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Chapter 1
Introduction
1.1

This Report follows a comprehensive investigation into the death of Shane Rogers
who took his life in a holding cell in the Cloverhill Courthouse Complex on the 20th
December 2011. The Report identifies a number of deficiencies which includes, inter
alia, the failure of organs of the ‘prison system’ to communicate with each other, the
failure to adhere to stated work practices, the absence of governance to ensure
compliance with Standard Operating Procedures and inadequate record keeping.

1.2

This Report does not set out to scapegoat prison officers who, because of systemic
failures and a lack of oversight by superiors, did not adhere to the highest standards.
The Report should be used to address such failures, to provide appropriate oversight
and to act as a warning to public servants at all grades that they must be careful and
scrupulous when attending to their public duties in order that the general public can
have complete confidence in the system that operates in our prisons.

1.3

It is clear that relevant information in the possession of the prison authorities in
Cloverhill Prison regarding the vulnerability of Mr. Rogers was not shared with the
prison authorities tasked with escorting Mr. Rogers from Cloverhill Prison to
Cloverhill Courthouse and detaining him there. It is also clear that those tasked with
escorting Mr. Rogers to Cloverhill Courthouse and detaining him there did not seek
any information from Cloverhill Prison which could have informed them as to the
vulnerability or otherwise of Mr. Rogers.

1.4

I was assisted in my investigation by Dr. Ide Delargy1 and Mr. Hugh Kane.

1

MB, MICGP, MRCGP. She is the Director of the Substance Misuse Programme at the Irish College of General
Practitioners and National GP Coordinator for the HSE Addiction Services.
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1.5

During the course of my investigation I received total co-operation from all persons
and agencies. I was granted full access to all files and computer records. I would like
to express my appreciation to the very many people who in one way or another
provided me with all the information that I sought.
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Chapter 2
Appointment and Methodology
Appointment
2.1

On 22nd December 2011, I was asked by the Minister for Justice and Equality
(hereinafter referred to as the “Minister”) to carry out an investigation into the
circumstances surrounding the death of Mr. Rogers on 20th December 2011.

2.2

I agreed to carry out the investigation. On 10th January 2012 the Minister signed my
Warrant of Appointment. My terms of reference as set out in my said Warrant of
Appointment are:-

“……..to carry out an investigation into the circumstances surrounding the
death of Mr. Rogers on 20th December 2011 while he was a remand prisoner
and to submit a report to me on the results of his investigation”.

2.3

In my Warrant of Appointment the Minister stated:-

“It should be noted that under the provisions of the Prisons Act 2007
governors, prison officers, other persons employed in prisons and prisoners
are under a statutory obligation to comply as far as reasonably practicable
with any request for information from the Inspector and that he should be
provided with any records or copies thereof, including medical records,
sought by him in the course of his investigation.

Members of the Garda Síochána and the Courts Service should co-operate
fully with the Inspector in the course of this investigation and I would request
that all other persons would also co-operate with him in this regard.”
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Methodology

2.4

This investigation is not a court of law or a trial of any alleged wrongdoing by any
particular person or group of persons. Rather, it is an exercise designed to establish
the facts and the lessons to be learned. Therefore, I decided that where issues were in
dispute, I would resolve such issues by setting the standard of proof as being on the
balance of probabilities.

2.5

I conducted this investigation in accordance with the requirements of Constitutional
and Natural Justice.

2.6

In this Report I have not referred to prison personnel and others by name.

2.7

In accordance with my Warrant of Appointment I requisitioned the following:From the Irish Court Service:•

Court transcript from Dundalk District Court – 13th December 2011.

•

Remand Warrant signed by the Judge of the District Court in Dundalk on 13th
December 2011.

•

Audio Digital Recording from Cloverhill District Court – 20th December 2011.

From Cloverhill Prison:•

Medical Records and Notes relating to Mr. Rogers.

•

CCTV.

•

Standard Operating Procedures, Governors’ and Chiefs’ Orders.

•

All relevant prison records.

From Prisoner Service Escort Corp (PSEC):•

Standard Operating Procedures, Governors’ and Chiefs’ Orders.

•

CCTV.

•

All relevant records.
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2.8

A desktop review of all the documents and CCTV referred to in paragraph 2.7 was
carried out. This was a time consuming exercise.

2.9

Discussions were conducted with members of An Garda Síochána who were
investigating the incident from their perspective.

2.10

The desktop review referred to in paragraph 2.8 assisted me in identifying areas for
further investigation and relevant persons for interview. The persons to be
interviewed fell into four distinct groups as follows:•

Mr. Rogers’s family, his Solicitor and the arresting Garda Sergeant in
Carrickmacross.

•

The medical personnel in Cloverhill Prison including, inter alia, the GP, the
Nursing Staff and the In-Reach Forensic Mental Health Team.

•

Relevant personnel from Cloverhill Prison.

•

Relevant PSEC personnel.

All persons identified above were interviewed.
2.11

I visited Cloverhill Prison where I inspected those areas where Mr. Rogers was
accommodated, the Reception Area, the holding area in Cloverhill Courthouse, the
general Courthouse area and the cell where Mr. Rogers was found. In Chapter 4, I
outline relevant information regarding Cloverhill Prison and Cloverhill Courthouse.
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Chapter 3
Profile of Shane Rogers

3.1

Mr. Rogers, formerly of 1 Deery Terrace, Inniskeen, Co. Monaghan was a single man
whose date of birth was 6th May 1979. He is survived by his parents, 2 brothers and
one sister.

3.2

Mr. Rogers was never imprisoned before and had no previous criminal record.

3.3

Following a shooting in Dundalk, Mr. Rogers was arrested, charged with murder and
brought before Dundalk District Court on 13th December 2011, where he was
remanded in custody to Cloverhill Prison. His remand date was 20th December 2011
at 10.30am at Cloverhill Courthouse.

3.4

Mr. Rogers was detained at Cloverhill Prison from the 13th December 2011 and he
died while in custody on the 20th December 2011 following an apparent suicide.

3.5

Prior to his arrest referred to in paragraph 3.3 Mr. Rogers did not have a history of
mental illness or incidents of self harm.
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Chapter 4
Relevant Information – Cloverhill Prison and Cloverhill Courthouse

Cloverhill Prison
4.1

Cloverhill Prison is a closed, medium security prison for adult males, which primarily
caters for remand prisoners committed from the Leinster area.

