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Abstract

Deaths from natural causes (e.g., cardiovascular disease, respiratory illness, and cancers)
are increasing in prisons in England and Wales. Many are believed to be avoidable and
related to prisoner premature mortality. The circumstances around each death in cus-
tody are investigated by the Prisons and Probation Ombudsman (PPO), who provides
recommendations for improvement. Learning from these recommendations can inform
future healthcare to prevent avoidable deaths and improve the management of chronic
diseases related to natural-cause deaths. Fatal Incident reports were accessed from the
PPO website for deaths from natural causes in Welsh prisons between January 2013 and
December 2022. Inductive content analysis was used to organise the recommendations
into themes. Descriptive analyses subsequently profiled the characteristics of the deaths.
Themes were analysed to inform the design of future prison healthcare. A total of 165 PPO
recommendations were analysed from 51 reports. Six themes were identified: care planning
and provision, transportation, emergency response, administrative, fundamental safety,
and system level. Learning from natural-cause deaths can inform suggestions for future
models of prison healthcare delivery. Learning emphasises the need for improvements in
electronic sharing of clinical records, strengthening the links between prison health services
and governance processes of national health provision, and sharing learning at a system
level to drive system improvements.
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Prison population projections for England and Wales over the next ten years will see
increasing numbers across all age groups; however, older people in prison (50+ years)
are the fastest-growing group (House of Commons and UK Parliament 2020; Ministry of
Justice 2026a). Their numbers increased by 35% from 11,818 in September 2015 to 15,962
in 2025 (Ministry of Justice and HM Prison and Probation Service 2026). This is due, in
part, to overall United Kingdom (UK) population changes, but is also driven by sentence
inflation and increased prosecution rates in older populations, resulting in more people
being sentenced to prison at an older age (House of Commons and UK Parliament 2020;
Stiirup-Toft et al. 2018). This increase in older people in prison is likely to drive trends in
mortality from natural causes.

Prison healthcare, therefore, needs to prepare for predicted increases in demand from
future ageing populations with complex concurrent conditions. Prison healthcare services
will need to manage chronic ill health, acute illness and end-of-life care (when mortality
may not be preventable), as well as offering prevention and health promotion to try and
reduce premature mortality in a population already experiencing poorer health outcomes
and greater socioeconomic deprivation (House of Commons and UK Parliament 2020;
Sttirup-Toft et al. 2018).

Whilst there has been extensive research into prison healthcare (Davies et al. 2021;
Health Services Safety Investigations Body 2022; McLintock et al. 2023; McLintock and
Sheard 2024), an understanding of the nature and different types (McFadzean et al. 2023;
McFadzean et al. 2026a), and the rate of harm (McFadzean et al. 2026b) experienced by
those in prison, to our knowledge, no study has analysed the recommendations following
death. Therefore, to inform future prevention and management of natural-cause deaths,
we reviewed recommendations made following formal investigations into natural-cause
deaths in prisons in Wales over a nine-year period (2013-2022). We used content analysis
to draw out common themes in learning. We describe how this learning can inform the
future model of prison health provision.

To comply with international law (Council of Europe 1950), all prisoner deaths in
England and Wales undergo an independent investigation by the Prisons and Probation
Ombudsman (PPO). The PPO’s investigation aims to (a) establish the circumstances and key
events surrounding the death; (b) examine whether changes in policy, prison management,
or prisoner care could prevent a recurrence; and (c) examine the healthcare received by the
individual alongside their access to clinical care and whether the care met the principle of
equivalence (Prisons and Probation Ombudsman n.d.). Following their investigation, the
PPO may include recommendations alongside their findings to prevent similar deaths in
the future. The findings are collated into a “Fatal Incident Report” and uploaded to the
PPO website after the coroner’s inquest has taken place. Publication often occurs several
years after the date of death. Previous studies have analysed PPO reports to examine
suicide (Dewar 2018; Tomczak 2018), deaths involving palliative care (Kirkham 2021), and
drug-related deaths (Duke et al. 2024). We, therefore, believe that this is the first study to
review PPO recommendations related to deaths from “natural causes.”

Despite the aim of the PPO to prevent recurrence of deaths, a persistent issue identified
by previous work is the repetition of recommendations and the lack of effective remedial
action (Tomczak 2018; Tomczak and McAllister 2021). When interviewed, PPO staff have
reported that their “recommendations and thematic lessons rarely say anything new [...]
Nor are prisons [...] hostile or unsympathetic to what I have to say” (Tomczak 2018, p. 53).
Tomczak (2018) suggests that the failure to prevent further similar recommendations is
unsurprising given that the Ombudsman highlights issues/problems but does not provide
the prisons with solutions or address the practicality of implementation.
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Although the Fatal Incident reports provide a rich and accessible data archive, they
have been underutilised by researchers, the PPO and HM Prison and Probation Service (HM
Prison and Probation Service 2025; Duke et al. 2024; Tomczak 2018). There is not currently
a national oversight group for prison deaths, and the PPO reports are not routinely shared
with organisations other than those directly involved in the death under investigation. This
means that learning and/or good practice is not shared more widely. The PPO does publish
“Learning Lessons Bulletins”; however, the last review of deaths from natural causes was
in 2012 (Prisons and Probation Ombudsman 2012). We, therefore, conducted an inductive
content analysis of published learning from natural-cause deaths in prisons in Wales, UK,
from 2013 to 2022. We aimed to carry out the following:

1.  Categorise the recommendations by theme.
2. Identify the most frequently occurring categories and subcategories.
3. Consider how the themes inform the delivery of safe prison health services.

