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Determination

The sheriff, having considered the information presented at the inquiry, determines in
terms of section 26 of the Inquiries into Fatal Accident and Sudden Deaths etc (Scotland)
Act 2016 (“the Act”) that:

1. In terms of section 26(2)(a) of the Act (wWhen and where the death occurred)
David Sutherland was born on 25 July 1979 and died sometime in the morning of

11 January 2022 between the hours of 0937 hours and 1038 hours within cell 19, A3-19,
A Hall, HMP Barlinnie, Glasgow. His life was pronounced extinct at 1125 hours on

11 January 2022.



2. In terms of section 26(2)(b) of the Act (when and where any accident resulting
in death occurred)

There was no accident which resulted in David Sutherland’s death and accordingly
there is no finding in terms of section 26(2)(d).

3. In terms of 26(2)(c) of the Act (the cause or causes of death)

The cause of David Sutherland’s death was suspension by the neck, by means of a
ligature made from a bed sheet.

4. In terms of section 26(2)(e) of the Act (the taking of precautions)

There were no precautions which could reasonably have been taken which might
realistically have resulted in Mr Sutherland’s death being avoided.

5. In terms of section 26(2)(f) of the Act (defects in the systems of working)
There was no system in place within SPS to regularly audit the physical environment of
Mr Sutherland’s cell for the presence of ligature fixture points and to remove such
fixture points as had been identified by the audit.

6. In terms of section 26(2)(g) of the Act (any other facts relevant to the
circumstances of the death)

The DIPLAR into the circumstances of Mr Sutherland’s death failed to identify and
record the details of the ligature used by Mr Sutherland and failed to consider or make

any recommendations in this regard.



Recommendations

The sheriff, having considered the information presented at the inquiry, makes the
following recommendations in terms of section 26(1)(b) of the Act:

1. SPS should develop a standardised toolkit for auditing cells for the presence of
ligature anchor points at HMP Barlinnie and use the toolkit to conduct an audit of
potential ligature points within all standard cells. Following from this audit, SPS should
take steps to make standard cells at HMP Barlinnie safer by identifying and removing,
as far as reasonably practicable, ligature points present in such cells.

2. In cases where a prisoner has died by suicide, the DIPLAR process must consider
how the prisoner was able to complete the suicide and consider the risks presented in
the physical environment within which the death was completed. Where a ligature has
been used, the nature and availability of the ligature must be considered and details of it
along with details of the anchor point used must be passed to estates for further
consideration and action.

3. A national procurement exercise in relation to bedding should be carried out by
the SPS. The possibility of developing a bespoke product in collaboration with a
supplier should be explored and an assessment conducted as to the feasibility of

manufacturing bedding in house should be considered.



Legal framework
[1] This Fatal Accident Inquiry [FAI] concerned the death of David Sutherland who
died whilst serving a prison sentence in HMP Barlinnie, Glasgow. This inquiry was
therefore mandatory in terms of section 2(4)(a) of the 2016 Act.
[2] The procurator fiscal represents the public interest in investigating, arranging
and conducting an inquiry. An inquiry is inquisitorial and not adversarial; it is not their
purpose to establish civil or criminal liability. Their purpose is to:
a)  establish the circumstances of deaths; and
b)  consider what steps (if any) might be taken to prevent other deaths in
similar circumstances.
[3] Section 26 of the Act sets out the matters to be covered in the determination.
These include setting out findings on the following:
(a) when and where the death occurred;
(b) when and where any accident resulting in the death occurred;
(c) the cause or causes of the death;
(d) the cause or causes of any accident resulting in death;
(e) any precautions which-
(i)  could reasonably have been taken, and
(i)  had they been taken might realistically have resulted in the death, or
any accident resulting in the death, being avoided;
(f) any defects in any system of working which contributed to the death or any
accident resulting in death;
(g) any other facts which are relevant to the circumstances of the death.
(4] The inquiry is also empowered make such recommendations, if any, as the
inquiry considers appropriate as to:
(a) the taking of reasonable precautions;

(b) the making of improvements to any system of working;
(c) the introduction of a system of working; and



(d) the taking of any other steps, which might realistically prevent other deaths
in similar circumstance.

Procedural history of the inquiry and personnel
[5] The inquiry was assisted by Ms Ramage, procurator fiscal for the Crown,
Ms Mcllwham for the Prison Officers Association Scotland [POAS], Ms Paton for
Greater Glasgow Health Board [GGHB] and Ms Turner for the Scottish Ministers
representing the Scottish Prison Service [SPS]. Mr Cole, Solicitor, entered proceedings
on behalf of Mr Sutherland’s family whilst the inquiry was ongoing.
[6] The first notice of the inquiry was lodged on 2 April 2024 and following a
number of preliminary hearings the inquiry commenced on 3 December 2024 within
Glasgow Sheriff Court and heard evidence over 4 days between December 2024 and
December 2025.
[7] Two joint minutes of agreement were entered into by parties, lodged with the
court and read into evidence. Statements, affidavits, productions and labels were
lodged with the court on behalf of the Crown, those representing the SPS, the POAS,
GGHB and those representing Mr Sutherland’s family.
[8] On 3 December 2024, the inquiry heard parole evidence from SPS employees
David Smart and Stewart Martin and GGHB employee practitioner nurse,
Cosmina Verestoi. The inquiry also benefited from hearing affidavits of the
Mr Sutherland’s father, Mr Robert Sutherland and SPS employees Ms Siobhan Taylor,

Mr Gregg Pearson and Mr Robert Luke being read into evidence.