4.2

There are visiting facilities for designated visitors. All visits are supervised by prison
officers who observe the visits but are at sufficient remove not to hear the details of
conversations between prisoners and their visitors.

4.3

Prisoners are allowed make one telephone call of 6 minutes duration each day to
recipients whose identity has been cleared with the prison authorities. With the
consent of the Governor a prisoner may make further telephone calls. All calls with
the exception of calls to legal advisors and the Samaritans are recorded by the prison.
This fact is made known to all prisoners.

4.4

All prisoners entering or leaving Cloverhill Prison are processed in the Reception
Area. They are, inter alia, searched. This process involves the prisoners undressing
and having their clothes searched. A visual inspection of their bodies is carried out to
ensure that they are not obviously in possession of prohibited articles.

4.5

Prisoners in Cloverhill Prison are accommodated in single, double or multi-occupancy
cells on 10 landings.

4.6

In this Report references are made to the D2 Landing. To put in context such
references it is necessary that the information referred to in paragraphs 4.7 to 4.18 is
understood.

4.7

D2 Landing is divided by a Class Office effectively creating two distinct areas which
in the prison are referred to as – D2 ‘Security’ and D2 ‘Vulnerable’.

4.8

There are 2 Safety Observation Cells, 4 Close Supervision Cells and 12
accommodation cells in the area known as D2 ‘Security’.

4.9

There are 10 accommodation cells in the area known as D2 ‘Vulnerable’. They are
used as single or double cells.
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4.10

D2 ‘Vulnerable’ and the 2 Safety Observation Cells in D2 ‘Security’ comprise a
specialist unit within the prison which is used to accommodate vulnerable prisoners.
Prisoners can only be placed in the Safety Observation Cells on the orders of a
member of the medical team. Only prisoners who meet specific criteria such as those
likely to self harm are placed in these cells.

4.11

An In-Reach Forensic Mental Health Team from the Central Mental Hospital
provides psychiatric services to those prisoners who need same in this unit (paragraph
4.10). This is a multi-disciplinary team which is led by a Consultant Forensic
Psychiatrist. It also comprises, inter alia, a Psychiatric Registrar and Registered
Psychiatric Nurses.

4.12

The medical personnel in the prison comprise 2 doctors and 17 registered nurses
(general and psychiatric) who provide 24 hour cover in the prison.

4.13

The level of healthcare and supervision in this unit is very high. All staff is
appropriately trained.

4.14

Prisoners classed as vulnerable by the In-Reach Team or the medical personnel cannot
be moved to ordinary accommodation in the prison until passed to do so by the InReach Team or the medical personnel.

4.15

When the D2 ‘Vulnerable’ area is fully occupied additional vulnerable prisoners are
accommodated in the area known as D2 ‘Security’. The same level of care is
provided for such prisoners as is provided in the area known as D2 ‘Vulnerable’.

4.16

Prisoners in Safety Observation Cells wear special protective clothing of a design to
prevent self harm. They are issued with refractory blankets. All prisoners
accommodated on D2 ‘Vulnerable’ wear prison clothing which does not have items
that could be used as ligatures such as shoe laces or cords in trousers.

4.17

Prisoners accommodated on D2 Landing (both areas) are classified by the prison as:•

Vulnerable prisoners. I have already described such prisoners.

•

Protection prisoners. All vulnerable prisoners are deemed by the prison to be
protection prisoners. In addition prisoners may be on protection for a variety
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of other reasons such as the nature of their crimes, their membership of gangs
or for other safety reasons.
•

Security prisoners. As the name implies these may be high risk prisoners
whose accommodation on the Wings of the prison would constitute a security
risk.

•

Punishment prisoners. These are prisoners who have infringed prison rules
and who, as punishment, are deprived of certain rights such as the right of
association etc.

4.18

Prisoners accommodated on D2 ‘Security’, in the main, fall into the categories of
protection, security or punishment but, as can be seen from paragraph 4.15, vulnerable
prisoners may also be accommodated in this area.

4.19

The Governor, his management team and the prison officers in Cloverhill Prison are
responsible for prisoners while such prisoners are in the prison.

Cloverhill Courthouse
4.20

Cloverhill Courthouse is adjacent to, but separated from Cloverhill Prison. It deals, in
the main, with High Court Bail Applications and District Court Remand Hearings.

4.21

Prisoners from Cloverhill Prison who are due to attend Court in the adjacent
Courthouse proceed through the Reception Area in the Prison and then by a closed
passageway to the holding cells under the Courthouse.

4.22

The vast majority of prisoners appearing before Cloverhill Court appear in custody. It
is a busy Court. It can have over 100 prisoners in custody on its busiest days.

4.23

There are 7 holding cells situated in the basement of Cloverhill Courthouse. These
measure approximately 2.3m x 3.1m x 2.8m. There are also 3 consultation rooms
which are used as holding cells when necessary. This area is almost always
overcrowded. At times prisoners have to be held in prison vans while waiting for
their cases to be called.

13

4.24

The provision of all facilities, including cells, in Cloverhill Courthouse is the
responsibility of the Irish Courts Service. The issue of overcrowding and the
inadequate cell accommodation in the Cloverhill Courthouse Complex has been raised
by the Irish Prison Service with the Irish Court Service on a number of occasions. I
have had sight of the relevant correspondence. Issues relating to “safe custody of
prisoners and security” were raised.

4.25

Prisoners are brought from the holding cells to a waiting area outside the Courtroom
to await their appearance in Court. When their appearance has been finalised in the
Courtroom the prisoners are returned to the holding cells before being returned to
prison.

4.26

While prisoners are in the Cloverhill Courthouse Complex they are the responsibility
of PSEC. This is a separate branch of the Irish Prison Service which has its own
Governor and management team.
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Chapter 5
Chronology of events
5.1

The chronology of events set out in this Chapter is informed, inter alia, by the
documentation referred to in paragraph 2.7, the CCTV footage of the 20th December
2011, interviews conducted and our observations of relevant areas in Cloverhill Prison
and the Cloverhill Courthouse Complex.

5.2

On the morning of Sunday the 11th December 2011 Mr. Rogers presented himself at
Carrickmacross Garda Station where, at approximately 7.00am, he was arrested by the
Garda Sergeant from Carrickmacross on suspicion of murder and detained.

