘŜƳ ǘƘŀǘ ǘƻƻ ƻŦǘŜƴ 

compounds their trauma rather than alleviates it, feeling as it does opaque rather than open, 

confusing rather than accessible, and detached from the values of dignity, justice, and 

accountability that a human rights framework demands. 

Key issues identified 

Communication gaps 

Families consistently described communication from authorities (i.e. prisons, police, and 

investigation bodies) after a death as inconsistent, unclear, and highly impersonal. Many 

families received little to no proactive information about the process and what to expect, 

leaving them confused and distressed during already traumatic circumstances.  

L ŘƻƴΩǘ ǿŀƴǘ ŀƴȅ ƻǘƘŜǊ ŦŀƳƛƭȅΣ ƳƻǘƘŜǊΣ ƻǊ ŦŀǘƘŜǊΣ ǘƻ 

Ǝƻ ǘƘǊƻǳƎƘ ǿƘŀǘ Ƴȅ ŦŀƳƛƭȅ ƘŀǾŜ ƎƻƴŜ ǘƘǊƻǳƎƘΦ LǘΩǎ 

ƘŜƭƭ ƻƴ ŜŀǊǘƘΦ ¸ƻǳ ŘƻƴΩǘ ŜǾŜǊ ƎŜǘ ƻǾŜǊ ƛǘΦ 
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Plain-language explanations were rare. Instead, communication was often technical or 

legalistic, with minimal effort to ensure families understood their rights or the purpose and 

status of proceedings. 

While some officials demonstrated care and responsiveness, others displayed dismissive or 

unhelpful attitudes. Several families recounted interactions that felt rude, abrupt, or even 

hostile and accusatory which further eroded trust.  

Overall, participants expressed a strong desire for regular, timely updates and respectful, 

accessible communication at every stage of the process. 

Delays and timeliness 

Long delays between the death, the investigation process, and the eventual FAI hearing were 

common, often taking a lengthy toll on families across many years. This report includes 

testimony from families who had to wait five or six years between the death of their loved 

one and the FAI hearing. CŀƳƛƭƛŜǎ ŘŜǎŎǊƛōŜŘ ǘƘƛǎ ǇǊƻƭƻƴƎŜŘ ǳƴŎŜǊǘŀƛƴǘȅ ŀǎ άǊŜ-ǘǊŀǳƳŀǘƛǎƛƴƎέ 

because each delay meant a renewed period of grief, anxiety, and lack of closure. The 

absence of clear information about why delays were occurring further undermined 

confidence in the system.  

Participants consistently called for greater transparency around the reasons for delays, and 

realistic timescales to prevent unnecessary and unexplained postponements. 

Support and information deficits 

Families reported very limited access to either emotional or practical support throughout the 

post-death processes. Many struggled to understand complex legal procedures, their rights 

within them or what to expect at each stage due to a lack of accessible, centralised 

information and guidance. 

Participants highlighted significant unmet need for tailored support services that could help 

them navigate legal terminology, manage practical arrangements and cope with the 

emotional toll of traumatic bereavement. 

Legal advice 

Crucially, families received little in the way of legal advice or guidance. Those who knew to 

engage lawyers did so through anecdotal advice. Official advice from the organisations 

leading investigations on the need to, or benefits of, instructing a lawyer were rare.  
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Exclusion and lack of transparency 

Families frequently described feeling excluded from investigations and key decision-making. 

There were few meaningful opportunities to contribute their insights, raise questions, or 

understand how conclusions were being reached.  

The process was widely perceived as opaque and defensive, characterised by limited 

transparency about how and when investigations would be conducted, such as with the 

process of agreeing joint minutes without the presence of families, whether an FAI would be 

held and what its likely outcomes might be.  

Participants expressed a strong desire for greater openness and involvement at every stage, 

emphasising that their knowledge and experiences should be valued rather than marginalised. 

Narrow scope 

Families also felt the scope of investigations and the FAI was too limited, suggesting 

opportunities for real preventative change were missed. It was felt that more thorough 

investigations into ǘƘŜƛǊ ƭƻǾŜŘ ƻƴŜǎΩ ǊƻǳǘŜ ƛƴǘƻ ŎǳǎǘƻŘȅΣ ǘƘŜ ŀōǎŜƴŎŜ ƻŦ ŎƻƳƳǳƴƛǘȅ ǎǳǇǇƻǊt 

alternatives, prison and police staff training, and broader questions around information 

sharing had the potential to positively impact future policy and practice change and prevent 

deaths. 

Stigma and dehumanising behaviour 

Families reported being treated impersonally, with officials sometimes using dehumanising 

language or making stigmatising remarks about their loved ones. Families felt their loved ones 

were regarded as statistics first, humans second.  

Families believed their loved ones should have been kept safe in detention. Instead, families 

ŦŜƭǘ ǘƘŜƛǊ ǊŜƭŀǘƛǾŜǎ ǿŜǊŜ ǾƛŜǿŜŘ ǎƻƭŜƭȅ ǘƘǊƻǳƎƘ ǘƘŜ ƭŜƴǎ ƻŦ ΨŎǊƛƳƛƴŀƭƛǘȅΦΩ  

Adversarial State conduct  

The FAI hearings were described as intimidating, confusing, and distressing. Families were 

faced with power imbalances with an army of State lawyers, limited legal representation and 

a lack of basic consideration for their needs. Many believed the process would ascertain the 

truth and prevent future deaths, but the reality proved to be an adversarial environment in 

which the legal might of the authorities dominated, and their resources were utilised to 
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defend systems that had failed those that died and demeaned families who questioned the 

quality of care afforded their loved ones. Instead of searching for the truth, and in doing so 

improving the safety of current and future prisoners, families felt the State acted to defend 

themselves and deflect blame. 

Lack of accountability after the FAI 

After the inquiry, families felt abandoned, with little information on what would happen next 

and no information as to whether recommendations would be implemented. There was also 

concern about how rarely recommendations were made despite evidence about systemic 

failings.  

The non-binding nature of FAI recommendations was seen as perpetuating systemic neglect. 

Families mentioned their desire to ensure others did not go through what they had but felt 

the lack of change meant deaths in custody would continue to blight the lives of other 

families in the future. 

Recommendations for action 

At the Listening Day, families made a series of recommendations which are practical steps 

ǘƻǿŀǊŘǎ ƳŜŀƴƛƴƎŦǳƭ ŎƘŀƴƎŜΦ CǳǊǘƘŜǊ ŘŜǘŀƛƭ ƻƴ ŦŀƳƛƭƛŜǎΩ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ Ŏŀƴ ōŜ ŦƻǳƴŘ ƛƴ ǘƘŜ 

Conclusion and Recommendations section of this report, but the key recommendations are 

to: 

¶ Ensure early, humane, and coordinated communication 

¶ Provide independent points of contact for families 

¶ Set and enforce timelines for FAIs 

¶ Guarantee access to legal representation 

¶ Enable meaningful family participation during all investigations following a death 

¶ Humanise all investigation processes 

¶ Strengthen the quality and consistency of FAIs 

¶ Mandate implementation and oversight of recommendations 
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1. Voicing concerns before the 

death of a loved one 
Many families described trying desperately to raise concerns with prisons, police, or 

healthcare providers before their loved one died. In several cases, families reported repeated 

attempts to warn authorities about serious mental health crises, self-harm risks, or physical 

health problems, yet their concerns were ignored, minimised, or dismissed outright. 

ά²Ŝ ǿŜǊŜ ǊŀƛǎƛƴƎ ŎƻƴŎŜǊƴǎ ǘǿƻ Řŀȅǎ ōŜŦƻǊŜ ƘŜ ŘƛŜŘΦ LΩŘ ǊŀƛǎŜŘ ŎƻƴŎŜǊƴǎ ŀ 

ƳƻƴǘƘ ŀƴŘ ŀ ƘŀƭŦ ŜŀǊƭƛŜǊΦ ¢ƘŜȅ ǎŀƛŘΣ ΨǿƘŀǘΣ ƘŜΩǎ ƎƻƛƴƎ ǘƻ ƪƛƭƭ ƘƛƳǎŜƭŦ ōŜŎŀǳǎŜ 

ƘŜΩǎ ƴƻǘ Ǝƻǘ ŀ ǘŜƭƭȅΚΩέ 

Others shared similar experiences, 

ά²Ŝ ǊŀƛǎŜŘ ŀ ŎƻƴŎŜǊƴ ŀǎ ǎƻƻƴ ŀǎ ώƭƻǾŜŘ ƻƴŜϐ ǿŀǎ ǎŜƴǘŜƴŎŜŘΦ ²Ŝ ǘǊƛŜŘ ǘƻ ƎŜǘ 

appointments with the doctor. The night before [they] took their own life, we 

ǊŀƛǎŜŘ ŀ ŎƻƴŎŜǊƴ ŀōƻǳǘ ǘƘŜƛǊ ƳŜƴǘŀƭ ƘŜŀƭǘƘΦ ¢ƘŜȅ ǘƻƭŘ ǳǎΣ ΨǘƘŜȅΩƭƭ ōŜ ŦƛƴŜΣ ǿŜΩƭƭ 