[9] On 4 December 2024, the inquiry heard affidavit evidence of Mr William
McKean. Additional information was requested from those representing the Scottish
Prison Service and the inquiry was adjourned to 7 February 2025.

[10]  On 7 February 2025, the inquiry was advised that those representing the Scottish
Prison Service were still in gathering evidence in relation to matters which had arisen
during the inquiry.

[11]  On 8 April 2025, the inquiry heard parole evidence from SPS employees

Ms Siobhan Taylor and Mr Derek Joyce. The inquiry also benefitted from the affidavits
of James Beaton, Sean McFedries and Amy Ward being read into evidence. Further
information from the SPS was still outstanding and the inquiry was adjourned to 11 July
2025.

[12]  The hearing assigned for 11 July 2025 was administratively adjourned to allow
the family of Mr Sutherland to obtain legal representation and consider whether they
wished to enter the inquiry as participants and for the SPS to obtain the bedding report
which had been instructed by the SPS as a result of a recommendation made by

Sheriff Collins KC in the Katie Allan and William Brown Inquiry.'

[13]  On 3 November 2025 Mr Sutherland’s family lodged their notice of intention to
participate and on 7 November the inquiry called to allow them to join the inquiry as
participants and to establish what, if any, further evidence would be required because of

this.

1[2025] FAI Recommendation 6



[14]  On 2 December 2025 the inquiry called for the solicitor representing the family to
address the court in relation to any additional evidence and productions which would
be necessary.

[15]  On 22 December 2025, the inquiry heard parole evidence from Sarah Griffiths.
Affidavits and statements from Robert Luke, Roy Breslin and Mary Mitchell were read
into evidence. As a result of the family now being participants, additional affidavits
from Cosmina Verestoi and Robert Sutherland had been prepared and these were read

into evidence.

Joint minutes

[16]  The first joint minute of agreement read into evidence on 3 December 2024 sets
out Mr Sutherland’s history from the time of his admission to HMP Barlinnie on

18 August 2021 to the time of his death, including; all risk assessments carried out
under Scottish Prison Service Talk To Me suicide prevention policy, the medical care
provided within HMP Barlinnie between August 2021 and January 2022, the
circumstances of Mr Sutherland’s death and the subsequent post mortem examination.
The joint minute agrees that all documentary evidence shall be admitted into evidence
without the need for it to be spoken to by a witness.

[17]  The second joint minute of agreement was read into evidence on 22 December
2025 and agrees further productions and statements to be admitted into evidence

without the need to be spoken to by a witness.



[18]  Several factors contributed to the time frame of this inquiry:

a.

The determination of Sheriff Collins KC in the Katie Allan and William
Brown FAI? was issued whilst this inquiry was ongoing. There were many
common factors and overlap between that inquiry and the matters that
were being dealt with in this inquiry. Amongst the recommendations
made, one recommendation raised an issue which this inquiry was dealing
with namely the use of bedding, within the prison estate, as a ligature. The
recommendation in Sheriff Collins KC’s Inquiry had been responded to by
the SPS who stated that research had been commenced in relation to the
availability and costs of alternative bedding, the findings of which would
be reported by “the end of summer 2025”. It was agreed that this inquiry
should await the outcome of that research which was lodged by the SPS on
13 November 2025 as Production 29 in their fifth inventory.

Following upon the publishing of Sheriff Collins KC’s determination, an
announcement was made by the Scottish Government on 28 March 2025
that they would, in due course, amend the legal aid legislation in relation to
eligibility for FAI proceedings which related to a death in custody or other
circumstances covered by section 2(4) of the Fatal Accidents and Sudden
Deaths etc. (Scotland) Act 2016. It was confirmed that this change would

apply to deaths in custody FAIs which were ongoing as of 7 April 2025.

2[2025] FAI 6



This change directly affected the family of David Sutherland and a notice of
intention to participate was received on their behalf from their solicitor on
3 November 2025. This inquiry, at this time was awaiting further
information from the SPS and had not concluded. I considered that this
was an appropriate request and allowed Mr Sutherland’s family to
participate in the inquiry with the benefit of their own legal representation;
there was no objection from the other participants to this application.
A transcript of the evidence which had been heard so far in the inquiry was
prepared and was provided to all parties.
c. A hearing was arranged to allow Mr Cole, representing the family, to

address the court in relation to further procedure. This called on
7 November 2025. It was agreed that there would be no requirement to
recall witnesses and that further affidavits would be provided from
witnesses identified by Mr Cole. As a result of this approach, there was no
further delay, and I am grateful to all parties for their cooperation and
assistance in this matter.

[19] On 27 February 2026 parties made their submissions. These were full and

considered and I have taken them into account when preparing this determination.

I have not repeated these or summarised them but where relevant I have referred to

them in the discussion section.