5.3

Between 7.00am on the 11th December 2011 and the morning of the 12th December
2011 Mr. Rogers was questioned by members of An Garda Síochána. During this
time he was also visited by his family and his Solicitor.

5.4

At approximately 9.00pm on Monday the 12th December 2011 Mr. Rogers was
charged with murder.

5.5

At approximately 9.15pm on Monday the 12th December 2011 Mr. Rogers’s Solicitor
attended at the Garda Station to meet with Mr. Rogers. During this meeting Mr.
Rogers told his Solicitor that he (Mr. Rogers) was going to kill himself and that he
had told the Gardaí of this on both the Sunday and the Monday. His Solicitor was
concerned because he felt that his client meant it. Mr. Rogers asked him (his
Solicitor) to make his Will. He asked his Solicitor to take down in writing precisely
his wishes as to what was to be done with his possessions following his death. He
gave detailed directions as to what was to be done with his money etc. The Solicitor
felt that this was in fact a suicide note that was being dictated to him. He asked Mr.
Rogers not to carry out his intentions. The Solicitor discussed this matter with the
Sergeant and expressed his worries to him.

5.6

While in custody in the Garda Station the Sergeant overheard Mr. Rogers speaking on
the telephone to his sister as follows:“Don’t come home to see me wait for the funeral”.
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The Sergeant also heard Mr. Rogers say that he would take the first opportunity that
arose to kill himself.
5.7

On Tuesday the 13th December 2011 Mr. Rogers was taken to Dundalk District Court.
He was remanded to Cloverhill Prison to appear at Cloverhill District Court on the
20th December 2011.

5.8

During the Court appearance evidence of Mr. Rogers’s state of mental health was
given by the arresting Garda Sergeant. The following extracts from the transcript of
such Court proceedings are relevant:•

The Sergeant gave evidence of Mr. Rogers’s reply after the charge of murder
had been read over to him in the following terms:“I apologise to him and to his family and friends and to (named
person). I am sorry for what I did. I cannot live with myself for doing
this”.

•

The Sergeant was cross-examined by Mr. Rogers’s Solicitor in the following
terms:Q

“………Mr. Rogers contacted you on the morning of this incident”?

A

“That's correct, Judge”.

Q

“And he spoke to you on the telephone and he arranged voluntarily to
come in to Carrickmacross to meet with you”?

A

“That's correct, Judge, yes”.

Q

“And can I ask you from the first time that you met him and when he
arrived into the station that morning; would you tell the Court what his
demeanour was”?

A

“Well, Judge, he was from the first moment I met him, he was very
remorseful for what had happened, I found him truthful and explained
in full what had happened”.

Q

“And during all of the time that he's been in Carrickmacross in
detention, during that time have you found him honest, forthright –“?
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A

“Honest and forthright”.

Q

“-- consistent in everything that he has told you”?

A

“He has been consistent and continuously remorseful for what has
happened”.

Q

“And if I asked you if he was devastated by what has happened, would
he -- would you agree with that”?

A

“I would, Judge, that'd be correct”.

Q

“And the remorse that he has expressed, would you agree that it's
actually a total genuine remorse”?

A

“Oh it's very genuine”.

Q

“Yes. Sergeant, you have dealt with him and he appreciates so much
what you've done for him over the last two days, but over the last day
in particular, would you agree that he has become a suicide risk”?

A

“Yes, Judge, absolutely”.

Q

“There's a -- that that has been reflected –“

A

“Yes, Judge”.

Q

“-- in how he has spoken and his demeanour and his mood, is that -would you agree with that”?

A.

“I would, Judge, yes”.

SOLICITOR “Judge, the reason why I asked Sergeant …, I'd ask that you would
make a recommendation that he would be referred to the psychiatric
services in Cloverhill, Judge”.
JUDGE

“Very good. Well, I'll remand him in custody to Cloverhill next
Tuesday, the 20th of December 2011 at 10.30am, and I'll direct that
Mr. Rogers receive medical and psychiatric attention”.
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5.9

Having heard the evidence referred to at paragraph 5.8 the District Court Judge
directed that Mr Rogers be afforded appropriate psychiatric and medical attention
while in custody and this was noted on the Warrant in the following terms:“The Judge further directed psychiatric & medical attention”.
A copy of this Warrant is exhibited as Appendix A.

5.10

Following his Court appearance Mr. Rogers was taken from Dundalk District Court to
Cloverhill Prison in Dublin by the Garda Sergeant. He arrived at the prison at
approximately 12.50pm.

5.11

On arrival, and following his committal, the Garda Sergeant fully briefed Officer A
(Cloverhill Prison) on Mr. Rogers and of his serious concerns about the prisoner’s
stated indication that he would commit suicide. The Sergeant noted this in his note
book. We did not interview Officer A (Cloverhill Prison) as the Sergeant’s account is
corroborated by the following note in the Prisoner Intelligence Details Section on the
PRIS System:“Prisoner Shane Rogers committed on the above date for murder. Stated that
he had been having suicidal thoughts. Garda on committal stated that
prisoner stated that he could not do a life sentence and could not deal with
taking another mans life and admitted that he would kill himself the first
chance he got. Seen immediately by N/O (name given) and placed in a Close
Supervision Cell on D2 for security and observation”.
The reference to the ‘Close Supervision Cell’ is incorrect. It should read ‘Safety
Observation Cell’.

5.12

A committal interview with Mr. Rogers was conducted on the 13th December 2011 by
a Nurse Officer. He was also assessed by the prison doctor. The In-Reach Forensic
Mental Health Team from the Central Mental Hospital had devised a questionnaire for
use at the interview and assessment referred to which was designed to highlight any
concerns relating to the vulnerability of prisoners which the In-Reach Forensic Mental
Health Team might have to focus on. This procedure was followed in this case.
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Subsequent to the interview and assessment and due to his vulnerability Mr. Rogers
was placed in a Safety Observation Cell on D2 ‘Security’ at approximately 2.30pm.
5.13

On the 14th December 2011 Mr. Rogers was reviewed by the Prison Doctor who
reported that Mr. Rogers ‘appeared fine’. He also knew that Mr. Rogers was due to
be examined by the In-Reach Forensic Mental Health Team on that date.

5.14

The In-Reach Forensic Mental Health Team were aware of Mr. Rogers. They had
discussed his case and were aware of the results of his initial interview and
subsequent assessments. He was considered a cause for concern for the following
reasons:- the nature of his crime, his first time in prison, the flagging by the Court of
his suicidal ideation and the publicity surrounding his case.

