
 
 

Mrs Sue McAllister 
Prisons & Probation Ombudsman 

 
OPEN LETTER 

11th February 2019. 
 
Dear Sue, 
 
Recommendation Recommendation Recommendation Recommendation Recommendation 
Recommendation Recommendation Recommendation Recommendation Recommendation.  
 
Did you bother reading each of those words - or notice I had inserted a number in one of them? 
 
Actually, I didn’t, but you went back anyway and read them again; right? 
 
Unfortunately, that isn’t what happens to the ‘Recommendations’ you make in your Fatal 
Incident Reports into deaths in custody; people don’t go back and read them again. When you 
set out your ‘Recommendations’ designed to learn lessons and reduce deaths in custody, no one 
takes a blind bit of notice of them – and, what’s worse, your Office ignores the fact they’re 
ignored too. 
 
Tragically you’re not alone in looking the other way. Independent Monitoring Boards (IMBs) in 
whose prisons these deaths take place, and to whom monitoring the implementation of these 
Recommendations should be a priority, ignore them too. Year after year, they simply airbrush 
them out of their Annual Reports as if they have never been made; I will return to this shortly. 

 
Every single Prisons Ombudsman that’s gone before 
you in the last 25 years at least had the excuse that 
they’ve never unlocked a prison cell door and found 
a prisoner swinging dead with a noose around their 
neck; but as a former Prison Governor you don’t 
have the luxury of that excuse. You know exactly 
what it’s like: the shock, horror, frantic attempts at 
resuscitation, and the wave of utter devastation that 
then descends on the whole prison afterwards. 
 

Yet, despite that personal experience deaths in custody keep happening and frequently too; as I 
write this we are six weeks into 2019 and already 20 people have died in our prisons – 17 of 
whom have seemingly taken their own lives, and eight definitely have. 
 
Your Office still keeps investigating these deaths, still keeps writing their reports, still keeps 
making recommendations, and still does absolutely nothing when, time after time, those 
recommendations are ignored – lamentably this week you’ve done it again. 
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John Delahaye was 46 years old when he was found dead in his cell at Birmingham Prison on 
5th March 2018; let me remind you of the catalogue of errors that lead up to it. 
 
Ten weeks before his death Mr Delahaye was taken from Birmingham prison and admitted to 
hospital almost certainly having taken an insulin overdose; he returned to prison 24 hours later. 
 
In your report into his death published this week, you write: 
 

“When Mr Delahaye returned to Birmingham on 1 January following this overdose, there was no handover 
between hospital and prison healthcare staff and prison healthcare staff did not know he had returned to 
prison until the next day.  
I am also concerned that suicide and self-harm monitoring procedures (known as ACCT) were not started 
until the day after he had returned to prison. In addition, I have concerns about the way the ACCT 
procedures were managed when they were started. Staff did not effectively investigate why Mr Delahaye 
had taken the overdose and healthcare staff were not involved. The ACCT was closed prematurely two 
weeks later, with little having been done to identify or mitigate Mr Delahaye’s risk to himself. This was 
compounded by the fact that Mr Delahaye was discharged from mental health services after just one 
appointment. 
“I am concerned to be repeating recommendations to Birmingham about suicide and self-harm 
prevention procedures. [emphasis added] 
“It is very difficult to understand why Mr Delahaye was allowed to have his insulin back in his possession 
less than a month after his overdose. I am concerned that NHS guidelines were not followed when this 
decision was made.  
“I also have serious concerns about the way staff at Birmingham conducted roll checks and unlocks. When 
Mr Delahaye was found on the morning of 5 March, he had clearly been dead for some time and it seems 
possible that no member of staff had seen him for more than 13 hours.  
“This needs to be rectified urgently.  
“Staff also failed to use an emergency code when they found Mr Delahaye unresponsive. Although this did 
not affect the outcome for Mr Delahaye, it could make a critical difference in other cases.”  

 
Now, take a moment to look too at the Birmingham Prison IMB Annual Report published just 
10 weeks ago and covering the period in which Mr Delahaye died in the prison. Neither his 
name, the circumstances of his death, nor the fact that your repeated recommendations had been 
ignored, are ever mentioned; not even once – they’re airbrushed out of existence; small wonder 
then why so many consider the IMB as completely and utterly useless? 
 
I would remind you that your Office is not investigating the loss of someone’s property here, 
but the loss of someone’s life; yet it consistently fails to understand this vital distinction. 
 
I accept the fact you are new to this role, and while there are those who say that as a former 
Prison Governor you are not the right person to be holding this critical Independent Office, I’m 
not yet one of them. I think your experience as a Governor means you know where to look, 
what questions to ask, what answers to demand and having opened cell doors and cut dead 
people down you know exactly how important all this really is.  
 
The question is: when will we see action from your Office and not just words that everyone, 
including IMBs, totally ignore?  
 
  
Yours sincerely, 
 

 
Mark Leech 
Editor: The Prisons Handbook for England and Wales 
@prisonsorguk 