2. Materials and Methods
We accessed Fatal Incident Reports from the PPO website on 1st October 2024 (Prisons

and Probation Ombudsman 2026). Reports were included if

1.  They investigated a death between January 2013 and December 2022. This nine-year
period was selected to capture repeated recommendations over time.
2. The death occurred in a prison in Wales, UK.

@

The cause of death was determined to be “natural causes”.

4.  The report was uploaded on the PPO website before 1st October 2024 (i.e., the date
we completed our data collection).

5. The report contained recommendations.

The HMPPS oversees all public prisons in England and Wales (HM Prison and Pro-
bation Service n.d.), and in Wales, the criminal courts are integrated with the courts of
England, so there is no devolution or separation of powers (Paun and Shuttleworth 2020).
However, in Wales, HMPPS healthcare in prison is devolved to the Welsh Government and
delivered by NHS Wales through a prison’s local health board (GOV.UK 2023; Public Health
Wales n.d.). Subsequently, the clinical review aspect for the PPO investigation for deaths
in Welsh prisons is carried out by Healthcare Inspectorate Wales. Therefore, we included
deaths that took place in Wales to direct our attention to Wales-specific recommendations.
However, the recommendations are likely generalisable to other devolved nations.

2.1. Data Preparation

PPO reports are not anonymised when they are published online. However, when
using quotes from the PPO reports, we used an ID number we assigned to the reports
for the purposes of analysis (P001-P110). Recommendations were copied verbatim into a
coding template. If reports contained several recommendations across different categories,
recommendations were split so that all aspects were captured (see Appendix A).

2.2. Data Analysis

Inductive content analysis: Recommendations were analysed using “inductive con-
tent analysis” (Vears and Gillam 2022). This analysis has many similarities to thematic
analysis (Ahmed et al. 2025; Braun and Clarke 2006), as both involve the coding of text
to group similar pieces of text. Whilst both methods allow for the inductive derivation of
coding categories the PPO reports, we believe that inductive content analysis was more
suitable for this study as it supported the development of an overall summary of the
content of the recommendations within our dataset (Vears and Gillam 2022). Thematic
analysis, meanwhile, goes beyond the descriptive to capture the nuances and implied
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meanings (Braun and Clarke 2022). The categories were iteratively refined through several
rounds of coding. For example, the first round of coding identified 13 categories and
24 subcategories. These were refined by clinical and non-clinical public health researchers
(A.C, B.G, S.P, and C.G.) who worked in groups that rotated with each round of coding
to ensure a good mix of research and clinical skills. For example, S.P. and C.C. could
advise which recommendations were part of clinical care versus those more related to the
organisation/administration. Disagreements were resolved through consensus and/or
discussion, with academic clinician IJM appraising all themes independently to support
refining the categories and subcategories. Subsequently, all codification was synthesised
and analysed to answer the research questions.

Descriptive analysis: Inductive content analysis does not count instances (e.g., how
many times a recommendation category was repeated during the study period (Vears and
Gillam 2022)); therefore, descriptive statistics were calculated separately by A.C. in Excel.

Categorising causes of death: To provide insight into the types of natural-cause deaths
in this study, we categorised the deaths according to the International Classification of
Diseases-10 (ICD-10) code that matched the cause of death mentioned in the report (World
Health Organization 2004). We intentionally chose ICD-10 and not ICD-11 as ICD-10 is still
currently in use by the Office for National Statistics and was used during the majority of
the study period (Office for National Statistics 2026). Where deaths have more than one
cause mentioned, we added the category “multiple cause”.

2.3. Data

A total of 110 PPO reports were available for deaths that occurred in Welsh prisons
between February 2013 and August 2022 (Figure 1). We excluded reports in which the cause
of death was not listed as “natural causes” (n = 38). Of the 72 remaining deaths categorised
as “natural causes”, 21 were excluded as they did not have any recommendations. Thus,
51 reports were included in the analysis. The leading causes of death within the 51 “natural
causes” with recommendations were diseases of the circulatory system (n = 11 (22%);
average age: 65.3 years; range: 35-84 years), diseases of the respiratory system (n = 11
(22%); average age: 65.3 years; range: 27-80 years), neoplasm (cancer; n =9 (18%); average
age: 63 years; range: 51-82 years), multiple cause (n = 6 (12%); average age: 57.5 years;
range: 27-87 years). The overall age range was 27 years to 88 years (average: 61.7 years).
Reports related to deaths from “natural causes” were available from four out of six prison
sites in Wales, UK. This does not mean that there were no deaths at the other prison
establishments during this period. We could only access the reports available on the
PPO website.