5.15

On the 14th December Mr. Rogers was reviewed jointly by two members of the InReach Forensic Mental Health Team - both Registered Psychiatric Nurses (RPNs).
They conducted a full assessment. Following this assessment his case was considered
by the Consultant Forensic Psychiatrist in consultation with those who had conducted
the assessment. A decision was made that his status would not change, that he was to
be kept under close supervision at all times but that he was suitable to be moved from
the Safety Observation Cell to a shared cell on D2 ‘Vulnerable’. A shared cell affords
more support and reduces risk due to the presence of another prisoner. It was also
decided that further reviews would take place.

5.16

Between the 14th December and the 19th December the Consultant Forensic
Psychiatrist kept Mr. Rogers’s condition under constant review. No change was made
to his status.

5.17

On the 19th December Mr. Rogers was reviewed by the Psychiatric Registrar and an
RPN (both members on the In-Reach Forensic Mental Health Team). No
deterioration in Mr. Rogers’s mental health state was reported. There were no
depressive symptoms present and Mr. Rogers denied having self-harm ideation. No
medications were prescribed. Mr. Rogers was still considered a high risk prisoner and
his medical status was not changed. A decision was made by the In-Reach Forensic
Mental Health Team to leave Mr. Rogers on D2 ‘Vulnerable’ and to re-assess him
after his Court appearance on the 20th December 2011. Pending such re-assessment
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Mr. Rogers was deemed to be a vulnerable prisoner who was to remain on close
supervision for the reasons set out in paragraph 5.14.
5.18

It is the practice in Cloverhill Prison that a prisoner, who following interview and
assessment and who has been deemed to be a vulnerable prisoner, is placed on D2
‘Vulnerable’. Such prisoner cannot be transferred to any other part of the prison until
cleared by a member of the medical staff to do so – neither, can such prisoner’s
medical status be changed unless authorised by a member of the medical staff. A note
to this effect would be placed on the medical electronic file. In the instant case there
is no entry to this effect.

5.19

During the course of this investigation we were given access to all medical files and
to all medical personnel who we wished to interview.

5.20

While in Cloverhill Prison Mr. Rogers was visited by his father, mother, brother, two
friends and a Dublin Solicitor (acting on behalf of his Carrickmacross Solicitor). The
visits took place on the following dates; 14th, 15th, 16th, 17th and 19th December 2011.

5.21

Mr. Rogers spoke on the telephone to his father, his mother and his brother. These
conversations took place on 14th, 15th, 16th 17th, 18th and 19th December 2011. I
listened to the audio recordings of these telephone conversations. Except in
exceptional circumstances telephone calls between prisoners and his/her family would
be considered as confidential. I have carefully considered such confidentially issues
and data protection concerns and have concluded that, on balance, I should refer to
one brief extract from one conversation as same is relevant to the stated state of mind
of Mr. Rogers on the afternoon of the 14th December 2011. Through her Solicitor Mr.
Rogers’s mother has confirmed the contents of the extract from such conversation
which is reproduced hereunder. This conversation commenced at 5.49pm on the 14th
December 2011:Mr. Rogers

“Ah don’t be worrying I might try get talking to the solicitor maybe
and get him to, maybe if you’re talking to (name of brother) will you
ask him did he ring (name of his Solicitor) to tell him about me looking
for bail”.

Mother

“Would you get bail? I mentioned that to Sergeant (name of Sergeant)
and he said you could do harm to yourself or do harm to others”.

Mr. Rogers

“Ah not at all…..no I’ll be alright that’s all gone out of my head now”.
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Mother

“He said it could be 2 years before you’d be sentenced”.

Mr. Rogers

“Yeah, sure that’s”.

Mother

“You could be on remand for 2 years”.

Mr. Rogers

“Yeah”.

Mother

“Don’t be talking about committing suicide or anything”.

Mr. Rogers

“Not at all”.

Mother

“That was in the paper you know”.

Mr. Rogers

“Why what did they say?”

Mother

“Said you were contemplating suicide that you couldn’t live with
yourself”.

Mr. Rogers

“No sure don’t be reading don’t be listening to everything you hear in
the newspapers”.

This conversation represents the only occasion that reference is made to self harm or
suicide directly, indirectly or by inference in any of the telephone calls referred to in
this paragraph either by Mr. Rogers or the persons that he talked to.
5.22

Mr. Rogers’s mother has stated that she made a telephone call to Cloverhill Prison at
approximately 3.00am on what she believes to be Wednesday morning the 14th
December. She has stated that she told the person that she spoke to that “Shane was
suicidal”.

5.23

Mr. Rogers’s father, mother and brother have stated that they at different times visited
Mr. Rogers in prison. The prison records confirm that these visits took place.

5.24

On one occasion Mr. Rogers’s brother was accompanied by two of Mr. Rogers’s
friends.

5.25

All of the visits took place in the visiting facilities in Cloverhill Prison.

5.26

At 9.55am on the 16th December Mr. Rogers placed a call to his Solicitor in
Carrickmacross but failed to talk to his Solicitor.
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5.27

On the 17th December the Solicitor telephoned the prison and expressed his fears that
Mr. Rogers was a suicide risk.

5.28

Mr. Rogers was seen by the Governor of the Prison at ‘Governor’s Parade’ on the
14th, 15th and 19th December 2011. The issues raised by Mr. Rogers included
arranging to add names to his approved telephone callers list and to seek work within
the prison.

5.29

Mr. Rogers was supervised by the Class Officers on the Landing and was visited by
the Chaplains during the period. Neither the Class Officers nor the Chaplains who
were interviewed noticed anything untoward about Mr. Rogers during this period.

5.30

The prisoner who shared the cell with Mr. Rogers (see paragraph 5.15) reported to the
prison authorities that most of the time Mr. Rogers was in good form and that they
chatted to each other.

5.31

On the 20th December Mr. Rogers was due to attend Court at Cloverhill Courthouse.
At 9.30am on that morning Mr. Rogers was taken from D2 ‘Vulnerable’ and escorted
to the Reception Area by Officer B (Cloverhill Prison). He arrived in the Reception
Area at 9.35am, where he was handed over to Officer C (Cloverhill Prison). It
appears that Mr. Rogers was the only prisoner in reception at that time.