ƭƻƻƪ ŀŦǘŜǊ ǘƘŜƳΩΦ ¢ƘŜ next morning [they] were found dead. They had plenty 

ƻŦ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ǘƻ ǎŜŜ ǘƘŜƳΦέ 

! ǊŜƭŀǘƛǾŜ ŘŜǎŎǊƛōŜŘ ǘƘŜ ŦŀƳƛƭȅΩǎ ŎƻƴŎŜǊƴǎ ŀōƻǳǘ ǘƘŜƛǊ ƭƻǾŜŘ ƻƴŜΩǎ ǎŜƭŦ ƘŀǊƳΣ ƘŀǾƛƴƎ ōŜŜƴ 

contacted by them to try and get a welfare check. The conversation with the prison 

ƘƛƎƘƭƛƎƘǘŜŘ ŀ ŘƛǎƳƛǎǎƛǾŜΣ Ŏŀƭƭƻǳǎ ŀǇǇǊƻŀŎƘ ǘƻ ǘƘŜ ŦŀƳƛƭȅΩǎ ŎƻƴŎŜǊƴǎΣ 

άL ǎŀƛŘΣ ΨŎŀƴ ȅƻǳ ǇƭŜŀǎŜ ǘŜƭƭ ƳŜ Ƙƻǿ ǇŜƻǇƭŜ ƎŜǘ ǘƘŜ ǎǘǳŦŦ ǘƻ ǎŜƭŦ-ƘŀǊƳΚΩ He 

[prison staff] said, ΨǿŜƭƭ ƛŦ ǘƘŜȅΩǊŜ ƎƻƛƴƎ ǘƻ Řƻ ƛǘΣ ǘƘŜȅΩƭƭ ŦƛƴŘ ŀ ǿŀȅΦΩέ 

  

The night before [they] took their own 

life, we raised a concern about their 

ƳŜƴǘŀƭ ƘŜŀƭǘƘΦ ¢ƘŜȅ ǘƻƭŘ ǳǎΣ ΨǘƘŜȅΩƭƭ ōŜ 

ŦƛƴŜΣ ǿŜΩƭƭ ƭƻƻƪ ŀŦǘŜǊ ǘƘŜƳΩΦ ¢ƘŜ ƴŜȄǘ 

morning, [they] were found dead. 
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These testimonies highlight a repeated pattern: families recognising and communicating 

escalating risks in detention but not being taken seriously. In several cases, families described 

calling prisons or the police directly to seek help, only for their warnings to be dismissed. 

άL ǇƘƻƴŜŘ ǘƘŜ Ƨŀƛƭ ǘƘŀǘ ŘŀȅΣ ǇǊŜǎǎŜŘ ф ǘƻ ǊŀƛǎŜ ŎƻƴŎŜǊƴǎ ŦƻǊ Ƴȅ 
ώƭƻǾŜŘ ƻƴŜϐΦ L ǎǇŜŎƛŦƛŎŀƭƭȅ ǎŀƛŘ ǘƻ ǘƘŜƳΣ ΨL ŘƻƴΩǘ ǿŀƴǘ ǘƻ ƎŜǘ 
ǘƘŀǘ ǇƘƻƴŜ Ŏŀƭƭ ǎŀȅƛƴƎ Ƴȅ ώƭƻǾŜŘ ƻƴŜΩǎϐ ŘŜŀŘΦΩ  
 
Lǘ ƘŀǇǇŜƴŜŘ ŦƻǳǊ ƘƻǳǊǎ ƭŀǘŜǊΦέ 

For others, pleas for medical or mental health intervention before custody were met with 

punishment instead of care, 

άtǊƛƻǊ ǘƻ ƘƛƳ ƎƻƛƴƎ ƛƴǘƻ ǇǊƛǎƻƴΣ ώǘƘŜȅϐ ǿŜǊŜ ƛƴ ǇǎȅŎƘƻǎƛǎΦ ²Ŝ ŎŀƭƭŜŘ ŦƻǊ ƘŜƭǇΤ 

six police officers came to the house. We wanted [them] sectioned. Instead, 

ǘƘŜȅ ƧŀƛƭŜŘ ώǘƘŜƳϐ ŦƻǊ ōǊŜŀŎƘ ƻŦ ǘƘŜ ǇŜŀŎŜΦ ²ŜΩŘ ǊŜƳƻǾŜŘ ŜǾŜǊȅǘƘƛƴƎ 

dangerous from the flat. If we haŘ Ǝƻǘ ǘƘŜ ƘŜƭǇ ōŜŦƻǊŜ ǘƘŜƴΣ ǘƘƛǎ ǿƻǳƭŘƴΩǘ 

ƘŀǾŜ ƘŀǇǇŜƴŜŘΦέ 

Families linked preventable deaths to systemic failures within prisons, including inadequate 

staff training and poor information sharing between justice and health services, 

άLŦ ǎƻƳŜƻƴŜΩǎ Ǝƻǘ !5I5 ƻǊ ƛǎ ƻƴ ƘƛƎƘ ŀƭŜǊǘΣ ƻŦŦƛŎŜǊǎ ǎƘƻǳƭŘ ƪƴƻǿ Ƙƻǿ ǘƻ ŘŜŀƭ 

ǿƛǘƘ ǘƘŀǘΦέ 

For many, these reflections were underscored by a profound sense of betrayal, 

ά²ƘŜƴ Ƴȅ ǎƻƴ ǿŀǎ ƛƴ ǇǊƛǎƻƴΣ L ǘƘƻǳƎƘǘ ŀǘ ƭŜŀǎǘ L ƪƴŜǿ ǿƘŜǊŜ ƘŜ ǿŀǎ ŀƴŘ ǘƘŀǘ 

ƘŜΩŘ ōŜ ǎŀŦŜΦέ  

  

When my son was in prison,  

I thought at least I knew where 

ƘŜ ǿŀǎ ŀƴŘ ǘƘŀǘ ƘŜΩŘ ōŜ ǎŀŦŜ. 
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Another added,  

ά¸ƻǳ ƴŜǾŜǊ ǘƘƛƴƪ ȅƻǳΩǊŜ ƎƻƛƴƎ ǘƻ ƘŀǾŜ ǘƻ Ǿƛǎƛǘ ȅƻǳǊ ŦŀƳƛƭȅ ƛƴ 
ǇǊƛǎƻƴΣ ƛǘΩǎ ƘƻǊǊŜƴŘƻǳǎΣ ŀƴŘ ȅƻǳ ƴŜǾŜǊ ǘƘƛƴƪ ǘƘŜȅΩǊŜ ƎƻƛƴƎ ŘƛŜΦέ  

Families felt powerless in the face of systems that ignored them. They described the 

heartbreak of trying to alert institutions to the vulnerabilities of their loved ones, the desire 

to do something, anything, that had the potential to prompt authorities into action that 

could save a life. What became clear was that families knew that custody was often the 

wrong choice when what was needed was therapeutic interventions. 
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2. The immediate post-death 

experience 
Families described the period immediately following the death of their loved one as 

profoundly distressing, confusing, and disorientating. Across almost every account, this first 

point of contact with the State was marked by a striking absence of compassion and candour. 

Many families spoke of the moment they were told as one that replayed vividly in their 

minds τ an encounter that shaped how they came to view every subsequent stage of the 

process. 

How families were notified 

²ƘƛƭŜ ŦƻǊƳŀƭ ǇǊƻǘƻŎƻƭǎ ŦƻǊ ƴƻǘƛŦȅƛƴƎ ƴŜȄǘ ƻŦ ƪƛƴ Ƴŀȅ ŜȄƛǎǘΣ ŦŀƳƛƭƛŜǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ǊŜǾŜŀƭŜŘ ǘƘŀǘ 

in practice, the methods for informing them of a death were inconsistent and frequently 

insensitive. People were often informed abruptly, with minimal explanation, offered no 

emotional support, and no indication of what would happen next. Some were told by police 

officers who arrived at their homes without warning; others heard from social workers, 

chaplains, or hospital staff, all too often with little empathy or care. 

For many, the way the news was delivered felt mechanical and detached, as if their loved 

ƻƴŜΩǎ ŘŜŀǘƘ ǿŀǎ ŀ ǊƻǳǘƛƴŜ ŀŘƳƛƴƛǎǘǊŀǘƛǾŜ ƳŀǘǘŜǊ ǊŀǘƘŜǊ ǘƘŀƴ ŀ ǇǊƻŦƻǳƴŘ ƘǳƳŀƴ ƭƻǎǎΦ This was 

not recognised as being a profoundly traumatic experience for families, who were not even 

given correct information in the first instance, 

άL ǿŀǎ ƛƴƛǘƛŀƭƭȅ ǘƻƭŘ Ƨǳǎǘ ŀǎ L ǎǘŜǇǇŜŘ ƛƴǘƻ Ƴȅ ƭƻǳƴƎŜΣ ǿƛǘƘƻǳǘ ǘƘŜ ƻǇǇƻǊǘǳƴƛǘȅ 

to sit down. The police then said my [loved one] had hung himself, then after 

ŀ ŦŜǿ ƳƛƴǳǘŜǎ ŀƴŘ ŀ ǘƻǘŀƭ ōǊŜŀƪŘƻǿƴ ŦǊƻƳ ƳŜΣ ǘƘŜȅ ǎŀƛŘΣ ΨƻƘ ƴƻΣ ǿŀƛǘ ŀ 

ƳƛƴǳǘŜΣ ƘŜ ŘƛŘƴΩǘ ƘŀƴƎ ƘƛƳǎŜƭŦΣ ƘŜ ǿŀǎ ŦƻǳƴŘ ƻƴ Ƙƛǎ ōŜŘ ƻƴ Ƙƛǎ ōŀŎƪΩΦ  

¢Ƙŀǘ ǇƛŎǘǳǊŜ ǿƛƭƭ ǎǘŀȅ ƛƴ Ƴȅ ƳƛƴŘΩǎ ŜȅŜ ŦƻǊŜǾŜǊΦ IƻǊǊƛŦƛŎΣ 

ŜǎǇŜŎƛŀƭƭȅ ŀǎ ƘŜ ŘƛŜŘ ƻŦ ƴŀǘǳǊŀƭ ŎŀǳǎŜǎΗέ 
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One woman whose relative died in prison recalled being told άōƭǳƴǘƭȅέ by police while she 