The recommendations from the 51 reports were manually split, leaving 173 recom-
mendations. Of these, three were excluded as the recommendations were not related to
health. This left 170 recommendations.
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3. Results
3.1. Categories

We identified seven descriptive categories: care planning and provision, transportation,
emergency response, administrative, fundamental safety, system level, and PPO reports.
The five recommendations in the “PPO reports” category were removed as they were
related to communicating PPO findings after a death had occurred. This, therefore, left
165 recommendations and six categories in the final analysis (Table 1).

Table 1. Category definitions, main subcategories (n > 4), and example recommendations.

Category and Definition Main Subcategories Example Recommendation (PPO Report ID)

. Continuity of care: “ensure that all important information
about prisoners’ health is entered on SystmOne ** and that
healthcare staff adequately review newly arrived prisoners’
SystmOne records to ensure appropriate continuity of care”
(P043).

. Prisoner assessment: “newly arrived insulin-dependent
diabetic prisoners are assessed on their understanding of
diabetes management and self-care so that appropriate care is
provided in line with prisoners’ needs” (P033).

. Chronic diseases managed in line with NICE * guidelines:
“ensure that prisoners with chronic diseases are effectively
managed and monitored in line with NICE guidelines”
(P005).

. Access to specific services and medication: “ensure that
prisoners have appropriate access to GPs *** for both routine
and urgent appointments” (P022).

Access to appropriate care (n = 29)

. Clear records: “should ensure that all staff understand their
professional requirement to maintain clear, accurate,
contemporaneous healthcare records” (P070).

Clear, accurate, . Record why appointments are cancelled: “ensure. .. that
contemporaneous hospital appointments are cancelled only as a last resort and
Care planning and records (n = 15) at no detriment to a prisoner’s health and that staff clearly
provision (n = 94) record the reasons for such cancellations” (P011).
Recommendation related to the . Record rationale behind decisions: “record all
planning and provision of patient considerations and decisions in the multi-disciplinary
mental and physical healthcare. meeting notes and SystmOne clinical record” (P092).

For example: management of
chronic conditions, care access,
screening, and patient assessment.

. National Early Warning Score (NEWS): “ensure that clinical
staff consistently use assessment tools, in particular the
NEWS to ensure the appropriate and timely escalation of
unwell patients” (P069).

Clinical observations . COVID-19: “ensure that all the necessary clinical
(n=9) observations are completed and documented when assessing
a prisoner with symptoms of COVID-19” (P101).

. Transitioning from hospital to prison: “ensure that a
baseline medical assessment and observations are taken for
all prisoners returning or arriving at the prison following
general surgery or a period in hospital” (P036).

. Review and follow-up: “should ensure that clinicians
promptly and appropriately review and follow up abnormal
blood test results, especially where the results reveal a
significant diagnosis” (P043).

Clinical investigations (n = 8)

. Health Assessment: “ensure that, in line with NICE
Guideline (NG57), a second-stage health assessment is carried
out within seven days of a prisoner’s initial health screen”
(P101).

. Self harm and suicide: “ensure that staff manage prisoners at
risk of suicide and self-harm in line with national policy, in
particular staff should assess risk based on all relevant
information, including that held in medical records” (P033).

Risk assessment (n = 8)
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Table 1. Cont.

Category and Definition

Main Subcategories Example Recommendation (PPO Report ID)

Administrative (n = 17)

Recommendations about tasks that

support prisoner care.
For example: taking accurate

personal histories and ensuring that

there are processes to monitor
appointments.

. Compassionate release: “ensure that staff understand the
process for compassionate release and that applications are
progressed in a timely manner and submitted as promptly as
possible” (P107).

Palliative care (n =7)

. Hospital appointments: “ensure that new prisoners do not
Medical appointments (n = 5) miss hospital appointments unless there are properly justified,
exceptional and fully recorded reasons” (P038).

. Record keeping: “remind staff of the need for accurate record
Records management (n = 5) keeping and consider whether the auditing process is
sufficiently robust” (P096).

Emergency response (n =17)
Recommendation about the
handling of emergencies.
For example: prison response,

emergency code use, and ambulance

communication.

. Responsibilities: “ensure that all prison staff are made aware
of, and understand, their responsibilities during medical
Emergency codes (n=7) emergencies, including that staff promptly use a recognised
emergency code to communicate the nature of the
emergency” (P096).

. Efficient communication: “ensure that there are no delays in

Ambul =4
mbulances (n = 4) calling, directing or discharging ambulances” (P021).

Transportation (n = 17)
Recommendations about the
appropriate risk assessment of

prisoners who need to travel. (e.g.,

hospital or prison transfers)

e  Transport: “ensure that risk assessments for prisoners taken
to hospital fully take into account individual circumstances,
including their health and mobility, are based on the actual
risk the prisoner presents at the time and that managers
communicate decisions to appropriately staffed escorts”
(P002).

Risk assessment (n = 15)

Fundamental safety (n = 15)
Recommendations related to
prisoner safety.

For example: prisoner management,

prisoner wellbeing, and staff
wellbeing.

. Wellbeing: “ensure that officers understand their
responsibilities for checking on the wellbeing of prisoners
when unlocking their cells and ensuring that there are no
immediate issues that need attention” (P056).