5.32

We were advised that Mr. Rogers was observed in reception removing all his prison
clothing and was given a towel for privacy purposes while the security checks were
being completed. We could not verify this account as there is no CCTV in the area
where prisoners undress for obvious privacy reasons.

5.33

When the security checks were completed Mr. Rogers dressed in court clothing
provided by the prison - shirt, jumper, jeans, underwear, shoes and socks. The
officers interviewed stated that this court clothing had been thoroughly searched and
was free of anything that could be used as a ligature.

5.34

When Mr. Rogers was dressed in his court clothing he was handed over to Officer D
(PSEC) who placed Mr. Rogers in a holding cell in the Reception Area at 9.40am on
his own to await his transfer through the enclosed passageway to the Court area.
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5.35

Officer C (Cloverhill Prison) who handed over Mr. Rogers to Officer D (PSEC) has
stated that he told Officer D (PSEC) that Mr. Rogers was a high profile prisoner who
had been charged with murder.

5.36

The only document handed to Officer D (PSEC) was a document containing the
name, the prison number and a photograph of the prisoner.

5.37

During the course of our investigation we visited the Reception Area and were
appraised of the standard procedures adopted when a prisoner is processed through
this area when going to Court.

5.38

At 9.50am, Mr. Rogers was escorted by Officer E (PSEC) from the holding cell
referred to at paragraph 5.34 to the holding cells in the Cloverhill Court Complex
where he was placed in cell number 7 on his own. While walking between the
Reception Area and the Court Complex Mr. Rogers engaged Officer E (PSEC) in
conversation which was of a general nature.

5.39

Officer F (PSEC) who was detailed in charge of staff from G4S to clean the holding
cells confirms that the cells were cleaned at approximately 7.30am that morning.
Before Officer F (PSEC) departed the cell area at 9.00am this Officer confirmed that
there was no cord or clothing in this cell. The Officer confirmed that cell number 7
was allocated for Mr. Rogers and that no other prisoner was allocated to this cell. The
only reason for allocating a single cell to Mr. Rogers was that Mr. Rogers was coming
from D2 Landing.

5.40

The PSEC staff that we interviewed stated that the reason given for placing Mr.
Rogers in a cell on his own was because prisoners from D2 Landing were from one of
three categories of prisoner - vulnerable, security or punishment and therefore had to
be kept separate from the other prisoners. All of the PSEC staff interviewed stated
that they never knew which category a prisoner, originating on D2 Landing, came
from.

5.41

At 11.27am Mr. Rogers was taken from cell 7 and brought to the Court waiting area.
At 11.38am he was taken into the Court for a brief remand appearance which
concluded at 11.40am. After his appearance in Court Mr. Rogers was returned to the
same holding cell – cell 7. PSEC records indicate that 19 prisoners were
accommodated in the holding cells on that date – 20th December 2011.
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5.42

At 12.03pm Officer G (PSEC) was observed on CCTV entering Mr. Rogers’s cell
with dinner for the prisoner.

5.43

No further observation of Mr. Rogers took place until 12.58pm when Officer G
(PSEC) is observed on CCTV looking in through the inspection hatch. The Officer
immediately raised the alarm as he stated that he observed Mr. Rogers hanging by a
ligature from a light fitting. During the course of our investigation we examined this
cell. As stated in paragraph 4.23 this cell measured approximately 2.3m x 3.1m x
2.8m. We noted that it had a fixed bench, a window, an alarm bell, an inspection
hatch and a ceiling light. It also had a toilet in a screened area. The light and its
fitting comprised a florescent tube enclosed in a metal casing which was attached to
the ceiling by two metal holders. There was a gap between the ceiling and the light
fitting at each end. We were informed that one end of the ligature was knotted and
then jammed in the light fitting.

5.44

Following the raising of the alarm a number of the officers (PSEC) who had been in
the Class Office for the previous 30 to 40 minutes, apparently taking a break, rushed
to Mr. Rogers’s cell. We examined the CCTV for this period of time (approximately
40 minutes). There were no officers in the area of the cells and no cells were checked
during this time.

5.45

A number of officers entered the cell. They took Mr. Rogers down, removed the
ligature, laid him on the floor and began first aid. Simultaneously the alarm was
raised for medical assistance and an ambulance was called at 1.00pm.

5.46

Shortly after 1.00pm nursing staff arrived and took over administering first aid,
including CPR. The medical staff were equipped with and used a defibrillator.

5.47

At approximately 1.25pm the first emergency medical technicians arrived followed a
few minutes later by the ambulance crew. They continued to assist Mr. Rogers. He
was ventilated, a collar was fitted, he was transferred to a spinal board and was taken
to Tallaght Hospital where he was pronounced dead at 2.03pm.

5.48

At 2.30pm the Governor of Cloverhill Prison asked one of the Chaplains to call the
family of the late Mr. Rogers to advise them of the tragedy. When the Chaplain got
through to the family on the telephone they already knew about the death as a
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newspaper had contacted them. The Chaplain agreed to and did meet the family at
Tallaght Hospital that afternoon.
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Chapter 6
Issues raised by the Rogers’ Family
6.1

In this Chapter, I set out a number of concerns that the Rogers’ Family have raised.

6.2

Mr. Rogers’s mother has stated that she made a telephone call to Cloverhill Prison at
approximately 3.00am on what she believes to be Wednesday morning the 14th
December. She has stated that she told the person that she spoke to that “Shane was
suicidal”. While there is no record of this telephone call in the Prison I accept what
Mrs. Rogers says.

6.3

Mr. Rogers’s father, mother and brother have stated that they, at different times,
visited Mr. Rogers in prison. The prison records confirm that such visits took place.
On one occasion Mr. Rogers’s brother was accompanied by two of Mr. Rogers’s
friends.

6.4

All of the visits took place in the visiting facilities in Cloverhill Prison. The Rogers’
family believe that the content of conversations in the visiting boxes are monitored by
the prison authorities. They state that during each visit Mr. Rogers stated that he
intended to commit suicide.