[20]  The witnesses in this case I accepted as being credible and reliable, their evidence

was not particularly in dispute, and I do not intend to repeat their evidence in any detail
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other than where it is relevant in consideration of the findings and recommendations
sought.

[21]  To each of the representatives, I extend my thanks for the way in which the
inquiry was conducted and I am grateful for the agreement of evidence in this case

which allowed the inquiry to focus on the relevant evidence.

Factual background

[22]  David Sutherland was born on 25 July 1979. At around 6 years old, his
behaviour became challenging and he began to suffer severe headaches and epileptic
seizures, which resulted in hospitalisation. As a child, he was the victim of a vehicle
collision which resulted in a severe head injury and internal bleeding. As an adult, he
had a history of psychotic disorder, self-harm, epilepsy and substance dependence. He
had served periods of imprisonment prior to this sentence.

[23]  On 18 August 2021 Mr Sutherland appeared at Glasgow Sheriff Court and was
detained for further examination to HMP Barlinnie. On 27 August 2021 he was fully
committed, in custody.

[24]  On 15 October 2021 he was convicted of a charge of attempted robbery and was
sentenced to 16 months imprisonment. The sentence was backdated to 18 August 2021.
[25]  On 8 December 2021 Mr Sutherland was further convicted of a charge of assault
and five charges of contravention of section 38(1) Criminal Justice and Licensing

(Scotland) Act 2010. As a result of these offences, David Sutherland was sentenced to a
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further period in custody which meant that his liberation date had changed to 7 June
2022, with the date of expiration of the sentence being 27 March 2023.

[26] David Sutherland was accommodated in cell 19, A3-19, A Hall, HMP Barlinnie.
He was the single occupant of his cell which contained a bunk bed. Photographs lodged
by the Crown show the top bunk without any bedding and bedding only on the bottom

bed.

Talk to Me Suicide Prevention Strategy (TTM)
[27] TTMis a multi-agency suicide prevention strategy introduced on 5 December
2016 to replace Act2Care. All members of staff who encounter prisoners (including NHS
staff) should receive TTM training. Core training is provided and is then followed by
refresher training every 3 years.
[28]  TTM operates in all prisons in Scotland.
[29] The key aims of TTM are:
a.  toassume shared responsibility for the care of those at risk of suicide;
b.  to work together to provide a person-centred care pathway based on an
individual’s needs, strengths and assets; and
c.  to promote a supportive environment where people in custody can ask for
help.
[30] The TTM strategy recognises that it is difficult to assess the risk of suicide but
suggests that it should be evidence based. The policy identifies “Cues and Clues”

highlighting signs to watch for, these can include:
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d.  Verbal signs - Says they are going to complete suicide, expresses, guilt,
anger, depression, hopelessness, constantly dwells on problems, makes
frequent minor complaints as a pretext to see staff, talks about suicide or
self-harm, states they find prison difficult to handle; and

e.  Non-verbal signs - Changes in mood — up or down, lack of motivation,
self-neglect or not eating, tidying up affairs/giving away possessions,
withdrawal from company of others, social isolation, irrational behaviour,
sleep disturbance, anger and aggression (especially younger people),minor
physical complaints, self-harm behaviour, increases phone calls to family
member, changes in behaviour/acting out of character.

[31]  Any prisoner who comes into a Scottish prison should receive a Reception Risk
Assessment (RRA). This should take place whether the prisoner enters the prison as a
new admission, a transfer from another prison, returning from a court hearing
(including a video hearing where the prisoner does not physically leave the prison) or
from an external escorted visit.

[32] The RRA is often a two-stage process: an assessment by a prison officer and an
assessment by a healthcare professional. A healthcare risk assessment should be carried
out if the individual is an admission, a transfer, has returned from court convicted from
remand, or where there is a change in liberation date.

[33] David Sutherland had served custodial sentences prior to the sentence that he
was serving at the time of his death and had previously, whilst admitted to HMP

Barlinnie, been placed on TTM on two occasions:
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a.  On 11 November 2019 during his admission assessment staff noted
self-harm cuts to both forearms, which were cleaned and dressed. At this
time, he was assessed as no apparent risk of suicide. On 12 November 2019
the treating doctor initiated TTM strategy following his consultation with
Mr Sutherland due to Mr Sutherland expressing suicidal ideation. He
thereafter remained on TTM until 22 November 2019; records note that
Mr Sutherland denied any thoughts of self-harm or suicide and that he
would speak to staff if his mood was low; and

b.  On5 March 2021 during a RRA within HMP Barlinnie Mr Sutherland
became aggressive with staff and stated that he “didn’t want to be here
anymore”. Mr Sutherland was placed on TTM strategy with minimum
observations of 15 minutes and Mr Sutherland was placed in a safer cell.
A case conference was held on 6 March 2021 and maximum contact
intervals were reduced to 60 minutes and Mr Sutherland was moved to the
first night centre. On 9 March 2021, following a case conference

Mr Sutherland was removed from TTM strategy.

Talk to Me Reception Risk Assessments

18 August 2021

[34] On his admission to HMP Barlinnie on 18 August 2021, a RRA was carried out
and recorded that Mr Sutherland “expected to be here today [and] expresses no

thoughts of suicide or self-harm at this time”.
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[35]  The healthcare risk assessment summarised Mr Sutherland’s responses “denied
thoughts of self-harm or suicide at present”. His presentation was noted,
“communicating freely maintaining eye contact”.