was at home alone, 

άL ǿŀǎ ƎƛǾŜƴ ŀ ǎƭƛǇ ƻŦ ǇŀǇŜǊ ǿƛǘƘ ǎƳŀƭƭ ǘŜȄǘ ŀƴŘ ǘƘŜƴ ƘŀŘ ƴƻ ƳƻǊŜ ŎƻƴǘŀŎǘ 

ǳƴǘƛƭ L Ǝƻǘ ŀ ǇƛǘƛŦǳƭ ŀǇƻƭƻƎȅ ƭŜǘǘŜǊΧ  ǘƘŀǘ ǿŀǎ ƛǘΦ LΩǾŜ ōŜŜƴ ŎƻƳǇƭŜǘŜƭȅ ƭŜŦǘ ƛƴ 

ǘƘŜ ŘŀǊƪΦέ 

Another family member described how his mother was handed άŀ ōƛǘ ƻŦ ǇŀǇŜǊΣ ǾŜǊȅ ƳǳŎƘ ŀ 

ŘƛǎƳƛǎǎŀƭέ ǿƘŜƴ ƛƴŦƻǊƳŜŘ ƻŦ Ƙƛǎ ōǊƻǘƘŜǊΩǎ ŘŜŀǘƘΦ IŜ ǊŜŦƭŜŎǘŜŘ, 

ά¢Ƙŀƴƪ DƻŘ ǿŜ ƘŀŘ ƭŀǿȅŜǊǎ ǘƻ ǎǳǇǇƻǊǘ ǳǎΦ .ŜŎŀǳǎŜ ƻŦ ƻǳǊ ǇƻǎǘŎƻŘŜ ŀƴŘ 

ǿƘŜǊŜ ǿŜΩǊŜ ŦǊƻƳΣ ǇŜƻǇƭŜ ŘƛŘƴΩǘ ŎŀǊŜΦέ 

In other cases, families learned of the death through indirect or deeply distressing means, 

creating an information vacuum that, as many families felt, should have been the 

responsibility of the authorities to fill. Some were informed by third parties, or only after 

news had circulated on social media or appeared in the press. One participant recalled, 

άtǊŜǎǎ ŦƛƴŘ ƻǳǘ ƳƻǊŜΦ ¢ƘŜǊŜ ǿŀǎ ŀ ƧƻǳǊƴŀƭƛǎǘ ŀǘ ƻǳǊ ŘƻƻǊ ǘƘŜ Řŀȅ ŀŦǘŜǊ ώƭƻǾŜŘ 

ƻƴŜϐ ŘƛŜŘΦ ¢ƘŜǊŜΩǎ ƴŜǿǎǇŀǇŜǊ ǊŜǇƻǊǘǎ ŀōƻǳǘ ώǘƘŜƳϐΣ ōǳǘ ǿŜ ǎǘƛƭƭ ŘƛŘƴΩǘ ƪƴƻǿ 

ǿƘŜǊŜ ƘŜǊ ōƻŘȅ ǿŀǎΦέ 

For others, the first indication that something was wrong came from hospital staff making 

phone calls with vague or unconfirmed information. One mother described receiving a call 

from a hospital suggesting her loved one had άǘŀƪŜƴ ǎƻƳŜǘƘƛƴƎΣέ only to discover that they 

had been found dead in prison less than an hour later, 

ά²ŜΩǾŜ ōŜŜƴ ǘǊŜŀǘŜŘ ŀǇǇŀƭƭƛƴƎƭȅΦέ  
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Another relative remembered that when the police came to deliver the news,  

άTƘŜȅ ŘƛŘƴΩǘ ƪƴƻǿ ŀƴȅǘƘƛƴƎ ŀƴŘ ǎŀƛŘΣ Ψŀǘ ǘƘŜ ŜƴŘ ƻŦ ǘƘŜ Řŀȅ ǘƘŜȅ Ƨǳǎǘ ǘŀƪŜ 

ǘƘŜƛǊ ƻǿƴ ƭƛŦŜΩΦέ 

In several cases, social workers or chaplains were tasked with notifying families but did so in 

ways that compounded rather than alleviated distress. Some described being physically 

separated from their loved ones as the news was delivered, which was felt as a further loss of 

control in a moment already marked by shock. One woman recalled, 

ά¢ƘŜȅ ǘǊƛŜŘ ǘƻ ǘŀƪŜ ƘŜǊ ώƳƻǘƘŜǊϐ ƛƴǘƻ ŀ ǊƻƻƳ ƻƴ ƘŜǊ ƻǿƴ ŀƴŘ ƘŀŘ ǘƻ ŦƻǊŎŜ ƳŜ 

ƻǳǘΧ ǘƘŜȅ ǘǊƛŜŘ ǘƻ ŎƭƻǎŜ ǘƘŜ ŘƻƻǊ ƻƴ ƳŜΦέ 

Her five-year-old child was present during this encounter, witnessing the trauma firsthand. 

Others recounted instances of police officers behaving insensitively or even inappropriately 

in moments of acute grief. One family member said, 

άhƴŜ ƻŦ ǘƘŜ ŎƻǇǇŜǊǎ ǿŀǎ ƳŀƪƛƴƎ ƧƻƪŜǎΣ ǎƳƛƭƛƴƎΣ ŀƴŘ ƭŀǳƎƘƛƴƎΦ ²Ŝ ǘƘƻǳƎƘǘΣ 

Ƙƻǿ Ŏŀƴ ȅƻǳ ōŜ ŘƻƛƴƎ ǘƘŀǘΚέ  
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Another recalled how officers stood outside a hospital room, refusing to let the family in 

until after life-support machines were switched off, 

άtƻƭƛŎŜ ŘƛŘƴΩǘ ŎƻƳŜ ƴŜŀǊ ǳǎ ǳƴǘƛƭ ƘŜ ŘƛŜŘΣ ŀƴŘ ǘƘŜȅ ǘǳǊƴŜŘ ǘƘŜ ƳŀŎƘƛƴŜǎ ƻŦŦΦ 

¢ƘŜȅ ǎǘƻƻŘ ƻǳǘǎƛŘŜ ŀƴŘ ǎŀƛŘ ƘŜ ōŜƭƻƴƎŜŘ ǘƻ ǘƘŜƳΣ ƘŜ ǿŀǎ ǎǘƛƭƭ ƛƴ ŎǳǎǘƻŘȅΦ LǘΩǎ 

ƘƻǊǊƛōƭŜΦέ 

Several families described similarly dehumanising or callous behaviour by prison officers who 

were present at the hospital at the time ƻŦ ǘƘŜƛǊ ƭƻǾŜŘ ƻƴŜΩǎ ŘŜŀǘƘΦ hƴŜ ƳƻǘƘŜǊ ǎŀƛŘ, 

άaȅ ώƭƻǾŜŘ ƻƴŜϐ ǿŀǎ ŘŜŀŘΣ ŀƴŘ ǘƘŜȅ ǿŜǊŜ ǎǘƛƭƭ ǎƛǘǘƛƴƎ ŀǘ ǘƘŜ ŜƴŘ ƻŦ ǘƘŜ ōŜŘ 

eating their packed lunch." 

Families also spoke of dehumanising language and attitudes from officials. Several described 

being spoken to in ways that stripped their loved one of dignity in death. One mother was 

told that άώƘŜǊ ǎƻƴϐ ōŜƭƻƴƎŜŘ ǘƻ ǘƘŜƳΣέ while others recalled staff referring to the deceased 

only as άǘƘŜ ōƻŘȅέ or άǘƘŜ ǾƛŎǘƛƳΣέ erasing any sense of individuality or humanity, 

ά¢ƘŜȅ ŘƛŘƴΩǘ Ŏŀƭƭ ƘƛƳ ōȅ Ƙƛǎ ƴŀƳŜΣ Ƨǳǎǘ ΨǘƘŜ ōƻŘȅΩΦέ 

Such language, possibly bureaucratic in intent, was experienced as profoundly distressing. It 

conveyed that their loved one was seen not as an individual who had lived and mattered, but 

as an object within a system. 