6.5

Mr. Rogers’s brother states that he received a telephone call from Mr. Rogers between
6.00pm and 7.00pm on the 19th December. He believes that the telephone
conversation was monitored by the prison authorities. He states that in this telephone
conversation Mr. Rogers stated to him that he was going to commit suicide and told
him “not to come up as he would not be there long enough”.
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Chapter 7
Status of Shane Rogers while in custody

7.1

In the instant case Mr. Rogers was placed in a Safety Observation Cell on D2
‘Security’ for one night – 13th December 2011. On the 14th December he was moved
to a shared cell on D2 ‘Vulnerable’ which he shared with one other prisoner until
9.30am on the 20th December when he was taken to Court (referred to in paragraph
5.31)

7.2

As far as the medical personnel were concerned Mr. Rogers was, at all times,
considered to be a person at risk. He was vulnerable and was on close supervision.
(See paragraph 5.15). This classification had not been altered up to the time that Mr.
Rogers was brought to Court on the 20th December 2011.

7.3

Mr. Rogers was variously classified in prison records by Cloverhill Prison as
‘vulnerable’ or ‘protection’.

7.4

As far as PSEC were concerned Mr. Rogers fell into an omnibus category comprising
‘vulnerable’, ‘protection’ and ‘security’ prisoners.

7.5

All prison records, with the exception of medical records, are maintained in electronic
form on the Irish Prison Service computer system known as PRIS. For the purpose of
this investigation I will only refer to two sections on the PRIS system:•

The intelligence section
In this section matters such as a prisoner’s vulnerability, threats to his/her
safety or life by others, threats of self harm etc. are recorded.

•

The profile section
In this section information as to name, address, height etc. is included together
with a picture of the prisoner. The section also contains information to denote
whether or not a prisoner is a sex offender or a suicide risk.

7.6

On the 20th December 2011 Mr. Rogers was classed in the profile section as being
neither a sex offender nor a suicide risk. I attach a copy of Mr. Rogers’s profile at
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Appendix J. I have been unable to ascertain the identity of the person who created
this profile.
7.7

All officers can access a prisoner’s profile section but only designated officers can
access a prisoner’s intelligence section.
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Chapter 8
Relevant Standard Operating Procedures

8.1

Irish Prisons and the operation of same are governed by The Irish Prison Rules 2007.
These Rules are supplemented by local directions known as Standard Operating
Procedures, Governors’ Orders and Chiefs’ Orders.

8.2

The escorting of prisoners from prisons to and from Courts is, in the main, undertaken
by the Prisoner Service Escort Corp (PSEC). PSEC is a stand alone unit within the
Irish Prison Service which has its own Governor and management team. PSEC was
set up in 2005. The Irish Prison Service informed me, in the course of this
investigation, that when PSEC was set up the prison governors were concerned as to
how the prison escorts were going to be performed particularly in the context of the
use of cellular vehicles and the overall arrangements for the treatment of prisoners
under escort by PSEC. A Service Level Agreement between the prisons and PSEC
was drafted and dated 30th September 2005. This service level agreement mirrored
arrangements in the United Kingdom where private operators provided a prisoner
escort service to governors of prisons and covered all duties expected of PSEC. I
have been informed that while this agreement was “agreed” with the Governors of all
prisons it did not become part of the operating procedures. There is no record of this
agreement having been signed by Cloverhill Prison, any other prison or by PSEC.
The operating management of the prison stated that they were not aware of the
document. A copy of this agreement is attached at Appendix B. PSEC are also
governed by The Irish Prison Rules 2007 which are supplemented by local Standard
Operating Procedures, Governors’ Orders and Chiefs’ Orders.

8.3

The following Standard Operating Procedures and Chiefs’ Orders are relevant to this
investigation:(a)

SOP No. 1/05 – Prisoner Profile/Photo Identification dated 28/11/2005 (See
Appendix C)

(b)

SOP No. 03/2007 – Searching at Court Venues dated 24/7/2007 (See
Appendix D)
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(c)

General Standard Operational Procedure for Staff Performing Escort Duty
with Cellular Vehicles undated (See Appendix E)
Chief’s Order No. 13/06 dated 18/07/2006 – Prisoner Security Profile (See

(d)

Appendix F)
Chief’s Order No. 11/2007 – Special Observation - dated 18/07/2007 (See

(e)

Appendix G)
(f)

Chief’s Order No. 13/07 dated 26/07/2007 (See Appendix H)

(g)

Chief’s Order No. 15/07 dated 28/09/2007 – Protection Prisoners Under
Escort by PSEC Staff (See Appendix I)

8.4

The following are relevant extracts from the Standard Operating Procedures and
Chiefs’ Orders referred to in paragraph 8.3:•

“On commencement of duty Officer i/c collect Prisoner Profile/Photo I.D.
from the General Office of the prison concerned” referred to in Appendix C.

•

“Before taking custody of the prisoner(s), the Officer i/c. Escort will confirm
with the Officer i/c. Discharges that all prisoners have been identified and
searched by the respective prison staff” referred to in Appendix D.

•

“The Officer i/c shall be aware of…….the age, health, security category,
offence, behaviour and contacts of the prisoners involved in the escort”
referred to in Appendix E.

•

“Officer i/c. escort. On arrival at your designated collection area please
obtain all relevant documents from the Assistant Chief Officer i/c. committals
and discharges …….Read and examine all documents received and in
particular pay attention to prisoner security profile forms” referred to in
Appendix F.

•

“All prisoners while under escort by PSEC who are being held in a court
holding cell or a Garda station cell are to be regarded as Special Observation
prisoners…….These prisoners shall be checked regularly at no more than
fifteen minute intervals……..This Order is to be strictly adhered to” referred
to in Appendix G.
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•

“Ensure that the offender has been put through the proper reception
procedures, searching etc” referred to in Appendix H.

•

“The Officer i/c shall ensure that all information relevant to the personal
safety of protection prisoners or the control risk they present is made
available to him before he takes them under his charge” referred to in
Appendix I.

8.5

I set out hereunder relevant extracts from the Service Level Agreement referred to in
paragraph 8.2 and Appendix B:•

“PSEC shall have a duty of care and will ensure that appropriate procedures
are developed, enacted and in place under this agreement to assess risk,
manage, and maintain Health and Safety provisions and good hygiene in
compliance with legislation and good practice across its activities” referred
to in Article 2.3.1.

•

“PSEC, the Prisons and the IPS shall review and rationalise the current
Prisoner Profile Form with the intention to create a standardised Prisoner
Escort Record (hereinafter referred to as the “PER”) form for use by PSEC
and the Prisons” referred to in Article 2.5.1.

•

“The PER will provide PSEC staff with all relevant information regarding the
Prisoner under escort” referred to in Article 2.5.2.