[36]  The VISION records noted that Mr Sutherland had a history of attempted suicide
and psychiatric disorder.

[37]  VISION is the healthcare recording system used by all Scottish prisons. It is
administered by the NHS and contains only health records from prison; community

based medical records must be specifically requested. SPS staff cannot access VISION.

15 October 2021

[38] Mr Sutherland attended Glasgow Sheriff Court on 15 October 2021 and was
sentenced, a RRA on his return noted “didn’t expect to be convicted. No thoughts of
suicide or self-harm at this time”.

[39]  The healthcare assessment summarised Mr Sutherland’s responses, “good eye
contact. Future planning. Past MH [mental health] history. No Suicidal Ideation at
Present”. It also noted that his presentation was “relaxed, appropriate, mood reactive”.
[40]  The VISION records noted that he was “not bothered” about the length of his

sentence. The TTM assessment was completed and recorded that there was “no

apparent risk”.
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8 December 2021

[41]  Mr Sutherland attended at Glasgow Sheriff Court and was sentenced in relation
to a number of summary matters which impacted upon his liberation date.

[42] In accordance with TTM procedure a RRA should have been carried out by a
prison officer and thereafter a healthcare individual when he came back to HMP
Barlinnie from court. This was not done and Mr Sutherland was returned to A Hall
where the RRA was carried out by Prison Officer McClory.

[43] There was no healthcare assessment of Mr Sutherland.

Medical care provided to David Sutherland at HMP Barlinnie August 2021 - January
2022

[44] On 19 August 2021, Mr Sutherland had a seizure. He was orientated to time
place and person but was verbally aggressive to staff and would not allow medical
observations to be taken. He attended healthcare for treatment and detox that evening
and staff noted he was “jovial with staff, no issues reported”.

[45] On 3 October 2021, Mr Sutherland consulted with medical staff as he had been
refusing all medication except epilim®. He wished to reduce his methadone dose and
was told this could not be done at this time. A treatment refusal form was completed,
and he was referred to addiction services. It was recorded that he did not take a full

dosage of methadone as prescribed and that he was to be monitored by addictions staff.

3 An anti-convulsant medication used to treat epilepsy, bipolar disorder and sometimes for prevention of
migraines.
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[46] On 20 October 2021, Mr Sutherland self-referred to the healthcare staff and it was
noted that he was refusing to take all medication as he was concerned that the quantity
of medication was causing seizures and headaches. He stated he had been asking for
weeks to speak to primary care and addictions regarding medication and methadone,
and a review with the GP was set up.

[47]  On 20 October 2021, Dr Ahmed consulted with him, and he asked to be taken off
methadone. Dr Ahmed noted that he had a history of mental health issues and that he
had requested a single cell. Dr Ahmed noted that following discussion with

Mr Sutherland, he agreed to take his medication as prescribed.

[48]  On 22 October 2021, Mr Sutherland refused to take medication as prescribed and
repeated that he wished to reduce his methadone prescription. He signed a treatment
refusal form. At 1904 hours, healthcare assessed him due to reporting chest pain.
Observations were taken and he admitted to smoking “legal” approximately 1 hour
prior to symptoms beginning. He stated that he had feelings of paranoia and was
placed on Management of Offenders at Risk from any Substance (MORS). He was
removed from MORS the following day.

[49]  On 25 October 2021, Mr Sutherland attended an initial meeting with the Harm
Reduction Team.

[50]  On 26 October 2021, Mr Sutherland refused to attend for supervised morning

medication and a treatment refusal form was signed.
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[51]  On 2 November 2021 Mr Sutherland’s first session of support for Drug Harm
Reduction [DHR] had to be rearranged due to no room being available to facilitate the
appointment.

[52]  On 2 November 2021, Mr Sutherland reported chest pain to SPS staff who
contacted healthcare. When the nurse attended, he was sitting up, with good colour and
no evidence of clamminess and was speaking in full sentences. Observations were taken
and following enquiry with him and consultation with Dr Senthill he was prescribed
medication for heart burn to be taken three times per day and was tested for COVID.
The treatment plan was explained to him with worsening advice given (advice given to
a patient directing how and when to seek further care if symptoms change, persist or fail
to improve.)

[53] On 5 November 2021, Mr Sutherland refused to take his medication as prescribed
and repeated that he wished to reduce his methadone prescription.

[54] On 9 November 2021, Mr Sutherland attended for the first session of the DHR
programme.

[65] On 13 November 2021, Mr Sutherland was seen by healthcare as he had been
involved in an altercation in the hall. Mr Sutherland had no visible injuries and reported
no injuries.

[56]  On 26 November 2021, Mr Sutherland was brought to healthcare following an
allegation of assault. He indicated that he could not see properly and had a small

laceration underneath his eye. He was transferred to the Glasgow Royal Infirmary for
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assessment of his eye injury. It was confirmed that there were no fractures and no
follow up required.

[57]  On 9 December 2021, records note that Mr Sutherland refused his prescription
medication.

[58] On 10 December 2021, Mr Sutherland attended his second session of the DHR
programme and engaged well.