  

They stood outside 

and said he belonged 

to them, he was still in 

ŎǳǎǘƻŘȅΦ LǘΩǎ ƘƻǊǊƛōƭŜΦ 
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What families were told about what would 

happen next 

After being notified, families consistently reported receiving little or no information about 

what would follow,  

ά²Ŝ ƘŀŘ ŀ ōƻƻƪƭŜǘΣ ǿƛǘƘ /ǊǳǎŜ5 etc and we phoned every single one and they 

ǿŜǊŜ ŀƭƭ ǊǳōōƛǎƘΣ ƛǘ ǿŀǎ ŦǳǘƛƭŜΣ ΨƘŜǊŜ ƛǎ ŀ ƭŜŀŦƭŜǘΩ ǘƘŜȅ ǎŀȅΣ ǘƘŀǘΩǎ ƴƻǘ ŜƴƻǳƎƘΦέ  

ά¢ƘŜ ƻƴƭȅ ǘƘƛƴƎ ǿŜ ǿŜǊŜ ǘƻƭŘ ǿŀǎ ǘƘŀǘ ǘƘŜǊŜ ǿƛƭƭ ōŜ ƴƻ ŎǊƛƳƛƴŀƭ ǇǊƻŎŜŜŘƛƴƎǎΦ 

We were left with no choice but to get information ourselves, no one sat 

down and told us, and the only information was from other families and from 

CŀƳƛƭƛŜǎ hǳǘǎƛŘŜΦέ 

No participants said they were told about their legal rights or the processes that would 

ensue. Practical information like seeing the body of their loved one and collecting belongings 

from prisons seemed to be dependent on individual staff decisions rather than based on 

established protocols. We heard how some families were invited to cells to see where their 

loved ones had died, others were not extended that courtesy.  

ά{ƘƻǿŜŘ ƳŜ ǿƘŜǊŜ ǘƘŜȅ ŦƻǳƴŘ ƘƛƳΣ ǊŜŀƭƭȅ ƘŀǊŘΦ L ǿŀǎ ƴƻǘ ǎǳǇǇƻǊǘŜŘΣ L ǿŀǎ 

taken in but told I had to be alone, not allowed anyone to support me. Took 

ƛƴǘƻ ǎŜŜ ƎƻǾŜǊƴƻǊ ƻƴ Ƴȅ ƻǿƴ ŀǎ ǿŜƭƭΦέ 

One woman recalls being sent the wrong belongings, personal items and clothing that were 

not those of her loved one.  

  

Showed me where they 

found himΧ. I was not 

supported, I was taken in 

but told I had to be alone. 
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There appeared to be no systematic process through which families were informed of their 

right to legal representation. Those who managed to access legal advice only did so through 

word-of-mouth advice, by contacting campaign groups such as INQUEST, or in two cases, 

through the Crown Office and Procurator Fiscal Service (COPFS). 

This absence of explanation left families in an agonising state of uncertainty. They did not 

ƪƴƻǿ ǿƘŜǘƘŜǊ ǘƘŜǊŜ ǿƻǳƭŘ ōŜ ŀƴ ƛƴǾŜǎǘƛƎŀǘƛƻƴΣ ǿƘŜƴ ǘƘŜȅ ƳƛƎƘǘ ǎŜŜ ǘƘŜƛǊ ƭƻǾŜŘ ƻƴŜΩǎ ōƻŘȅΣ 

or how to retrieve personal belongings. One person captured the cumulative impact of this 

void, 

άLǘ ƎƻŜǎ ƛƴǘƻ ŀ ǎƴƻǿōŀƭƭ ǿƘŜƴ ȅƻǳΩǊŜ ƴƻǘ ƎŜǘǘƛƴƎ ǘƘŜ ŀƴǎǿŜǊǎΦέ 

The emotional devastation of this period was compounded by the sudden expectation that 

families would navigate a complex legal and bureaucratic landscape entirely on their own. 

Many described feeling paralysed by grief and confusion, yet simultaneously pressured to 

make decisions about post-mortems, legal representation, and funeral arrangements without 

any understanding of their rights or options. One relative only knew to contact a solicitor 

because a funeral director happened to mention it; another said they had to άDƻƻƎƭŜ 

Lbv¦9{¢έ to find guidance. 

As it currently stands, there is no organisation in Scotland that can offer families the 

combination of expert legal advice, advocacy, and emotional support needed during this 

critical period. Families repeatedly emphasised that early information and guidance, delivered 

with compassion and candour, could have transformed their experience τ helping them to 

feel less isolated and more able to engage with the processes that followed, 

ά¢ƘŜ ōƛƎƎŜǎǘ ǘƘƛƴƎ ƛǎ ŎƻƳƳǳƴƛŎŀǘƛƻƴΦ 9Ƴŀƛƭǎ ŀǊŜ ŎƻƭŘΦ ¸ƻǳ ƴŜŜŘ ǎƻƳŜƻƴŜ ǿƘƻ 

ǘŀƭƪǎ ǘƻ ȅƻǳ ƭƛƪŜ ŀ ƘǳƳŀƴ ōŜƛƴƎΦέ 

ά!ǘ ǘƘŜ ŜƴŘ ƻŦ ǘƘŜ Řŀȅ ȅƻǳΩǊŜ ǿƘƻΩǎ ƭŜŦǘ ŀƴŘ Ƙŀǎ ǘƻ ŘŜŀƭ ǿƛǘƘ ώƛǘϐ Řŀȅ ƛƴ Řŀȅ 

out. [Them] in their ivory towers, looking at papers and not looking at us. Deal 

ώǿƛǘƘ ƳŜϐ ƭƛƪŜ LΩƳ ŀ ǇŜǊǎƻƴ ƴƻǘ ŀ ǎǘŀǘƛǎǘƛŎΦ [ƻƻƪ ŀǘ Ƙƻǿ ȅƻǳΩǊŜ ŘŜŀƭƛƴƎ ǿƛǘƘ ǘƘŜ 

ǇŜǊǎƻƴ ǿƘƻΩǎ ƭŜŦǘ ǿƛǘƘ ǘƘŜ ƘŜŀǊǘōǊŜŀƪΣ ǘƘŜȅΩƭƭ ƴŜǾŜǊ ōŜ ǿƘƻƭŜ ōǳǘ ǎƘƻǳƭŘ ŦŜŜƭ 

ƭƛƪŜ ǘƘŜȅΩǾŜ ōŜŜƴ ŘŜŀƭǘ ǿƛǘƘ ŎƻƳǇŀǎǎƛƻƴŀǘŜƭȅΦέ 

  

The biggest thing is communication. 

Emails are cold. You need someone 

who talks to you like a human being. 
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Families compellingly highlighted the flaws in the way investigations are conducted resulted 

in prolonged trauma, and grief denied, because of the withholding of information and 

understanding of the process, 

άL ŘƻƴΩǘ ǿŀƴǘ ŀƴȅ ƻǘƘŜǊ ŦŀƳƛƭȅΣ ƳƻǘƘŜǊΣ ƻǊ ŦŀǘƘŜǊΣ ǘƻ Ǝƻ 
ǘƘǊƻǳƎƘ ǿƘŀǘ Ƴȅ ŦŀƳƛƭȅ ƘŀǾŜ ƎƻƴŜ ǘƘǊƻǳƎƘΦ LǘΩǎ ƘŜƭƭ ƻƴ ŜŀǊǘƘΦ 
¸ƻǳ ŘƻƴΩǘ ŜǾŜǊ ƎŜǘ ƻǾŜǊ ƛǘΦέ  

A small number of participants spoke positively about individual police family liaison officers 

or chaplains who showed empathy; checked in regularly, explaining what would happen next 

ƻǊ ƳƻǊŜ ƎŜƴŜǊŀƭƭȅ ŜƴǉǳƛǊƛƴƎ ŀŦǘŜǊ ŦŀƳƛƭƛŜǎΩ ǿŜƭƭ-being. These examples of good practice 

demonstrated the difference that humane, respectful communication could make. Yet they 

were described as rare exceptions within a broader landscape of confusion, silence, and 

neglect. 

The immediate post-ŘŜŀǘƘ ǇŜǊƛƻŘ ǊŜǾŜŀƭŜŘ ŀ ŎǊƛǘƛŎŀƭ ƎŀǇ ƛƴ {ŎƻǘƭŀƴŘΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ŘŜŀǘƘǎ ƛƴ 

custody and detention. The absence of coordinated, trauma-informed communication at this 

stage left families without essential information, legal understanding, or emotional support, 

setting a tone of mistrust that persisted throughout subsequent investigations. 

¢Ƙƛǎ ŜŀǊƭȅ ōǊŜŀƪŘƻǿƴ ƛƴ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ƴƻǘ ƻƴƭȅ ŎƻƳǇƻǳƴŘŜŘ ŦŀƳƛƭƛŜǎΩ ƎǊƛŜŦ ōǳǘ ŀƭǎƻ 

undermined their confidence in the integrity of the investigative process that followed. 

Establishing consistent, compassionate, and rights-based procedures for notifying families 

about the death of a relative is therefore not only a practical imperative but a necessary 

foundation for trust in the FAI that follows. 

What families said needs to change 

Ensure early, humane, and coordinated communication 

Prisons, police, medical staff, social workers and / or anyone who comes into contact with 

families following a death need to guarantee consistent, candid and compassionate 

communication when notifying them about the death of their loved one. Contact should 

recognise the depth of their loss, provide clear, rights-based information about the processes 

ahead and offer guidance on available support. 
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3. Investigations: delays, 

exclusion and silence 
Deaths in detention are investigated by several bodies in Scotland. These investigations take 

place before an FAI hearing. When a death occurs following contact with the police, the 

investigation is led by the Police Investigations and Review Commissioner (PIRC), an 

independent body tasked with examining deaths or serious injuries following contact with 

the police. A death in prison will result in a Death in Prison Learning, Audit and Review 

(DIPLAR), carried out internally by the Scottish Prison Service (SPS) and Significant Adverse 

Event Reviews (SAERs) are carried out by the NHS following events that have resulted in 

unexpected death or harm involving healthcare.  Alongside this, the Crown Office and 

Procurator Fiscal Service (COPFS) investigate all deaths in custody, and the holding of an FAI 

is mandatory in these circumstances. Families consistently described the years leading up to 

the FAI as a period of painful waiting, defined by silence, uncertainty, and emotional 

exhaustion. This was compounded by their involvement in complex and overlapping 

investigative processes.  