Observations of prisoner (n = 4)

System level (n = 5)
Recommendations related to

system-level changes. For example:

broad policy changes.

. Record keeping: “HM Prison and Probation Service should
discuss with the NHS England and NHS Improvement, the
Welsh Government likewise with Public Health Wales
whether the measures recommended by the Clinical Reviewer
to ensure that details of serious but acute health issues are
documented in prisoners” medical records, should be
introduced in all prisons in England and Wales” (P072).

. Abdominal pain protocol: “HM Prison and Probation Service
should discuss with the Welsh Government and the Local
Health Board and NHS England and NHS Improvement
whether a protocol for the management of prisoners with
abdominal pain should be introduced in all prisons in
England and Wales” (P072).

. Prison dental care: “ensure that prison dental surgeries in
Wales are subjected to the same level of scrutiny and
inspection as community dental surgeries” (P033).

No subcategories identified

* NICE: National Institute for Health and Care Excellence. ** SystmOne is the electronic health record
software used in prison. *** GP: General Practitioner.

The number of recommendations each year ranged from two (2017) to 42 (2016). Most
of the recommendations were related to deaths amongst older (50+ years) people in prison
(n =119) versus younger (n = 46). Similarly, most deaths were amongst those less than 75 years
(n =132) and were, therefore, considered premature (Office for National Statistics 2025). The
number of recommendations in each report ranged from one to seventeen.

3.2. Repetition

As shown in Table 1, the categories were repeated between five and 94 times over
the study period. To illustrate the repetition of recommendations, we will discuss the
subcategories of the largest main category: “care planning and provision” category (n = 94

https:/ /doi.org/10.3390/s0csci15110729
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(57%)) in more detail (Table 2, see Appendix B for full list of subcategories). This category
contained more recommendations than the other main categories combined (94 vs. 71).

Table 2. The most frequently repeated subcategories within the “care planning and provision”
subcategories by mean age at death (in years) and year of death.

Number of Times Subcategory Is Mentioned

Care Planning and Mean Age at
Provision Subcategory Death (Range) 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 Total
Access to appropriate care 59.58 (27-88) 6 2 0 8 0 2 3 3 4 1 29
Clear, accurate, 58.52 (27-87) 2 1 0 3 1 0 2 5 1 0 15
contemporaneous records
Clinical observations 68.88 (37-88) 0 0 0 1 0 1 2 3 2 0 9
Clinical investigation 69.86 (56-88) 0 0 0 2 0 1 2 0 2 1 8
Risk assessment 53.88 (27-75) 1 1 0 2 0 2 1 1 0 8

3.2.1. Access to Appropriate Care

Almost one-third (31%) of the care planning and provision recommendations fell into
the “access to appropriate care category. These recommendations focused on ensuring that
prisoners receive assessments and care provision appropriate for their needs, have their
long-term conditions managed in line with NICE guidelines, receive continuity of care when
they transfer from the community into prison, and that they have appropriate access to
specific services and medication. The mean age at death was 59.6 years (range: 27-88 years),
and the causes of death included in these recommendations were neoplasms (e.g., prostate
cancer and pancreatic cancer), diseases of the circulatory system (e.g., ischaemic heart
disease and cardiac failure), and diseases of the respiratory system (e.g., bronchopneumonia
and aspiration pneumonia). The recommendations in this subcategory were present in
the first year of our study period (2013) and were repeated most years during the study
period. The year with the highest number of recommendations in this subcategory was
2016 (n=8).

3.2.2. Clear, Accurate, Contemporaneous Records

Fifteen recommendations (16%) were assigned to the subcategory “clear, accurate,
contemporaneous records”. These recommendations focused on ensuring that health-
care staff kept clear and accurate records in line with the required standards of their
professional councils (e.g., recording the rationale behind decisions and why healthcare
appointments are cancelled). The mean age at death for this subcategory was 58.8 years
(range: 27-87 years). The causes of death associated with these recommendations included
pneumonia, COVID-19, heart disease, and sepsis. The “clear, accurate, contemporaneous
records” recommendations were first mentioned in 2013 and appeared in seven of the
ten years of the study period. The year with the most recommendations in this category
was 2020, with five recommendations.

3.2.3. Clinical Observations

The “clinical observations” subcategory contained nine recommendations (9.6%). The
recommendations in this subcategory encouraged clinical staff to complete and document
clinical observations and use National Early Warning Scores (NEWSs) to appropriately
escalate the clinical response. They were first mentioned in 2016 and were repeated in five
of the ten years. The average age at death for this subcategory was 68.88 years (range:
37-88 years). Causes of death in this subcategory included diseases of the digestive system,
heart disease, and liver cancer.

https:/ /doi.org/10.3390/s0csci15110729
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3.2.4. Clinical Investigation

There were eight (8.5%) recommendations in the subcategory “clinical investigation”.
Recommendations in this category focused on the effective completion and follow-up of
medical tests, such as blood samples/tests. The average age at death was 69.86 years
(range: 56-88 years). The “clinical investigation” subcategory first appeared in 2016 and
also appeared in five of the ten years. Causes of death in this subcategory included sepsis,
respiratory failure, and pneumonia.