•

“A copy of the completed PER will remain with the prison” referred to in
Article 2.5.4.

•

“PSEC shall complete a security and risk assessment of each individual
Prisoner taking into account the circumstances of the escort, previous
Prisoner history, information received from the Prisons and other relevant
information available to PSEC to determine and ensure the appropriate
staffing levels for each type of escort” referred to in Article 4.1.2.

•

“The Prisons will ensure that all known relevant information is provided to
PSEC on the PER and if necessary bring to the attention of PSEC the latest
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information in relation to any risk of violence, self harm or escape” referred
to in Article 4.1.5.1.
•

“PSEC shall provide sufficient staff at each court taking account the
following, at minimum:
The physical security of the court room
The physical structure of court buildings and security risks present.
The nature and extent of escort and other related tasks to be
undertaken within and around the premises by PSEC
Types of special risk (escapee, self harm) etc.
Intelligence information provided by the Gardaí or the Prisons.
The nature of the hearing.
The level of media interest: and,
The character and demeanour of accused” referred to in Article
4.3.5.

•

“PSEC shall, as a minimum: be responsible to the Prisons for the health and
safety of the prisoner” referred to in Article 4.4.2.

•

“Prisoners who have been identified to PSEC staff as being at risk of self
harm or suicide shall be dealt with in accordance with standard policies and
procedures” referred to in Article 5.3.1.

•

“PSEC shall ensure that the management and operation of court cells takes
account of the separation requirements of various types of Prisoner by special
needs, gender and/or offence” referred to in Article 5.4.1.
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Chapter 9
Findings
9.1

Mr. Rogers was a high profile prisoner, whose mental health vulnerability between
the time of his arrest and his committal to prison was clearly identified.

9.2

Within the prison he was considered a vulnerable prisoner. This was his first time in
prison, he had been charged with murder and he faced a significant sentence.

9.3

The prosecuting Garda Sergeant highlighted his concerns both in Court and on
delivering the prisoner to Cloverhill Prison.

9.4

The Committal Warrant referred to in Appendix A directed that Mr. Rogers receive
psychiatric and medical attention while in prison.

9.5

The information concerning Mr. Rogers’s vulnerability on the 13th December was
recorded in the PRIS system in the intelligence section but not elsewhere on the
system.

9.6

Mr. Rogers’s Solicitor highlighted his concerns in Court as referred to in paragraph
5.8. He also expressed his concerns to the Prison.

9.7

Mr. Rogers’s family were concerned about his vulnerability but apart from an
undocumented telephone call by his mother in the early hours of the 14th December
did not relay their concerns to anyone in the Irish Prison Service.

9.8

The nursing and medical staff in Reception at Cloverhill Prison and the Governor of
the Prison acted on the concerns referred to at paragraphs 9.3 and 9.4 by placing Mr.
Rogers in a Safety Observation Cell on D2 ‘Security’ on the 13th December.

9.9

The classification of Mr. Rogers as a person at risk due to his vulnerability was not
altered by any of the medical personnel at anytime between the 13th and 20th
December. He was also a prisoner on close supervision.

9.10

The assessments carried out by the In-Reach Forensic Mental Health Team were
comprehensive and were reviewed by senior staff. Following the assessments the InReach Forensic Mental Health Team continued the protective regime for Mr. Rogers
and planned a further review to take place after his Court appearance on the 20th
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December. Having conducted a comprehensive review of all records and interviewed
all relevant personnel I am satisfied that the assessments were thorough and
comprehensive. I agree with the conclusions drawn from such assessments.
9.11

Mr. Rogers was classed as ‘vulnerable/protection’ by Cloverhill Prison for the period
13th to the 20th December.

9.12

Between the time of his reception into Cloverhill Prison at 12.50pm on the 13th
December 2011 until 9.30am on the 20th December 2011 the medical staff, the
Governor and his officers acted properly and responsibly towards Mr. Rogers by
identifying his vulnerability and acting accordingly.

9.13

When Mr. Rogers was handed over to PSEC staff, the staff interviewed stated they
knew nothing about Mr. Rogers’s vulnerability. They had basic details i.e. name,
photograph and that he came from D2 Landing. They recognised that a prisoner who
was accommodated on D2 Landing was classed in the category of ‘vulnerable’,
‘security’ or ‘punishment’ but did not know which category Mr. Rogers belonged to.

9.14

Mr. Rogers’s vulnerability was known to the prison personnel in Cloverhill Prison on
20th December 2011 (see paragraph 9.12). This knowledge was not transferred by the
Prison to PSEC on that date. PSEC did not enquire as to the status of Mr. Rogers on
that date.

9.15

Mr. Rogers died following a hanging. He used a cord similar to those found in track
suit trousers which was jammed in the light fitting referred to in paragraph 5.43.

9.16

I am unable to establish where Mr. Rogers got the ligature from.

9.17

PSEC had no system for identifying and risk assessing prisoners transferred to their
custody.

9.18

As no appropriate records were kept I am unable to comment as to whether or not the
SOP’s and Chiefs’ Orders, referred to in paragraph 8.4, and specifically in
Appendices C, D, E, F, H and I were followed.

9.19

Mr. Rogers was not checked from 12.03pm until 12.58pm on the date of his death.
This contravened Chief’s Order No. 11/2007 – Special Observation – dated 18th July
2007 referred to as Appendix G which states:34

“All prisoners while under escort by PSEC who are being held in a court
holding cell or a Garda station cell are to be regarded as Special Observation
prisoners…….These prisoners shall be checked regularly at no more than
fifteen minute intervals……..This Order is to be strictly adhered to”.
9.20

The PSEC staff interviewed stated that they had never seen the SOP referred to at
paragraph 9.19 and Appendix G.

9.21

There is no governance in place within PSEC to ensure compliance with SOP’s, or
Governors’ or Chiefs’ Orders including that all staff have knowledge that particular
SOPs even exist.

9.22

No SOP exists within the IPS covering either the definition of or the management of
vulnerable prisoners. The categorisation of prisoners as “vulnerable” is far too broad.

9.23

In paragraph 6.4, I have stated that the Rogers’ family believed that the contents of
conversations in the visiting boxes were monitored by the prison authorities. I am
satisfied that, while visits are supervised conversations are not monitored, in that they
take place out of earshot of the supervising officers. The family did not either
collectively or individually inform the prison authorities of the contents of any
conversations between them and Mr. Rogers when he allegedly stated (during visits)
that it was his intention to commit suicide.