While each investigation was designed to establish facts, ensure accountability, and prevent 

future deaths, families experienced the system as fragmented and bewildering. Few could 

clearly distinguish between the roles of PIRC, DIPLAR, and COPFS, and most received 

conflicting or incomplete information about who was responsible for what. As one person 

explained,  

άL Ǝƻǘ ǘƘǊŜŜ ǾŜǊǎƛƻƴǎ ƻŦ ǿƘȅ Ƴȅ ώƭƻǾŜŘ ƻƴŜϐ ǇŀǎǎŜŘ ƛƴ ǘǿƻ ŘŀȅǎΦ ¢ƻƭŘ ōȅ 

ǇǊƛǎƻƴ ǎŜǊǾƛŎŜǎΣ ǘƘŜ ƻŦŦƛŎŜǊǎ ŎŀƳŜ ƻǳǘ ŀƴŘ ǎŀƛŘ ǘƘŜȅ ΨŘƛŘƴΩǘ ƘŀǾŜ ŀ ŎƭǳŜΩΦ ¢ƘŜȅ 

told me to contact [the prison], first person said it was natural causes, second 

said heart attack, third said he took his own life. Three causes of death in two 

ŘŀȅǎΗέ 

In the absence of clear communication, families found themselves piecing together 

information from multiple sources, 
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 ά²Ŝ ǿŜǊŜ ƴŜǾŜǊ ǘƻƭŘ ǿƘƻ ǿŀǎ ƛƴ ŎƘŀǊƎŜ ƻǊ ǿƘŀǘ ǿƻǳƭŘ 
ƘŀǇǇŜƴ ƴŜȄǘΦ ¸ƻǳΩǊŜ Ƨǳǎǘ ƭŜŦǘ ǘƻ ǇƛŜŎŜ ƛǘ ǘƻƎŜǘƘŜǊΦέ  

Another added,  

ά¢ƘŜǊŜ ƛǎ ƴƻ ƻƴŜ ǿƘƻ ƛǎ ŎƻƴǎƛǎǘŜƴǘƭȅ ǘŜƭƭƛƴƎ ȅƻǳΧ ƛǘΩǎ ƭƛƪŜ ǇǳǘǘƛƴƎ ǘƻƎŜǘƘŜǊ 

ƧƛƎǎŀǿ ǇƛŜŎŜǎΣ ŦƛƴŘƛƴƎ ƻǳǘ ŦǊƻƳ ƻǘƘŜǊǎΦέ  

Instead of transparency, families encountered defensiveness and silence, 

άLǘΩǎ ƭƛƪŜ ǘƘŜȅΩǊŜ ǇǊƻǘŜŎǘƛƴƎ ǘƘŜƳǎŜƭǾŜǎΣ ƴƻǘ ŦƛƴŘƛƴƎ ƻǳǘ ǿƘŀǘ ƘŀǇǇŜƴŜŘΦέ  

Families repeatedly stressed that what they wanted most was compassion and honesty, even 

when answers were not yet available. They were keen to recognise that the authorities and 

investigative bodies could not answer every question in the timescale families wanted, but 

they expected to be treated with honesty, 

ά/ƻƳǇŀǎǎƛƻƴ Ŏƻǎǘǎ ƴƻǘƘƛƴƎΦ Wǳǎǘ ōŜ ƘƻƴŜǎǘΦ LŦ ǎƻƳŜƻƴŜ ǎŀƛŘΣ ΨL ƪƴƻǿ ǘƘŀǘ 

ǎƘƻǳƭŘƴΩǘ ƘŀǾŜ ƘŀǇǇŜƴŜŘΣ LΩƳ ǎƻǊǊȅΣΩ ǘƘŀǘ ǿƻǳƭŘΩǾŜ ōŜŜƴ ŀ ǎǘŀǊǘΦέ 

  

LǘΩǎ ƭƛƪŜ ǘƘŜȅΩǊŜ ǇǊƻǘŜŎǘƛƴƎ ǘƘŜƳǎŜƭǾŜǎΣ 

not finding out what happened.  
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The Death in Prison Learning, Audit and Review 

(DIPLAR) 

Beyond formal investigations, families described confusion and exclusion surrounding the 

Death in Prison Learning, Audit and Review process. DIPLARs are intended to promote 

internal reflection and learning within the Scottish Prison Service following a death in 

custody. In practice, most families were unaware that the process even existed,  

ά²Ŝ ŘƛŘƴΩǘ ŜǾŜƴ ƪƴƻǿ ǿƘŀǘ ŀ 5Lt[!w ǿŀǎΦ !ƴ ŀŎŀŘŜƳƛŎ ƘŀŘ ǘƻ ǘŜƭƭ ǳǎΦέ  

Those who did learn about it were told it was an internal process in which they could not 

participate, 

ά²Ŝ ǿŜǊŜ ǘƻƭŘ ǘƘŜǊŜ ǿƻǳƭŘ ōŜ ŀ 5Lt[!wΣ ŀƴŘ ǘƘŀǘ ǿŜΩŘ ƘŀǾŜ ŀƴ ƻǇǇƻǊǘǳƴƛǘȅ 

ǘƻ ŀǎƪ ǉǳŜǎǘƛƻƴǎΦ ²Ŝ ǿŜǊŜ ƪŜŜƴ ǘƻ ōŜ ƛƴǾƻƭǾŜŘΣ ōǳǘ ǿŜ ŘƛŘƴΩǘ ƘŜŀǊ ŀƴȅǘƘƛƴƎΦέ 

Another family said they άǿŜǊŜ ƳŀŘŜ ǘƻ ŦŜŜƭ ƭƛƪŜ ǿŜ ǿŜǊŜ ŀ ƳŀƧƻǊ ƛƴŎƻƴǾŜƴƛŜƴŎŜέ. 

Others were actively encouraged to submit questions but were hugely disappointed and 

frustrated by the secrecy surrounding the report findings, 

άL ǿŀǎ ŀǎƪŜŘ ǘƻ ǎǳōƳƛǘ ǉǳŜǎǘƛƻƴǎ ƻƴ ōŜƘŀƭŦ ƻŦ ǘƘŜ ŦŀƳƛƭȅ - which I did - to be 

considered as part of the DIPLAR process. Yes, it was made clear to me that it 

was an internal review document, but when I was given a copy of the final 

5Lt[!w ǿƘƛŎƘ ǿŀǎ ǎƻ ƘŜŀǾƛƭȅ ǊŜŘŀŎǘŜŘ ƛǘ ǿŀǎ ƳŜŀƴƛƴƎƭŜǎǎ ŀƴŘ ŘƛŘƴΩǘ ŀŘŘǊŜǎǎ 

any of my questions oǊ ƎƛǾŜ ǘƘŜ ŦŀƳƛƭȅ ŀƴȅ ŀƴǎǿŜǊǎΦέ 

Another family were told they could not be a part of the DIPLAR but did have the chance to 

meet the governor and felt it was a good opportunity to seek clarification as to what had 

happened to their loved one, 

ά²Ŝ ǿŜǊŜ ǘƻƭŘ ǿŜ ǿŜǊŜƴΩǘ ŀƭƭƻǿŜŘ ǘƻ ōŜ ǇǊŜǎŜƴǘ ŀǘ ƛǘΦ ²ƘŜƴ ǿŜ ƳŜǘ ǘƘŜ 

ƎƻǾŜǊƴƻǊ ŀƴŘ ƘŀŘ нн ǉǳŜǎǘƛƻƴǎ ŀƭƭ ǘƘŜ ǊŜǇƭƛŜǎ ǿŜǊŜ ΨǿŜ ŎŀƴΩǘ ŎƻƳƳŜƴǘΩΦέ 

This exclusion reinforced the perception that DIPLAR was more about protecting the 

institution than learning from tragedy. As one parent said, 

ά¸ƻǳ ǎƘƻǳƭŘƴΩǘ ƘŀǾŜ ǘƻ ŦƛƎƘǘ ǘƻ ƎŜǘ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ȅƻǳǊ ƻǿƴ ŎƘƛƭŘΦέ 
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The Police Investigations and Review 

Commissioner (PIRC) 

For deaths involving police contact, the PIRC was often the first body families heard from 

after initial contact with police. Families were typically told that investigations would take 

around three months, but few received meaningful communication or updates,  

ά¢ƘŜ tLw/ ǿŜǊŜ ǘƘŜǊŜ ŀŦǘŜǊ ǘƘŜ ǇƻƭƛŎŜ ŀƴŘ ǎŀƛŘ ǘƘŜǊŜ ǿƻǳƭŘ ōŜ ŀƴ 

investigation lasting three months. Then they asked who helped us draft our 

questions τ ƴƻ ƻƴŜ ŘƛŘΦ ²ƘŜƴ ƛǘ ǿŀǎ ŦƛƴŀƭƛǎŜŘΣ ǘƘŜȅ ƘŀŘ ŀ ƳŜŜǘƛƴƎ ōǳǘ ŘƛŘƴΩǘ 

ǘŜƭƭ ǳǎ ǿƘŀǘ ǘƻ ŜȄǇŜŎǘΦέ 

In reality, these investigations frequently dragged on for months or years without clear 

outcomes, 

άtLw/ ǇƘƻƴŜŘ ǳǎ ǘƻ ǎŀȅ ǘƘŜ Ǉƻǎǘ-ƳƻǊǘŜƳ ǿŀǎ ΨƛƴŎƻƴŎƭǳǎƛǾŜΩΦ 
²ŜΩǾŜ ǿŀƛǘŜŘ ǘŜƴ ƳƻƴǘƘǎΦέ  