[59]  On 14 December 2021, Mr Sutherland requested a reduction in his methadone
prescription as he had been engaging with harm reduction he was to be fully assessed.
[60] On 20 December 2021, Mr Sutherland refused his supervised epileptic
medications, and a treatment refusal form was signed.

[61]  On 24 December 2021, Mr Sutherland was observed standing upright, and
unresponsive. Healthcare staff attended and carried out observations. Records note
that he was speaking clearly but there was no structure to speech and words appeared
random. He was able to give his date of birth and was orientated to year and day but
not date or month. Records note that his speech then became structured, and he was
able to follow the conversation. Worsening advice was given.

[62]  On 4 January 2022, Mr Sutherland refused his methadone prescription.

[63]  On 10 January 2022 Cosmina Verestoi, practitioner nurse, consulted with
David Sutherland as he was experiencing chest pain. At this consultation, all of

Mr Sutherland’s observations were within the normal limit and Nurse Verestoi gave him
worsening advice. At this consultation, Nurse Verestoi noted Mr Sutherland to be

anxious, this was based on her observation that he had a “fidgeting leg”. She was aware
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that Mr Sutherland had not been taking his medication and suggested to him that he do
that. Nurse Verestoi had had TTM training and had experience of the policy. There was
nothing in Mr Sutherland’s presentation that led to her concluding that Mr Sutherland

required to be placed on TTM.

11 January 2022

[64] David Sutherland used his cell intercom at around 0925 hours to ask to use the
phone to urgently call his lawyer and was permitted to do so at around 0934 hours. On
returning to his cell, Mr Sutherland thanked prison officer Stewart Martin, and he is seen
on CCTV to return to his cell at 0937 hours.

[65]  Atapproximately 1038 hours the cells on A Hall were being opened and on
opening cell 19, Mr Sutherland’s was seen with a ligature around his neck. The ligature
had been made from a bed sheet and was attached to the bedframe of the top bunk of a
bunkbed.

[66]  Prisoner officer Sulley immediately called a Code Blue, this is a call which relates
to a medical emergency where the prisoner is not breathing, and he requested other
officers to attend. Resuscitation was immediately commenced by prison officers and
healthcare staff, including CPR, defibrillation and mechanical chest compressions.
Personnel from the Scottish Ambulance service attended and continued attempts were
made to resuscitate Mr Sutherland with a negative result. At 1125 hours, life was

pronounced extinct.
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[67]  On 20 January 2022 forensic pathologist Dr Julie McAdam carried out a post
mortem examination at the Queen Elizabeth University Hospital, Glasgow. This

confirmed Mr Sutherland’s cause of death as hanging.

DIPLAR
[68] Death in Prison Learning, Audit, and Review (“DIPLAR”) is a process for
reviewing deaths in custody. It provides a system for the SPS and NHS to record any
learning and identify actions following a death. The aim of a DIPLAR is to learn from
the incident and consider the circumstances and the immediate actions taken. Itis
designed to examine management processes and practice and how the person was being
managed in prison. The process also focuses on how the incident impacted on staff
involved, other prisoners, the person’s family, and the establishment as a whole.
[69] A DIPLAR review into the death of Mr Sutherland was held on 25 April 2022.
[70]  The DIPLAR identified the following learning points and recommendations
following Mr Sutherland’s death:
(a) Absolute clarity needs to be provided to staff on the requirement not to
move the deceased after all efforts to preserve life have been exhausted.
(b)  Ask staff what they would like to happen after they have been involved in
an incident. Do not assume that all staff members will feel the same after
the incident, take everyone on an individual basis.
(c)  Review process of training for staff around deaths in custody.

(d) Check prisoners next of kin on PR2 and ensure this is regularly updated.
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(e) To establish exactly what family members can be told in the first instance.
[71] ~ Within the DIPLAR, there is no indication what the ligature used by
Mr Sutherland was. Reference is, however, made to the ligature point being “the top of
a bunk bed”. There is no reference in the DIPLAR to any consideration of reduction

measures in relation to either the fixture point used or the ligature used.

Bedding material

[72] ~ Mr Sutherland used his bed sheet as a ligature. The bedding in Mr Sutherland’s
cell was not made from reduced ligature fabric material; such bedding is only provided
to prisoners who have been deemed at risk of suicide and who have been placed in a
safe cell. Mr Sutherland was in a standard cell.

[73] A safe cell is designed so that there are reduced ligature points within the cell
and stronger bedding and clothing, designed to be tear resistant are provided to the
prisoner. Prisoners are restricted in relation to personal items that they can have in a
safe cell. Other aspects of a safe cell include the provision of tamper proof furniture,
non-opening windows, anti-ligature fittings including sinks, toilets, showers and no
exposed pipework. These cells are austere and are only to be used in exceptional
circumstances where the prisoner cannot be managed within a standard cell in the
establishment.

[74]  The tear resistant material used for bedding in a safe cell is designed to reduce

the risk of a ligature being made. Between 2018 and 2024 bedding was used as a ligature
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in 46% of all cases involving a ligature in deaths caused by suicide. The inquiry was
provided with examples of the material used by individuals in safe cells.