3.2.5. Risk Assessment

The “risk assessment” subcategory had eight recommendations (8.5%). Recommenda-
tions in the risk assessment category focused on the completion of health assessments and
screening (e.g., cardiac risk factors, weight, and substance use). The average age at death
was 53.88 years (range: 27-75 years). The subcategory was first recorded in 2013 and was
seen in six of the ten years. Causes of death in this subcategory included bladder cancer
and diseases of the respiratory system.

4. Discussion

We reviewed 165 recommendations related to natural-cause deaths. Recommenda-
tions fell into six themes: care planning and provision, transportation, emergency response,
administrative, fundamental safety, and system level. The themes are not mutually ex-
clusive and instead were often dependent on each other; for example, administration is
required to support care planning and provision, and arguably, care planning and pro-
vision is fundamental to safety. As the recommendations stemmed from natural-cause
deaths, predominantly cardiovascular, respiratory or cancer, most recommendations, other
than those categorised as emergency response, were in relation to the safe and timely
management of chronic ill health within the prison environment. Many recommendations
were fundamentally about coordination and continuity across organisational boundaries,
including prison and the community.

4.1. Context Within the Existing Literature

Compared with the general population, people in prison experience a 67 times greater
risk of avoidable significant healthcare-associated harm (McFadzean et al. 2026b) and
have disproportionately poorer mental and physical health outcomes (Favril et al. 2024;
Miller et al. 2024; Munday et al. 2019). This reflects the health inequalities linked to sociode-
mographic deprivation seen in the general population (Office for National Statistics 2025).
Notably, people in prison are more likely to come from lower socioeconomic backgrounds
(World Health Organization 2014). Prison residents shoulder a higher prevalence of dis-
abilities than those in the general population, particularly amongst older people in prison
(Miller et al. 2024). Geriatric conditions (e.g., hearing impairment; multimorbidity; uri-
nary incontinence; and falls) are observed amongst people in prison at an average of
59 years; this is significantly lower than the average age of 75 years in the general popula-
tion (Greene et al. 2018). The deaths evident in our review, and the recommendations that
follow them, are testimony to the complex poor health seen in this population.

Most recommendations were aimed locally, directed at those delivering healthcare, for
example, a missing care plan, risk assessment or the need for blood results to have been
checked. At an operational level, they provide useful feedback for health providers to check
processes and embed learning. Collating the local recommendations by theme enables
observation of trends pointing to areas that may benefit from system changes. This learning
is critical for system planning of prison health services that must prepare for increasing
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populations and a greater number of older people at increased risk of chronic ill health,
comorbidities and elevated risk of natural-cause mortality (McFadzean et al. 2026a).

4.2. Repetition of Recommendations

In line with previous work (Tomczak 2018; Tomczak and McAllister 2021), we found
that similar recommendations were repeated both within the same year and across the
ten-year study period. We found that access to appropriate care was the primary challenge
within the care planning and provision category. This was followed by difficulties main-
taining high-quality clinical records. Policies to mitigate these issues, and many of the other
repeated recommendations identified, already exist. For example, the need for healthcare
workers to keep clear, timely, and accurate records is outlined in their professional stan-
dards for practice (General Medical Council n.d.; Nursing and Midwifery Council 2015).
Thus, our study highlights an implementation gap between strategic policies and practical
implementation. One possible explanation for the gap could be due to a breakdown at the
implementation stage, whereby prison staff disregard health promotion (Woodall 2016).
In the context of the PPO recommendations, we found that some policies were not imple-
mented by the prison staff (e.g., wellbeing checks upon cell unlock). Another explanation,
however, could be a broader symptom of a system under strain (i.e., understaffed /under-
resourced prisons).

PPO reports have been criticised as “technocratic”; that is, they reduce complex
systemic issues to individuals who fail to comply with prison policies and/or procedures
(Aitken 2022; Tomczak et al. 2024). Prisons are complex systems, and the risk of deaths
amongst people in prison can rarely be reduced to one faulty factor. For example, drug-
related deaths in prison can be viewed through the lens of a “risk matrix” that looks
beyond an individual to include the social and political factors that play a role in harm
(Duke et al. 2024). When viewed through this lens, individual vulnerabilities are identified
alongside risky circumstances (e.g., delayed emergency responses by the prison) and a
risky environment (e.g., overcrowding and staff shortages).

In England and Wales, between December 2024 and December 2025, there was a 4.2%
decrease in prison officers (Ministry of Justice and HM Prison and Probation Service 2026).
Meanwhile, approximately 25% of prisoners were in crowded conditions (HM Prison and
Probation Service 2025). Persistent recruitment and retention issues were cited as challenges
in certain prisons (Ministry of Justice and HM Prison and Probation Service 2026). When
viewed alongside the criticisms of PPO investigations and evidence on avoidable healthcare-
associated harm in prisons, our findings indicate that deaths in prisons represent the
extreme end of a broader pattern of routine system difficulties. Improving safety and
outcomes in prison healthcare will require a shift away from individual blame and the
generation of additional policies, towards addressing the implementation and capability of
existing care processes.