Others described the frustration of being denied access to information, about their loved 

ones, entirely, 

άL ŀǎƪŜŘ ŦƻǊ ŀ ŎƻǇȅ ƻŦ ǘƘŜ tLw/ ƛƴǾŜǎǘƛƎŀǘƛƻƴ ŀƴŘ ǿŀǎ ǘƻƭŘ ƛǘΩǎ ƴƻǘƘƛƴƎ ǘƻ Řƻ 

ǿƛǘƘ ȅƻǳΣ ǿƻƴΩǘ ōŜ ƎŜǘǘƛƴƎ ƛǘΦ /ŀǎŜ ŦǊƻȊŜƴ ǳƴǘƛƭ C!L ǎƻ ŘŜǎǇŜǊŀǘŜƭȅ ǘǊȅƛƴƎ ǘƻ 

get paperwork through. Very little medical info and what is there has been 

ŎƻǇȅ ŀƴŘ ǇŀǎǘŜŘΦέ 
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¢Ƙƛǎ ŜŎƘƻŜŘ ƻǘƘŜǊ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜǎΣ ŀƴŘ ŦƻǎǘŜǊŜŘ ŀ ŦŜŜƭƛƴƎ ƻŦ ǎǳǎǇƛŎƛƻƴ ŀƴŘ ŀƴƎŜǊ 

ǘƘŀǘ ŦŀƳƛƭƛŜǎ ǿŜǊŜ ǘƘŜ ƭŀǎǘ ǘƻ ƪƴƻǿ ǿƘŀǘ ƛƴǾŜǎǘƛƎŀǘƛƻƴǎ ƛƴǘƻ ǘƘŜƛǊ ƭƻǾŜŘ ƻƴŜǎΩ ŘŜŀǘƘǎ ƘŀŘ 

uncovered, 

ά²Ŝ ǿŜǊŜ ǘƻƭŘ ȅƻǳ ǿƻƴΩǘ ƎŜǘ ŀƴȅ ƛƴŦƻǊƳŀǘƛƻƴ ǳƴǘƛƭ ǘƘŜ C!LΦ tLw/ ǊŜŀŘ ƻǳǘ 

ǘƘŜƛǊ ǊŜǇƻǊǘ ǘƻ ǳǎΦ ¸ƻǳ ŎŀƴΩǘ ƪŜŜǇ ƛǘ ŀƭƭ ƛƴ ȅƻǳǊ ƘŜŀŘ ōǳǘ ǿƻǳƭŘƴΩǘ ƎƛǾŜ ƛǘ ǘƻ ǳǎ 

ώƛƴ ǿǊƛǘƛƴƎϐέ  

¢ƘŜ ŀōǎŜƴŎŜ ƻŦ ǳǇŘŀǘŜǎ ƭŜŦǘ ŦŀƳƛƭƛŜǎ άŦǊƻȊŜƴ ƛƴ ǘƛƳŜέΣ ǳƴŀōƭŜ ǘƻ ƎǊƛŜǾŜ ƻǊ ƳƻǾŜ ŦƻǊǿŀǊŘΦ One 

family described the difficulty of the stop-start nature of the PIRC investigation, 

άLǘ ǇǊƻƭƻƴƎǎ ŜǾŜǊȅǘƘƛƴƎΦ 9ǾŜǊȅ Řŀȅ ȅƻǳΩǊŜ ŀǎƪƛƴƎ ŀƴƻǘƘŜǊ 
ǉǳŜǎǘƛƻƴΦέ  

In desperation, some turned to MPs or the media for information, 

άLǘΩǎ ōŀŘ ŜƴƻǳƎƘ ǿƘŀǘΩǎ ƘŀǇǇŜƴŜŘ ƛƴ {ǘŀǘŜ ŎŀǊŜΣ ŀƴŘ ǎǘƛƭƭ ǘƘŜ ŦŀƳƛƭƛŜǎ ƘŀǾŜ ǘƻ 

DƻƻƎƭŜΣ Ǝƻ ǘƻ ǘƘŜƛǊ atΦ LǘΩǎ ǊƛŘƛŎǳƭƻǳǎΦέ 

For some there was a question mark over the independence of those investigating deaths 

following contact with the police. One participant felt the investigation was less 

independent and thorough than it should have been, 

άLΩǾŜ Ǝƻǘ ǘƘŜ tLw/ ǊŜǇƻǊǘΦ ¢ƘŜȅΩǊŜ ŜȄ ǇƻƭƛŎŜΣ ǘƘƻǳƎƘΦ ¢ƻ ƳŜΣ L 

ŘƻƴΩǘ ǘƘƛƴƪ ǘƘŜȅ ƛƴǾŜǎǘƛƎŀǘŜŘ ƛǘ ǘƘŜ ǿŀȅ L ǿŀƴǘŜŘ ƛǘΦέ 
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The Crown Office and Procurator Fiscal Service 

(COPFS) 

The Crown Office and Procurator Fiscal Service holds statutory responsibility for 

investigating deaths in custody and determining whether a Fatal Accident Inquiry should be 

held. An FAI is mandatory following a death in police or prison custody, and COPFS are 

responsible for that investigation. Above the mandatory settings, COPFS will also determine 

whether an FAI must be held in deaths in other settings if it is in the public interest to do so, 

for example, if someone dies in mental health detention.  

In principle, this provides independent oversight and accountability. In practice, families 

experienced an exhausting process marked by long delays, poor communication, and 

exclusion. 

Families frequently reported long periods without any contact from COPFS, 

ά²Ŝ ƘŜŀǊŘ ƴƻǘƘƛƴƎ ŀŦǘŜǊ ǎƛȄǘŜŜƴ ƳƻƴǘƘǎΦ ¢ƘŜȅ ǎŀƛŘ ǘƘŜȅ 
ǿƻǳƭŘ ƪŜŜǇ ƛƴ ǘƻǳŎƘΣ ōǳǘ ǿŜΩǾŜ ƘŀŘ ƴƻǘƘƛƴƎ ŜȄŎŜǇǘ ŀ ŦŜǿ 
Ŏŀƭƭǎ ŦǊƻƳ ǘƘŜ ƭŀǿȅŜǊΦέ  

One family described poor contact with the Crown Office,  

άŀƭƭ ƻǳǊ ŎƻƴǘŀŎǘ ǿƛǘƘ ǘƘŜ /h ǿŀǎ ǘƘǊƻǳƎƘ ǳǎΣ ώƛǘ ǿŀǎϐ ƴƻǘ ǇǊƻŀŎǘƛǾŜΣ ǳƴǘƛƭ ǿŜ 

Ǝƻǘ ŀ ƭŀǿȅŜǊ ώΧϐ ǿŜ ǿŜǊŜ ǘƻƭŘ ƛǘ ǿƻǳƭŘ ōŜ ǘǿƻ ȅŜŀǊǎ ǿƘƛŎƘ L ǘƘƻǳƎƘǘ ǿŀǎ ŀ 

ƭƻƴƎ ǘƛƳŜΣ ƛǘΩǎ ƴƻǿ ōŜŜƴ ŦƛǾŜ ȅŜŀǊǎέΦ   

Another parent recalled,  

ά¸ƻǳ ŀǊŜ ǎǳǇǇƻǎŜŘ ǘƻ ƘŀǾŜ ǊŜƎǳƭŀǊ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ŦǊƻƳ tǊƻŎǳǊŀǘƻǊ CƛǎŎŀƭΦ Lǘ 

was eleven months before any contact after [my loved one] had died. I sent 

ŀƴ ŜƳŀƛƭ ǘƻ tC ƻŦŦƛŎŜΣ ǎƘŜ ǎŜƴǘ ŀ ǎƴƻǘǘȅ ŜƳŀƛƭ ǎŀȅƛƴƎΣ Ψȅƻǳ ǎŀƛŘ ȅƻǳ ŘƛŘƴΩǘ ǿŀƴǘ 

ŀƴȅ ŎƻƴǘŀŎǘΦΩ L ŎŀƴΩǘ ǊŜƳŜƳōŜǊ ǎŀȅƛƴƎ ǘƘŀǘΦ ¸ƻǳ ŦŜŜƭ ƭƛƪŜ ȅƻǳΩǊŜ Ƨǳǎǘ ƭŜŦǘΦέ 

 Others were contacted too early, before they were ready to participate,  

ά²Ŝ ǿŜǊŜ ŀǎƪŜŘ ǘƻ ƎƛǾŜ ŀ ǎǘŀǘŜƳŜƴǘ ƭŜǎǎ ǘƘŀƴ нп ƘƻǳǊǎ ŀŦǘŜǊ ŦƛƴŘƛƴƎ ƻǳǘ ƻǳǊ 

ώƭƻǾŜŘ ƻƴŜϐ ǿŀǎ ŘŜŀŘΦ L ǘƘƛƴƪ ǘƘŜ ǘƛƳƛƴƎ ƻŦ ǎǘŀǘŜƳŜƴǘǎ ƴŜŜŘǎ ǘƻ ōŜ ƭƻƻƪŜŘ ŀǘΦέ 
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For many, the process felt unequal and dependent on whether they had legal representation.  