[75]  Asaresult of a recommendation made by Sheriff Collins KC in the Katie Allan
and William Brown FAI, the SPS commissioned and produced a report whose remit was
to identify bedding options that could reduce ligature risk while maintaining a more
normalised and dignified custodial environment.*

[76]  The SPS procurement team conducted a comprehensive market review. This
included engagement with suppliers across the custodial, healthcare and institutional
sectors and a review of product specifications and safety standards.

[77]  The research found that no bedding products currently exist that bridge the gap
between fully anti-ligature and standard bedding. There is also no recognised standard
or certification for such an intermediate category. While some materials are marketed as
rip-resistant or tamper-resistant, no material was found to be completely rip-proof.

[78]  The research reaffirmed that anti-ligature bedding is designed for crisis use and
individuals at acute risk because the product often lacks comfort, warmth and can
impact on a prisoner’s sense of dignity and wellbeing. It is not appropriate for use
across an entire population.

[79]  The research concluded that the market is limited to two distinct categories:
standard bedding and high-risk anti-ligature bedding. No commercially available

product currently bridges the gap between these categories and there is no recognised

4 “Exploring Intermediate Bedding Solutions for Young People in Prison Custody: A Market Research
Report” SPS August 2025
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standard or certification for an intermediate option. In response to the findings the SPS
have undertaken to procced with a national procurement exercise for bedding across the
whole prison estate. SPS will continue to explore the possibility of developing a bespoke
product in collaboration with suppliers.

[80]  The research undertaken highlighted the complexity of the factors that required
to balanced when considering bedding in the prison environment: safety, comfort and
operational practicality and noted that any future developments must be informed not
only by material innovation but by “a holistic understanding of care, supervision and

wellbeing.”>

Recommendation

A national procurement exercise in relation to bedding used within the Prison Estate
should be carried out by the SPS. The possibility of developing a bespoke product in
collaboration with a supplier should be explored and an assessment conducted as

to the feasibility of manufacturing bedding in house should be considered.

Ligature anchor point
[81]  Mr Sutherland used the bedframe of the top bunk bed in his cell as the ligature
anchor point. Between 2018 and 2024 a bed was used as a ligature anchor point in 34%

of all deaths by suicide where a ligature was used.

> “Exploring Intermediate Bedding Solutions for Young People in Prison Custody : A Market Research
Report” SPS August 2025
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[82]  In October 2018, a note from the then Health Strategy and Suicide Prevention
Manager with the SPS, Lesley McDowall was provided to then Cabinet Secretary of the
Scottish Government advising that the SPS were “endeavouring to design out ligatures
as far as is reasonably possible, even in ordinary cells”.
[83] In November 2018, a Sample Review of Ligature Anchor Points was carried out
at HMYOI Polmont [the LAP Review]
[84] On 10 January 2019 at a Safer Spaces meeting at the SPS college discussions took
place regarding the introduction of an audit toolkit that would be created and used
alongside TTM.
[85] InFebruary 2019, a Ligature Free Accommodation Costings report was prepared
by the SPS and Technical services detailing what work would be required to create
ligature free environments within accommodation cells across the prison estate.
[86]  In this report costings are provided in relation to specific cells on the “older
estate”, of which HMP Barlinnie is. In relation to the older estate, specific reference is
made to work that would be involved:
“to supply and install [a] new approved ‘safer’ single bed formed of plywood
core and substrate, hidden fixings and fully bonded hygienic and safe material as
outer face”.
The costings in relation to the supply and installation of such items was given at
£3600 per cell. It is likely that these costs will have increased given the report dates from
February 2019.
[87]  On 15 February 2019, an update was provided to the Cabinet Secretary for Justice

in relation to the work undertaken at HMYOI Polmont in identifying a ligature free
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living environment. Within this report, a prototype audit toolkit was created and a
phased programme of the removal of [and replacement of] inherent ligature points was
identified.

[88] No action was taken by HMP Barlinnie as a result of the LAP Review or the
update provided on 15 February 2019. The reasoning provided for this was that the
report was focused on HMYOI Polmont. There has been no similar review undertaken
in HMP Barlinnie.

[89] In HMP Barlinnie there are presently 878 bunk bed frames, and the majority of
cells contain bunk beds which are used for both single and double occupants. All
standard cells in HMP Barlinnie have bunk beds. There is no assessment of a prisoner
on admission whether he is suitable to placed in a cell with a bunk bed.

[90]  There are cells which contain single beds in HMP Barlinnie. When

Mr Sutherland was admitted in August 2021, the breakdown of single occupancy cells

with a single bed was:

a. 11 cells were safer cells used for TTM prisoners
b. 20 cells were prioritised for “specific prisoners”
c. 5 cells were for prisoners with a specific disability

d. 3 cells had been converted and used by prisoners with mobility issues
e. 1 cell was “used by a prisoner serving a longer sentence who is long settled
in the establishment”
None of the single cells was available to Mr Sutherland on admission. Mr Sutherland

asked for a single occupancy cell when he was admitted.
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Findings and recommendations sought

[91]  There is no dispute amongst parties with regards to findings in terms of
section 26(2)(a) and (c): David Sutherland died within cell 19, A-Hall, HMP Barlinnie,
Glasgow. The cause of death was hanging.