9.24

All telephone calls made by a prisoner in Cloverhill Prison on the prison telephone
system are automatically logged and a printout of same is generated. The contents of
such telephone calls are recorded and in certain cases monitored in real time.

9.25

In paragraph 6.5, I refer to the belief of Mr. Rogers’s brother that he received a
telephone call from Mr. Rogers on 19th December between 6.00pm and 7.00pm.
There is no record of such a call but there is a record of a call the previous day at
5.39pm when Mr. Rogers did speak to his brother for 6 minutes. I listened to a
recording of this conversation. Mr. Rogers did not directly, indirectly or by
implication suggest that he was going to commit suicide and did not use the words
referred to in paragraph 6.5. Mr. Rogers did speak to his mother and father at
11:49:05am on the 19th December. He did not speak to his brother during this
telephone call.
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9.26

The prison authorities acted promptly in contacting the Rogers family but they already
knew of their son’s death as the media had learned of same and were making
enquiries in the Carrickmacross area. Understandably, this caused them great upset.

9.27

In paragraph 7.6, I stated that the Prisoner Profile Form created for Mr. Rogers (see
Appendix J) included, inter alia, an averment that he was not suicidal. Even if this
averment was correct (which it was not) this form was not seen by any PSEC officers
as it was not the policy at the time to hand this form to members of PSEC when
remand prisoners were being handed over by the prison to PSEC officers. Even if the
Prisoner Profile Form had been seen by PSEC officers on duty it would not have
absolved them of their obligations to check on Mr. Rogers every 15 minutes as
referred to in paragraph 9.19.

9.28

The holding area and the cell accommodation in the Cloverhill Court Complex are
totally inadequate for the large number of prisoners who appear in custody on a daily
basis in Cloverhill Court. Despite urgings by the Irish Prison Service the issue of
overcrowding was not addressed by the Irish Court Service in real terms. Prisoners’
and prison officers’ safety is compromised by the constant overcrowding in this area.
The physical accommodation is the responsibility of the Irish Court Service
(paragraph 4.24). The Irish Court Service are in dereliction of their responsibilities in
this regard. The overcrowding in the Cloverhill Courthouse Complex was not a
contributing factor to Mr. Rogers’s death.

9.29

If the Service Level Agreement referred to in Paragraph 8.5 and Appendix B had
been implemented and if its provisions had been adhered to PSEC should have known
of the vulnerability of Mr. Rogers. This finding should not be taken as an
assertion that, even if PSEC had known of the vulnerability of Mr. Rogers, the
tragedy would not necessarily have been averted.
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Chapter 10
Recommendations
10.1

The Recommendations contained in this Chapter fall into four distinct groups:-

The Irish Prison Service and PSEC
10.2

All existing relevant Standard Operating Procedures, Governors’ and Chiefs’ Orders
must be implemented.

10.3

The Service Level Agreement referred in Appendix B should be reviewed, updated in
line with national and international best practice and implemented.

10.4

The Irish Prison Service must ensure that Standard Operating Procedures, Governors'
and Chiefs' Orders are continuously reviewed, updated (if necessary) and then
implemented in order to address deficiencies such as those outlined in this Report.

10.5

Within PSEC Governance Structures should be developed to ensure that appropriate
Standard Operating Procedures, Governors' Orders, Chiefs' Orders and a revised
Service Legal Agreement are put in place. Staff should be made aware of the
existence of such procedures, orders etc. and their obligations under same. Systems
should be developed to audit on an ongoing basis the implementation of such
procedures, orders etc.

10.6

Prison officers should continuously monitor those prisoners who have been assessed
as presenting a significant risk of suicide or serious self harm when such prisoners are
removed from prison for any purpose including attendance at Court. Appropriate
Standard Operating Procedures must be put in place to deal with such eventualities.

10.7

Appropriate and detailed records must be maintained.

10.8

The Irish Prison Service should advise all staff of the need for confidentiality around
serious incidents affecting prisoners and staff should be advised that breaching this
confidentiality would amount to a serious breach of discipline.
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The Irish Court Service
10.9

The Irish Court Service must take immediate steps to ensure that sufficient, adequate
and appropriate cell accommodation is provided for all prisoners in custody in the
Cloverhill Courthouse Complex. Ancillary appropriate accommodation for staff must
also be provided.

10.10 The Irish Court Service must develop a protocol to provide that, in cases where the
Presiding Judge directs that a prisoner is to receive psychiatric and/or medical
treatment, a summary, in writing, of the reasons advanced for the making of such an
order should be attached to the relevant warrant.

The Media
10.11 The media while exercising their public reporting mandate must always be aware of
the sensitivities of families at times of tragedy. They must not add to the trauma of
such persons when gathering information immediately following such an event. They
must also be respectful of the obvious need for privacy of persons faced with
unexpected tragedy.

General Recommendation
10.12 The Office of the Inspector of Prisons should be informed by the State Pathologist's
Office of the preliminary findings relating to the cause of all deaths which fall to be
investigated by the Inspector of Prisons as soon as possible after a post-mortem has
been carried out on the same basis as such information is made available to An Garda
Síochána. The rationale for this recommendation is that where the suspected cause of
death is not clear time and effort could be wasted by my office in investigating
avenues that are not relevant.
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Appendix A
Court Warrant issued by Dundalk District Court
Dated the 13th December 2011
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Appendix B
Service Level Agreement between the
Prisons and the Prison Service Escort Corps
Dated 30th September 2005
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Appendix C
S.O.P. No. 1/05
Prisoner Profile/Photo identification
Dated 28th November 2005

60

61

Appendix D
S.O.P No. 03/2007
Searching At Court Venues
Dated 24th July 2007
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Appendix E
General Standard Operational Procedure for Staff
Performing Escort Duty with Cellular Vehicles
Undated
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Appendix F
Chief’s Order No. 13/’06
Re: Prisoner Security Profiles
Dated 18th July 2006
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Appendix G
Chief’s Order 11/2007
Special Observation
Dated 18th July 2007
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Appendix H
Chief’s Order No. 13/’07
Dated 26th July 2007
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Appendix I
Chief’s Order No. 15/’07
Re: Protection Prisoners under escort by PSEC Staff
Dated 28th September 2007
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Appendix J
Mr. Roger’s Prison Profile
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