ά¢ǊŜŀǘŜŘ ŘƛŦŦŜǊŜƴǘƭȅ ƛŦ ȅƻǳ ƘŀǾŜ ŀ ǎƻƭƛŎƛǘƻǊΦ aƻǊŜ ŎƻǊǊŜǎǇƻƴŘŜƴŎŜΦ Lƴƛǘƛŀƭƭȅ 

ȅƻǳΩǊŜ ƛƴ ǎƘƻŎƪΦ CƻǳƎƘǘ ŦƻǊ му ȅŜŀǊǎ ŦƻǊ Ƴȅ ώƭƻǾŜŘ ƻƴŜϐ ǘƻ ƎŜǘ ǇǊƻǇŜǊ 

ǘǊŜŀǘƳŜƴǘ ōǳǘ ƛƴ ǇǊƛǎƻƴ ǘƘŜȅ ŘƛŘƴΩǘ ŀŎŎƻƳƳƻŘŀǘŜ ǘƘŜƳΦ ώ¢ƘŜȅϐ ǿŜǊŜ ǎŜǊƛƻǳǎƭȅ 

mentally ill and now the PF knows I have a solicitor, now things are changing. 

²Ƙȅ ǎƘƻǳƭŘ ǘƘŀǘ ƘŀǾŜ ǘƻ ōŜΚέ  

Families questioned why access to communication and fair treatment should rely on having a 

lawyer, rather than being a standard entitlement. 

There were, however, occasional examples of good practice that demonstrated how the 

system could work in the interest of families,  

άtC ŘƛŘ ŀŘǾƛǎŜ ƳŜ ǘƻ ŦƛƴŘ ŀ ƭŀǿȅŜǊΦ {ƘŜ ƳŜƴǘƛƻƴŜŘ ǎƻƳŜƻƴŜ ǿƘƻ ǿŀǎ ƘŜƭǇƛƴƎ 

others and I contacted them. Only one contact with PF but she has checked 

ƛƴ ǘƻ ǎŜŜ ƛŦ LΩŘ ŎƻƴǘŀŎǘŜŘ ǘƘŜ ƭŀǿȅŜǊΦ {ƘŜ Ƙŀǎ ƪŜǇǘ ƳŜ ǳǇ ǘƻ ŘŀǘŜ ŀƴŘ Ǝƻǘ ƳŜ 

ƛƴŦƻ ƭƛƪŜ ǇƻǎǘƳƻǊǘŜƳ ǊŜǎǳƭǘǎΦέ  

For most families, though, years of delay were emotionally devastating,  

ά¢ƛƳŜǎŎŀƭŜ ŀƭƭƻǿǎ ǇŜƻǇƭŜ ǘƻ ǎŀȅ ǘƘŜȅ ŘƻƴΩǘ ǊŜŎŀƭƭΦ ¢ƛŎƪ ōƻȄŜǎΣ ǿǊƛǘŜ ŦƛƭŜǎΣ 

ƎŀǘƘŜǊ ŘǳǎǘΦ ¸ŜŀǊ ŀŦǘŜǊ ȅŜŀǊ ǿŜ ǿŜƭŎƻƳŜ ƳƻǊŜ ŦŀƳƛƭƛŜǎ ǘƻ ǘƘƛǎ ƎǊƻǳǇΦέ  

One relative questioned the justification for such prolonged timelines, 

ά²Ƙȅ ŘƻŜǎ ƛǘ ǘŀƪŜ ǎƻ ƭƻƴƎΚ tŜƻǇƭŜ ŀǊŜ ƛƴ ŀƴ ŜƴŎƭƻǎŜŘ ŜƴǾƛǊƻƴƳŜƴǘ ǿƘƻ 

ǎƘƻǳƭŘ ōŜ ǉǳŜǎǘƛƻƴŜŘ ǎǘǊŀƛƎƘǘ ŀǿŀȅΦ ¢ƘŜȅΩǾŜ Ǝƻǘ ŀƭƭ ǘƘŜ ŘƻŎǳƳŜƴǘǎΦ ¢ƘŜ 

ŀǳǘƘƻǊƛǘƛŜǎ ŀǊŜ ǘǊȅƛƴƎ ǘƻ ǎǘǊƛƴƎ ƛǘ ƻǳǘΦέ 
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Family Liaison Officers 

Where Family Liaison Officers (FLOs) were appointed, experiences varied. Some families 

described FLOs who were compassionate and communicative, while others felt interrogated 

or mistrusted.  

ά²Ŝ ƘŀŘ ŀ C[hΣ ōǳǘ ƴƻǘ ǳǎŜŦǳƭ ŀǘ ŀƭƭΦ ²Ŝ ǿŜǊŜ ƛƴǘŜǊǊƻƎŀǘŜŘΣ ŀǎ ƛŦ ǿŜ ƪƛƭƭŜŘ ƻǳǊ 

[loved one]. You are supposed to be a link to guide us through to the next 

ǎǘŜǇΗέ 

Some felt that FLOs were more focused on assessing the family than supporting them, asking 

questions about home life or personal circumstances in ways that felt intrusive and cynical.  

άLǘ ŦŜƭǘ ƭƛƪŜ ǘƘŜȅ ǿŜǊŜ ƭƻƻƪƛƴƎ ŦƻǊ ǘƘƛƴƎǎ ǘƻ ōƭŀƳŜ ƻƴ ƻǳǊ ǊŜƭŀǘƛǾŜΦέ 

By contrast, families who experienced empathetic and regular liaison highlighted the positive 

difference it made,  

άhǳǊ C[h ǿŀǎ ǿƻƴŘŜǊŦǳƭΣ ǎƘŜ ƎŀǾŜ ǳǎ ǘƛƳƛƴƎǎΣ ŀƴŘ ǎƘŜ ǿŀǎ ƪƛƴŘΦέ  

Many families emphasised that liaison required specialist skills and should be carried out by 

independent staff rather than the institutions implicated in the death. Put simply, families felt 

unable to trust FLOs who were not independent.  

Stigma and dehumanisation 

Many families felt they were treated differently because their loved one had been in custody. 

Some investigators made stigmatising remarks or displayed indifference, 

ά¢ƘŜ ŎƘƛŜŦ ƛƴǾŜǎǘƛƎŀǘƻǊ ǎŀƛŘΣ Ψ[ŜǘΩǎ ƴƻǘ ŦƻǊƎŜǘ ώƘŜϐ ǿŀǎ Ƨǳǎǘ ŀ ŎǊƛƳƛƴŀƭ ŀŦǘŜǊ ŀƭƭΦΩέ  

Others described officials referring to their relatives impersonally, this was perceived as 

callous, 

ά¢ƘŜȅ Ŏŀƭƭ ǘƘŜƳ ΨǘƘŜ ōƻŘȅΩ ōǳǘ ƴƻǘ ōȅ ǘƘŜƛǊ ƴŀƳŜΦ LǘΩǎ ƭƛƪŜ ǘƘŜȅ ŦƻǊƎŜǘ ƘŜ ǿŀǎ 

ǎƻƳŜƻƴŜΩǎ ǎƻƴΦέ 

This stigma extended beyond institutional settings, with media coverage often compounding 

it, portraying relatives as undeserving or dangerous, 
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άIŜ ƭŜŦǘ ŀ ŦƻǳǊ-year-ƻƭŘ ŎƘƛƭŘΣ ŀƴŘ ȅƻǳΩǊŜ ǘŀƭƪƛƴƎ ŀōƻǳǘ Ƙƛǎ 
ŎǊƛƳŜΚ IŜ ǿŀǎ ǇŀȅƛƴƎ ǘƘŜ ǇǊƛŎŜΤ ƘŜ ŘƛŘƴΩǘ ƘŀǾŜ ǘƻ ŘƛŜΦέ  