[92]  No findings fall to be made under section 26(2)(b) and (d) of the 2016 Act, the
death not having occurred as the result of an accident.

[93] The POAS, SPS and GGHB seek that only the mandatory formal findings are

made (where and when the death occurred and the cause of death).

Reasonable precautions findings under section 26(2)(e)

[94] The Crown and the Solicitor for Mr Sutherland’s family have both made
submissions seeking findings in terms of section 26(2)(e).

[95] Itisimportant at the outset to emphasise the statutory considerations relevant to
section 26(2)(e) of the 2016 Act. Findings under section 26(2)(e) require to have a causal
aspect to them.

[96] The expression “might have been avoided” envisages not a “probability” but a
real or lively possibility that the death might have been avoided by the reasonable
precaution. The possibility that the death might realistically have been avoided by the
reasonable precaution requires to be one of substance and genuine potential, rather than

a mere fanciful possibility.
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[97]  There is, therefore, a two-stage test to be addressed in considering whether any
findings under section 26(2)(e) can properly be made in any inquiry: first, whether any
precaution existed which could reasonably have been taken and secondly, and
importantly, whether any such precaution might realistically have resulted in the death
being avoided. It is with those principles in the forefront of my mind that I consider

matters under section 26(2)(e) of the 2016 Act.

Ligature anchor point
[98]  The Crown submits, their submission being adopted by Mr Sutherland’s family,
that the removal of the bunk bed in Mr Sutherland’s cell would have removed the
ligature point used by him and this was a precaution that could reasonably have been
taken and might realistically have prevented his death.
[99] There was no submission on this matter from either the POAS or the GGHB and
no finding is sought from either.
[100] The Solicitor for the SPS submitted that this was not a finding that this inquiry
could make for a number of reasons:

a.  No direct evidence has been heard in relation to this point.

b.  No parole or expert evidence had been led which related to the costs or

operational requirement of removing the bunkbeds.
c.  There was no evidence before this inquiry that the bunk bed was the only

ligature point within the cell occupied by Mr Sutherland; and
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d.  The evidence in relation to ligature points which had been heard in this
inquiry did not relate to HMP Barlinnie.

[101] There was evidence, in general terms, regarding the removal of bunk beds within
the prison estate. Greg Pearson in his evidence commented that he was not aware of
any work being carried out [within the prison estate] to consider the removal of bunk
beds or for alternate options to be looked at. He stated that the removal of bunk beds
would “significantly impact on operating capacity” of the SPS.
[102] The solicitor for the SPS had lodged a report prepared by the SPS Estates and
Technical Services from February 2019 titled “Ligature Free Accommodation Costings”
within which there was reference to the installation of “safer” beds and a specific cost
was referred to in relation to HMP Barlinnie, which included A Hall where
Mr Sutherland was accommodated. I have referenced this at para [82] above.
[103] The issue of bunk beds within the prison estate is a matter which has arisen over
a number of years and has been a feature in past FAIs. Their use is necessary to manage
the prison population but their continued use within the prison estate means that their
inherent risk as an obvious ligature action point remains.
[104] This inquiry heard evidence that in the design of new prison establishments
consideration is being given to reducing ligature fixture points in cells and there will be
no bunk beds used in HMP Glasgow (the prison which will replace HMP Barlinnie due

for completion in or around 2028).
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[105] There was no evidence presented at the inquiry that the removal of the bunkbed
from Mr Sutherland’s cell would have been a “reasonable” precaution that could have
been taken.

[106] There was also no evidence presented that this precaution, had it been
reasonable would have realistically prevented Mr Sutherland’s death.

[107] The evidence before the inquiry was that Mr Sutherland was accommodated in a
standard cell which contained a bunk bed. Standard cells do not have the features of a
safe cell and are not designed to be ligature free.

[108] The inquiry heard evidence in relation to safe cells, and it was explained that
these are designed so that they are as risk free as possible and have reduced ligature
fixture points. Mr Sutherland was not within such a cell, and the evidence was that
several ligature anchor points (toilet door and window being but two) are found within
a standard cell.

[109] Itis acknowledged that there is a spontaneity and unpredictability in deaths by
suicide — Mr Sutherland being an example of this. The removal of the bunk bed would
have reduced one potential (most perhaps most obvious ligature fixture point) but
others remained within the standard cell.

[110] Had the first part of the test been answered in the affirmative, could the inquiry
conclude in the circumstances of Mr Sutherland’s death that his death “might
realistically have been avoided”? I'have concluded that it could not and make no

finding in this regard.



30

Admission of Mr Sutherland to TTM

[111] The solicitor for the family seeks a finding that it would have been a reasonable
precaution for Mr Sutherland to have been placed on TTM on 10 January 2022 following
his consultation with Nurse Verestoi and that such a precaution, had it been taken,
would realistically have avoided Mr Sutherland’s death.

[112] The solicitor for the family, accepts that Nurse Verestoi’s conclusion, that

Mr Sutherland was not suicidal and therefore was not placed on TTM was a reasonable
decision in all the circumstances and there was no criticism of her decision. He
submitted, however, in terms of the Inner House decision in Duncan v The Lord

Advocate 2025 SLT 1199, that the inquiry could still make such a finding, if the inquiry
concluded that another reasonable precaution could have been taken, provided that the
“might realistically” causal threshold was met.