4.3. Implications for Policy and Practice

We consider findings from the content analysis as informing four areas of system
planning: future models of prison healthcare delivery, electronic sharing of clinical records,
embedding prison health services within the governance structure of national health
provision, and sharing learning at a system level.

4.3.1. Area 1: Future Models of Prison Healthcare Delivery

The challenges to delivering healthcare within a secure environment that is structurally de-
signed for public protection are well known (Mills and Kendall 2018; Plugge and Watson 2026).
Prisons are typically overcrowded, poorly ventilated, and poorly climate-controlled and consist
of small living spaces with cumbersome security processes to enter and exit. The impact of
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these things could be seen in the learning from natural-cause deaths within the themes of ‘care
planning and provision” and ‘emergency response’, particularly around the ability to access
specialist care, with this typically being off-site, and enabling ambulances to get swift access to
patients. These challenges were as evident in recommendations made to Victorian-era prisons
as those built this century.

Future prison health provision must address the logistical challenges evident from
the natural-cause deaths recommendations and consider ways of ensuring timely access
to specialist clinical care that does not compromise the prison’s ability to maintain public
protection. Management of long-term conditions frequently requires access to specialist
care, the need for which will increase alongside an ageing population. Novel models to
address this, such as telemedicine, have been adopted with varying degrees of success
(Edge et al. 2021; Tian et al. 2021). In-reach models are often logistically easier for prisons
to deliver and are typically used to provide mental health care (Brooker and Webster 2017;
McKenna et al. 2015). Prison outreach, often in partnership with community specialists,
has been found to be successful in providing assessment and treatment of hepatitis C
(Lloyd et al. 2013). Where need creates enough demand, some prisons have developed
their own nurse-led specialist services on-site, such as for sexual health (Kelly et al. 2020),
diabetes (Mills 2014) and the use of advanced nurse practitioners for meeting primary
care needs (Wong et al. 2018). Mixed models of delivery will be needed depending on
population need and availability of local specialist community services. The responsibility
of providing this should not just fall to prison health providers. Secondary care providers
have equal responsibility in making sure their specialisms can be accessed by those in
prison (Edge et al. 2020).

The review of learning from natural-cause deaths identified administration as its own
category with several recommendations around booking specialist appointments (n = 5) and
organising end-of-life care (n = 7). Such tasks may seem basic, and yet recommendations in
this area are frequently repeated, highlighting the administrative burden that is essential
to coordinate quality care. Imprisonment, by design, removes the ability for individuals
to organise any of their own healthcare beyond requesting an appointment with a prison
doctor; thus, administration that, in the community, would be undertaken by the patient
themselves needs to be resourced by the prison health provider. Administrative tasks
such as booking specialist appointments, organising transportation, confirming community
prescriptions and reaching out to previous case workers all fall to the prison health provider.
This is an additional administrative burden unique to the prison setting and should be
recognised by service planners to ensure provision is built in accordingly.

Robust health assessment emerged frequently, particularly within the category of

‘care planning and provision’. This included general health assessment on admission to

prison and clinical assessments to monitor acute deterioration. Admission to prison is a
critical period for identifying acute health concerns and immediate safety risks. Multiple
assessments are advised to take place on admission, including for substance use, mental
health, suicide and self-harm risk and any acute medical needs (National Institute for
Health and Care Excellence 2016). Examples of learning from natural-cause deaths to
improve assessments include supporting health promotion by monitoring weight and
blood pressure. Robust triage systems will help future prison health providers to identify
immediate health needs and then plan to meet non-urgent care needs according to the
length of time an individual will be in custody. It is likely that prisons with a higher
turnover of residents and holding those on shorter sentences will need to develop robust
triage pathways as they will have a shorter period of time to work with the patient.
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The category of transportation included repeated recommendations around the risk
assessment of safely transporting those in prison to external appointments and is another
example of the challenges of delivering healthcare within a non-healthcare environment.
Transportation challenges by ambulance were included within the emergency response
category. Prisons often place a high demand on ambulance services (Hodson et al. 2026) and
have been a catalyst for solutions such as on-site paramedics that have proved successful
in providing emergency care on-site and facilitating a smoother transition to hospital
(Johnson 2020). This provision should be considered in future models of prison healthcare.

4.3.2. Area 2: Improving the Ability to Share Clinical Records

The long-term conditions associated with natural-cause deaths require specialist care
from multiple providers, including primary and secondary care. The management of such
conditions is frequently multidisciplinary, with support provided by nurses, doctors, phar-
macists and physiotherapists who are often external to the prison. Clinical record keeping
is not only a legal requirement but is also essential to the sharing of information, ensuring
the patient receives a safe and high standard of care. In the review of natural-cause deaths,
recommendations around record keeping were made multiple times. These included ensur-
ing staff adhere to the requirements for clear and accurate records and that existing clinical
records were reviewed on admission to ensure continuity of care. The need for prison
healthcare providers to be able to access community health records was made multiple
times. Similarly, the sharing of prison health information back to community providers
on release was also advised as needing improvement. Reform and digitalisation of prison
health records has long been called for (Bes et al. 2024; Farrell et al. 2025). Recent authors
note that without advances in digitalising prison health records, services will be left behind
in advances in Al to improve efficiencies across the prison health system (Whitford 2025).
For service planners, this remains an area of need that is widely acknowledged but remains
largely unaddressed, as it requires investment and drive at a systems level and is often be-
yond the ability of a single provider to implement. Recommendations are likely to continue
in this area until system-wide digital reform for prison health records is introduced.