Some experienced racist and hostile reporting, to the extent that families felt they had no 

option but to leave their communities to escape the scrutiny, 

ά¢ƘŜ ƳŜŘƛŀ ǿŜǊŜ ǎŀȅƛƴƎ ƘŜ ǿŀǎ ƭƛƴƪŜŘ ǘƻ ǘŜǊǊƻǊƛǎƳΦ Lǘ ǿŀǎ ƘŜŀǊǘōǊŜŀƪƛƴƎΦ L ƘŀŘ 

ǘƻ Ǌǳƴ ŀǿŀȅ ŦǊƻƳ ǘƘŜ ƳŜŘƛŀ ŎƛǊŎǳǎΦέ 

Humanising the person who has died 

Families described efforts to humanise their loved ones as essential. They brought 

photographs or small pen portraits to meetings or inquiries to ensure officials saw the 

person, not just the ΨcaseΩΦ hƴŜ ǇŀǊǘƛŎƛǇŀƴǘ ŘŜǎŎǊƛōŜŘ ŀ ƳƻǘƘŜǊ ǿƘƻ ǿŀƴǘŜŘ ǘƻ ŜȄǇƭŀƛƴ ƳƻǊŜ 

about the person who had died, 

{ƘŜ Ǉǳǘ ǇƘƻǘƻǎ ƻŦ ώǘƘŜƳϐ ƛƴ ŦǊƻƴǘ ƻŦ ǘƘŜ ǇŜƻǇƭŜ ǎƘŜ ǿŀǎ ǘŀƭƪƛƴƎ ǘƻΣ ΨǘƘƛǎ ƛǎ Ƴȅ 

[son], who has passed away. Before we discuss you should see the person, 

ǘƘŀǘ ƘŜ ƘŀŘ ŀ ƭƛŦŜΦΩ {ƘŜ ǿŀǎ ǇŀǎǎƛƻƴŀǘŜ ŀōƻǳǘ ƭŜǘǘƛƴƎ ǇŜƻǇƭŜ ƪƴƻǿ ƘŜ ǿŀǎƴΩǘ ŀ 

statistic, he was importaƴǘΦ ¢ƘƻǳƎƘ ǘƘŜǊŜ ǿŜǊŜƴΩǘ ŀƴȅ ŀƴǎǿŜǊǎ ƎƛǾŜƴΣ ǎƘŜ 

ǿŀƴǘŜŘ ǘƘŜƳ ǘƻ ǎŜŜ ǿƘƻ ƘŜ ǿŀǎΣ ŀƴŘ ǘƘŜȅ ƛƳǇŀŎǘŜŘ ŜǾŜǊȅōƻŘȅ ƛƴ ǘƘŜƛǊ ƭƛŦŜΦέ  

Another showed a short video to an inquiry to convey the reality of a life once lived, whilst 

other noted small acts of inquisitive kindness  

ά²ƘŜƴ L ƎŀǾŜ ŜǾƛŘŜƴŎŜΣ ǘƘŜ tǊƻŎǳǊŀǘƻǊ CƛǎŎŀƭ ŀǎƪŜŘΣ ΨǿƘŀǘ 
ǿŜǊŜ ώǘƘŜȅϐ ƭƛƪŜΚΩ ¢Ƙŀǘ ǿŀǎ ƴƛŎŜΦέ  

Families agreed that these moments should be routine and that pen portraits should be 

introduced at the start of every FAI to humanise the legal processes and enable a focus on 

the individual in life, not just in death. As one family put it,  

άƛŦ ǘƘŜȅ ǿƻǳƭŘ Ƨǳǎǘ ƭƻƻƪ ŀǘ ǘƘŜ ǇŜǊǎƻƴ ȅƻǳ ǿƻǳƭŘ ŦŜŜƭ ǘƘŀǘ ǘƘŜȅ ǿŜǊŜ ǘŀƭƪƛƴƎ 

ŀōƻǳǘ ȅƻǳǊ ƭƻǾŜŘ ƻƴŜΣ ƴƻǘ ǎƻƳŜƻƴŜ ƻƴ ŀ ǇƛŜŎŜ ƻŦ ǇŀǇŜǊΦέ 
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Mishandling information 

Errors and poor handling of sensitive information further deepened mistrust. This was 

especially upsetting in relation to postmortems, but families felt that a casual approach to 

administrative accuracy was somehow symbolic across a whole system that did not respect 

those that had died, or their families, enough to spell names correctly or get dates of birth 

right, 

ά¢ƘŜȅ Ǉǳǘ ǘƘŜ ǿǊƻƴƎ ŘŀǘŜ ƻŦ ōƛǊǘƘ ƻƴ Ƙƛǎ ŘŜŀǘƘ ŎŜǊǘƛŦƛŎŀǘŜΦ Iƻǿ Ŏŀƴ ǘƘŜȅ ƎŜǘ 

ǘƘŀǘ ǿǊƻƴƎΚέ 

Postmortem reports were another key cause for concern. Families described receiving 

postmortem reports by email without warning or context,  

ά¢ƘŜ /Ǌƻǿƴ hŦŦƛŎŜ ŜƳŀƛƭŜŘ ǘƘŜ ǇƻǎǘƳƻǊǘŜƳΣ ƴƻ ǿŀǊƴƛƴƎΣ ǘƘŀǘ 
ǿŀǎ ƴƻǘ ŀƴ Ŝŀǎȅ ǘƘƛƴƎ ǘƻ ǊŜŀŘΦέ  

It was pointed out that if the family knew there were inaccuracies within the postmortem 

there was no information provided as to who to contact to challenge what was written. 

Another family was told before the postmortem was delivered, but it contained different 

ƛƴŦƻǊƳŀǘƛƻƴ ǘƘŀƴ ǘƘŜ ŦŀƳƛƭȅ ƘŀŘ ōŜŜƴ ƭŜŘ ǘƻ ōŜƭƛŜǾŜ ŀōƻǳǘ ǘƘŜƛǊ ƭƻǾŜŘ ƻƴŜΩǎ ŘŜŀǘƘΣ 

άL ǿŀǎ ƛƴ ǘƻǘŀƭ ǎƘƻŎƪ ŀǎ ƛǘ ǎŀƛŘ ǎƻƳŜǘƘƛƴƎ ŜƭǎŜΣ ǘƘŜ tC ŘƛŘ ǎŀȅ ƛǘ ǿŀǎ ƘŀǊǊƻǿƛƴƎΣ 

L ǘƻƭŘ ǘƘŜ tC ƴƻǘ ǘƻ Ŏŀƭƭ ƳŜ ŀƎŀƛƴΦέ 

Others encountered different postmortems being sent out by the prison service, 

ά²Ŝ Ǝƻǘ ǘƘǊŜŜ ŘƛŦŦŜǊŜƴǘ ǊŜǇƻǊǘǎΣ ŜŀŎƘ ƻƴŜ ǎŀƛŘ ǎƻƳŜǘƘƛƴƎ ŘƛŦŦŜǊŜƴǘΦ Iƻǿ Ŏŀƴ 

ȅƻǳ ǘǊǳǎǘ ǘƘŀǘΚ ¢ƘŜȅ ώǇǊƛǎƻƴ ƻŦŦƛŎŜǊǎϐ ƘŀŘ ƴƻ ƛŘŜŀ Ƙƻǿ ώƭƻǾŜŘ ƻƴŜϐ ŘƛŜŘέ 

²ƘƛƭŜ ǘƘŜǎŜ Ƴŀȅ ŀǇǇŜŀǊ ǘƻ ōŜ ΨƳƛƴƻǊΩ ŀŘƳƛƴƛǎǘǊŀǘƛǾŜ ŜǊǊƻǊǎΣ ǘƘŜ ƛƳǇŀŎǘ ƻƴ ŦŀƳƛƭƛŜǎ ǿŀǎ ƘǳƎŜ 

and they were adamant that the very least they would expect was the sensitive information 

ǘƻ ōŜ ŘŜƭƛǾŜǊŜŘ ǿƛǘƘ ǎǳǇǇƻǊǘ ŀƴŘ ŎŀǊŜΣ ŀƴŘ ǘƘŀǘ ΨƳƛƴƻǊΩ ŘŜǘŀƛƭǎ ƭƛƪŜ ƴŀƳŜǎ and dates of birth 

should be correct. 

Many spoke of the emotional cost of being treated as outsiders to a process that should 

have centred their experiences. The combination of stigma, defensiveness, and lack of 

compassion left families feeling alienated and mistrustful, 
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άLǘΩǎ ƭƛƪŜ ǘƘŜȅΩǊŜ ǇǊƻǘŜŎǘƛƴƎ ǘƘŜƳǎŜƭǾŜǎΣ ƴƻǘ ŦƛƴŘƛƴƎ ƻǳǘ ǿƘŀǘ ƘŀǇǇŜƴŜŘΦέ 

The cumulative effect of these overlapping investigations was a system perceived as 

defensive and unaccountable, compounding harm rather than preventing it. Families 

described it as άŀ ǎŜŎƻƴŘ ƭƻǎǎέ, a process that extended their grief and eroded trust in public 

institutions. As one participant concluded,  

ά¢ƘŜ ǿŀȅ ǘƘŜ ǎȅǎǘŜƳ ŀŎǘǎ ŀŦǘŜǊ ŀ ŘŜŀǘƘ ƛǎ ŀ 
ŦǳǊǘƘŜǊ ƭŀŎƪ ƻŦ Řǳǘȅ ƻŦ ŎŀǊŜΦέ 
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What families said should change 

Provide independent points of contact 

Each family should have access to a single, named point of contact from the investigative 

bodies who communicate with empathy, consistency, and clarity throughout the 

investigation. These points of contact should also proactively provide families with 

information about the process, their legal rights and available support. Any emotional and 

practical advice and support should be entirely independent of the detention authorities.  

Set and enforce timelines for FAIs 

There should be set timeframes for each stage of the FAI process, with clear milestones, 

maximum waiting periods, and mechanisms for oversight to prevent indefinite delays. 

Updates on progress should be regularly communicated to families.  

Guarantee access to legal representation 

The Scottish Government should ensure information about and access to legal support is 

provided from the point of a death taking place. Families should receive non means tested 

funding for legal advice and representation from the outset.   

Enable meaningful family participation during all investigations 

following a death 

Investigation bodies should ensure families are regarded as active participants throughout 

investigations. Engaging with families to raise their concerns, questions and to provide 

important context can broaden and inform the scope of investigative processes and 

ultimately the potential scope of the FAI.  

  














