[113] In Duncan, Dr Duncan brought Judicial Review proceedings seeking a reduction
of a finding made by the sheriff in her determination on the basis that where a doctor
took one of two (or more) reasonable options, it was inappropriate for the sheriff to find
that one of the others would have been a reasonable precaution. In this case, Dr Duncan
had not referred a young child to hospital and the child later died from complications of
a cancerous tumour. Expert evidence was heard at the Inquiry, from an expert in
general medicine practice, Dr Norman Wallace, and Professor Hamish Wallace, an
expert in paediatric oncology. The evidence from the expert witnesses was that
although the decision not to refer meant there had been a missed opportunity, the action

of not re-referring could also be viewed as reasonable in light of the prior paediatric
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opinion. The sheriff concluded that the referral could reasonably have been taken and
might realistically have avoided the death. The Inner House agreed with her approach
and refused the reduction sought by Dr Duncan.

[114] Itis accepted by those representing the family of Mr Sutherland that the decision
made by Nurse Verestoi not to place him onto TTM (which would have initiated an
immediate care plan) was a reasonable one. There was nothing in Nurse Verestoi’s
interaction with Mr Sutherland that suggested that he was at a risk of harming himself
and I am satisfied that had there been any “cues and clues” as identified within the TTM
policy, Nurse Verestoi would have made the referral. She herself indicated that even if
she had the “slightest suspicion” a referral would have been made.

[115] It is submitted by Mr Cole, that the fact that she would not have personally
placed Mr Sutherland on TTM does not mean that doing so was out with the range of
reasonable steps open to her and finding should be made to support this as a reasonable
precaution.

[116] The solicitor for the GGHB submitted that there was no evidence from a suitably
qualified medical expert who could opine to this and without any evidential basis to
find that another reasonable path was available I should not make the finding as sought
by the family. I accept their submission: there was no evidence led in the inquiry to
suggest that this was a reasonable precaution.

[117] The sheriff’s duty to make such findings in terms of section 26(2)(e) is mandatory
where the evidential threshold is met. All evidenced [my emphasis] precautions that

were reasonably available and that might realistically have averted the death,
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irrespective of whether the person involved took another reasonable path, must be
recorded.
[118] There is insufficient evidence before me to make the finding and accordingly

none is made in this regard.

System defect findings under section 26(2)(f) of the 2016 Act

Ligature audit and toolkit

[119] There was evidence before the inquiry which showed that the SPS between 2018
and 2021 acknowledged that a ligature audit tool kit and ligature assessment toolkit
were needed.

[120] There was and is no ligature audit tool kit and ligature assessment toolkit in
relation to HMP Barlinnie.

[121] The failure to have in place a system to carry out a ligature point audit and to act

on removing the bunk bed in Mr Sutherland’s cell therefore contributed to his death.

Finding;:
There was no system in place within SPS to regularly audit the physical environment
of Mr Sutherland’s cell for the presence of ligature fixture points and to remove such

fixture points as had been identified by the audit
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Other findings in terms of section 26(2)(g) of the 2016 Act

[122] The following matters, although not giving rise to reasonable precautions by
which Mr Sutherland’s death might realistically have been avoided, or constituting
systemic defects which contributed to his death, are nevertheless relevant to the
circumstances of it, and so appropriate for findings under section 26(2)(g) of the

2016 Act.

DIPLAR

[123] The DIPLAR conducted in relation to Mr Sutherlands death whilst recording the
ligature anchor point, did not record details of the ligature used. It is important that
such factors are known and recorded in order that relevant factors and circumstances in
such deaths can be recognised to identify what steps can be taken to prevent it

happening again.

Finding:

The DIPLAR into the circumstances of Mr Sutherland’s death failed to identify and
record the details of the ligature used by Mr Sutherland and failed to consider or
make any recommendations in this regard.

[124] Both the Crown and the next of kin submitted that a finding in terms of this
section should be made in relation to the failure of the staff at HMP Barlinnie to follow
the proper procedure in relation to a reception risk assessment required by the TTM

policy on Mr Sutherland’s return to custody from on 8 December 2021.
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[125] Whilst this incident was unsatisfactory and should not have happened it did not,
based on the evidence heard by the inquiry, contribute to Mr Sutherland’s death on

11 January 2022 and therefore I make no finding.

Conclusion

[126] The death of David Sutherland occurred whilst he was in the care of the state.
The unpredictability and spontaneity of death by suicide is such that there will always
be a risk of it occurring, particularly when individuals are in custody. It must be a
priority that whilst these individuals are in care of the state everything that can be done
to limit the opportunity for them to die by suicide must be done.

[127] There was evidence before the inquiry that improvements are being made to the
custodial environment within the SPS estate to reduce the risk of deaths by suicide as a
result of Sheriff Collins KC’s recommendations in the Katie Allan and William Brown
Inquiry: the system is making improvements. These must continue and there must be a
drive to transform a system which has repeatedly failed in preventing deaths by suicide.
[128] To Mr Sutherland’s parents, who attended throughout the inquiry and his

extended family I offer my sincere condolences for their loss.