4.3.3. Area 3: Embedding Prison Health Systems Within the Governance Structure of
National Health Provision

In 2013, the World Health Organization (WHO) recommended that health ministries should
be responsible for the delivery of healthcare in prisons (World Health Organization 2013). The
WHO recommended that the health and wellbeing of prisons was a whole-of-government re-
sponsibility and, therefore, each ministry should support its own area, and that health ministries
should be accountable for health services in prisons. The recommendation was also designed to
ensure independence in clinical practice (Pont et al. 2018). By 2013, the healthcare for prisons
in England and Wales was either commissioned by or provided directly by the UK Health
Ministry of the National Health Service, a change since seen across many other nations (Van
Hout et al. 2024). The change was made to modernise prison healthcare, bringing it in line
with what was considered the more robust governance of community services. Over a decade
since this transition and despite multiple advantages, some areas of prison health provision still
appear to be poorly tied to wider health service governance processes. Such gaps were evident
in the recommendations made in response to natural-cause deaths in custody, for example, the
need to ensure prison dental care is subject to the same level of scrutiny as community provision
and checks to ensure medication dispensing in prisons complies with regulations. Several
recommendations remind providers of the need to provide care in line with published national
guidance. Recommendations were made twice to ensure prisons are managing long-term con-
ditions in line with national clinical guidance and three times in relation to improving use of the
widely recognised National Early Warning Score (NEWS; National Institute for Health and Care
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Excellence 2020), suggesting prison settings may struggle to embed practices considered stan-
dardised elsewhere. Further investigation would be useful to understand any challenges faced
by implementing the NEWS assessment within prisons, as use in other community settings
suggests a tailored approach may be beneficial (Brangan et al. 2018). Implementation may also
be improved by ensuring prison services are embedded within the governance of national health
agencies and that prison health leads are linked to and supported by peers within community
services to be able to deliver care in line with national guidance. Recommendations for ensuring
long-term conditions are managed in line with national guidance are particularly pertinent for
future service planning, given the increase in chronic disease that prisons are likely to see.

4.3.4. Area 4: Sharing Learning at a System Level

Our review of the learning from natural-cause deaths in prison yielded rich infor-
mation that can inform the delivery of healthcare and prevention of future deaths. Just
eight of 173 recommendations were made at a national level. Recommendations made
following a death in custody are shared with the prison in which the death occurred, but to
the best of our knowledge, they are not routinely shared with other prisons or healthcare
providers. This risks leading to a post-code lottery of care where some prisons are unaware
of improvements they could be making based on the learning given to other sites. To our
knowledge, this content analysis of learning from prison deaths across Wales is the first
time recommendations from Wales have been collated and themed. Processes to improve
learning locally appear robust, but much more could be done to share learning more widely
and to improve delivery at a system level.

The fatal incident reports that we analysed are a publicly available resource and
provide a wealth of information that could be used more widely for research as well as by
service providers. This study focused on PPO recommendation narratives, whereas future
research could consider factors such as which deaths were associated with a large number
of recommendations (e.g., cause of death, socioeconomic status of patient, the patient’s
family involvement, disability, type of prison, and age of prison).

4.3.5. Area 5: Improvements Cannot Be Made if the System Itself Is Broken

It has been widely acknowledged that the prison healthcare system is under strain
in England and Wales. Prison healthcare in England and Wales has been described as
existing in a state of perpetual crisis due, in part, to inadequate staffing, overcrowding and
political/societal indifference (McLintock and Sheard 2024; Sheard et al. 2023).

Some have even argued that the prison system is in a state of permacrisis whereby its
state of perpetual crisis is treated as a politically useful operational condition (Ismail 2026).
That is, it is used to “legitimise pre-existing failures, suspend reform, and displace long-
term accountability” (Ismail 2026, p. 3). This perpetual state of crisis has been worsened by
populist politics and the UK government’s austerity measures (Ismail 2020, 2026).

A system in perpetual crisis, one that is struggling to maintain basic functioning, lacks
the resources to enact remedial change. Until this is addressed, we are unlikely to observe
change within the prison healthcare system.

4.4. Strengths and Limitations

This study used a decade of independent death investigations to identify recurring
systemic weaknesses and future priorities for prison healthcare in Wales. The Fatal Incident
reports are completed by the Prisons and Probation Ombudsman following every death in
custody. A strength of this method is that the PPO reports provide rich information and
an evaluation of the circumstances surrounding an individual’s death. The investigations
use information recorded in a prisoner’s His Majesty’s Prison and Probation Service and
medical records.
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We must note, however, that the information available is dependent upon the quality
of the records and the recording practices of the PPO investigators. For example, ethnicity,
religion, disability, and other sociodemographic factors are not systematically reported
in the PPO reports. There has been some criticism in the literature regarding the narrow
remit of PPO investigations (Tomczak et al. 2024). Although many of the recommendations
were aimed at those delivering healthcare, we observed that the more recent PPO reports
in our sample distanced themselves from the clinical review (which is not made publicly
available). The reports included statements such as “The PPO investigator investigated
the non-clinical issues relating to [patient]’s care”. It is not clear why this change was
made. The Ombudsman Terms of Reference explicitly state that an aim of the Ombudsman
investigation is to “examine relevant health issues and assess clinical care” (Prisons and
Probation Ombudsman 2021, p. 11) and that investigations include “an examination of the
clinical issues relevant to each death” (p. 12). This bias towards the prison procedures risks
worsening the divide between prison healthcare and the prison regime and widening the
implementation gap. Furthermore, it is perhaps another example of the PPO’s function
as a process of defensible decision making, which serves neither the best interests of the
dying prisoner nor the prison officers and healthcare staff (Robinson 2023). It strengthens
the argument that PPO investigations function to assign blame/defend practice rather than
inform future care.

Another criticism is the significant time lag between the deaths and the reports being
available for analysis. The PPO reports can take years to be made available on the website.
This means that there are often fewer reports available compared with the number of deaths
reported in national statistics. For example, less than a third of the reports investigating
deaths in 2022 (29%) had been uploaded when we completed our data collection. Therefore,
we must be cautious about comparisons across time for the more recent years in our analysis.
The delay between the deaths and the availability of the information in the reports also
means that learning is delayed.

The content analysis was a useful tool to identify themes within a large set of quali-
tative recommendations. The process is subjective in that many of the recommendations
could cut across several themes. We mitigated this by two authors separately coding
the same data and then coming together to compare differences and agree on themes
through discussion and consensus. Similarly, there may be some subjectivity in the rec-
ommendations themselves from unconscious bias from the individual undertaking the
death investigation.

5. Conclusions

With rising prison populations, particularly amongst older age groups, prisons in
England and Wales need to prepare to meet increases in chronic ill health and, where
illness cannot be prevented, natural-cause deaths. The fatal incident reports from previous
deaths provide rich learning to inform future models of delivery. Using content analysis,
we considered the application of recommendations across the themes of care planning and
provision, transportation, emergency response, administrative and fundamental safety, to
the future of prison healthcare. Our analysis provides considerations for future models
of delivery, including strengthening governance processes around prison healthcare. It
calls for system changes to improve the sharing of clinical records and to improve the
way learning from deaths is shared between services and across the system to inform
system improvements.
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Appendix A

An example of a recommendation set across several bullet points:

In this example, all bullet points would belong to the same main category “care
planning and provision”. They would, however, have different subcategories. The first
bullet would belong to the subcategory “risk assessment”, the second would be “access to
appropriate care”, the third would be “multidisciplinary team” and the fourth would be
“staff skill mix”.

The Governor should ensure that prison staff manage prisoners at risk of suicide or
self-harm in line with national guidelines, induding that:

1. ACCT assessors use all other available information to complete assessments, w hen
a prisoner does not engage in the assessment process.

2. ACCT observations are made at irregular intervals.

3. A multi-disciplinary case review is held within 24 hours of an ACCT plan being
opened.

4. All staff in contact with prisoners have training in suicide and self-harm

| prevention procedures with appropriate refresher training.

An example of two recommendations (1) in one sentence:

In this case, both would belong to the same main category (emergency response).
They would, however, have different subcategories. The first recommendation would
belong to the subcategory “emergency codes”, whereas the second would belong to the
“ambulances” category.

The Director should ensure that all prison staff are made aware of and understand
PSI 03/2013 and their responsibilities! during medical emergencies and ensures

there are no delays in calling for emergency assistance?.
A
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Appendix B
List of subcategories.
Table A1l. The number of recommendations within each subcategory.
Number of
Cat Subcat .
ategory ubcategory Recommendations
Care planning and provision Access to appropriate care 29
Care planning and provision Clear, accurate, contemporaneous records 15
Transportation Risk assessment 15

Care planning and provision
Care planning and provision
Care planning and provision
Administrative
Emergency response
Administrative
Administrative
Care planning and provision
Care planning and provision
Care planning and provision
Care planning and provision
Emergency response
Fundamental safety
Care planning and provision
Fundamental safety
Fundamental safety
Care planning and provision
Emergency response
Emergency response
Fundamental safety
Care planning and provision
Care planning and provision
Care planning and provision
Emergency response
Emergency response
Fundamental safety
Fundamental safety
Fundamental safety
Transportation
Transportation

Clinical observations
Clinical investigation
Risk assessment
Palliative care
Emergency codes
Medical appointments
Records management
Staff skill mix
Communication
History taking
Medicines management
Ambulances
Observations of prisoner
Discharge
Staff skill mix
Prisoner management
Multidisciplinary team (MDT)
Equipment
Prison response
Infection prevention and control
Health promotion
Out of hours
Prisoner management
Care of the unwell patient
Resuscitation
Prison strategies
Staff wellbeing
Translator services
Procedure
Staffing
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