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Foreword

THE PURPOSE OF OUR ROLE as National Preventive Mechanism (NPM) under
OPCAT is to prevent torture and other cruel, inhuman or degrading treatment or
punishment of individuals who are deprived of their liberty. An important part in
fulfilling this purpose is to identify detainees who for various reasons are at high
risk for ill-treatment. During 2022, JO’s activities as NPM have had a thematic ap-
proach towards children and young persons (under the age of 21) who are deprived
of their liberty. Particularly, the focus was on the participation of children and
young persons during incarceration.

Detained children and young persons are generally more vulnerable than adults
and the environments where detained individuals spend their time are often not
adapted for their special needs. This poses great challenges for the institutions that
are responsible for detained children and young persons. Questions like safety and
security, the use of coercive measures and the treatment by staff are particularly ur-
gent in relation to individuals who are still developing and therefore have a limited
ability to uphold their rights.

In this report you will find the main findings and statements from this year’s inspec-
tions. We carried out elven inspections in total. In addition, we held two dialogue
meetings with the civil society. Due to our findings, we can conclude that it is im-
portant that JO as NPM monitors the situation for children and young adults who
are deprived of their liberty.
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The OPCAT activities

Under the 1984 UN Convention against Torture and Other Cruel, Inhuman
or Degrading Treatment or Punishment (the Convention against Torture),
the States Parties have undertaken to take effective legislative, administrative,
judicial or other measures to prevent acts of torture in any territory under its
jurisdiction. Explicit prohibitions on torture are also included in a number of
other UN conventions.

The European Convention on Human Rights (ECHR) and the Charter of
Fundamental Rights of the European Union (EU Charter) also prohibit tortu-
re. The ECHR has applied as Swedish law since 1995. In addition, the Swedish
Instrument of Government includes a prohibition on torture. According to
the Instrument of Government, every individual is protected against corporal
punishment, and no one may be subjected to torture or undue medical influ-
ence for the purpose of forcibly extracting or obstructing statements.!

1.1 Torture and cruel, inhuman or

degrading treatment
The first Article of the UN Convention against Torture contains a relatively
comprehensive definition of the term torture. In short, torture means that
someone is intentionally subjected to severe psychological or physical pain
or suffering for a specific purpose, such as to extract information forcibly or
to punish or threaten a person. The Convention lacks definitions of cruel,
inhuman or degrading treatment.

The European Court of Human Rights (ECtHR) has stated that inhuman
treatment should include, at a minimum, such treatment that intentionally
causes someone serious mental or physical suffering and which, in a specific
situation, can be considered unjust. Degrading treatment refers to actions that
evokes a feeling of fear, anxiety, or inferiority in the victim. A treatment can
be degrading even if no one but the victim has witnessed or learned about it.

1.2 The Convention Against Torture and OPCAT

The Convention Against Torture has been in force in Sweden since 1987.
States party to the Convention are examined by a special committee, the
Committee against Torture (CAT). States Parties must regularly report on
their compliance with the Convention. If allowed by a State Party, individuals
may also complain to the Committee. Sweden allows individual complaints.
The Convention against Torture does not in itself give the CAT a mandate to
conduct visits of member states.

1 Chapter 2, Section 5 of the Instrument of Government.
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To enable, inter alia, international visits, the Optional Protocol to the Con-
vention against Torture (OPCAT) was adopted in 2002. Sweden ratified the
Protocol in 2005 and the Protocol entered into force in June 2006. OPCAT
established an international committee, the Subcommittee on Prevention of
Torture (SPT).

The CAT periodically reviews Sweden, normally every six years. Sweden is
due to submit its ninth periodic report on 3 December 2025.

1.3 Preventive activities

The work performed in accordance with OPCAT shall be conducted with the
aim of strengthening the protection of individuals deprived of their liberty
against torture and other cruel, inhuman, or degrading treatment or punish-
ment. Preventive work can be carried out in several ways, including through
supervision in environments where the risk of abuse and violations is parti-
cularly high.

Another important part of the preventive work is to identify and analyse
factors that can directly or indirectly increase or reduce the risk of torture
and other forms of inhumane treatment, etc. The work must be proactive and
dedicated to systematically reducing or eliminating risk factors and strengthe-
ning preventive factors and safeguard mechanisms. Furthermore, the work
must have a long-term perspective and focus on achieving improvements th-
rough constructive dialogue, proposals for safeguard mechanisms and other
measures.

1.4 OPCAT activities in Sweden

States party to OPCAT are required to designate one or more bodies charged
with the role of National Preventive Mechanism (NPM). Since 1 July 2011,
the Ombudsmen have been fulfilling the role of National Preventive Mecha-
nism in accordance with OPCAT:? In assigning the Ombudsmen this role,
the Committee on the Constitution stated that the tasks and powers that the
Parliamentary Ombudsmen have had for many years matches the tasks of a
National Preventive Mechanism.

As a National Preventive Mechanism, the Parliamentary Ombudsmen are
tasked with:
o regularly inspecting places where individuals may be deprived of their

liberty

« making recommendations to the competent authorities with the aim of
improving the treatment of and conditions for individuals deprived of

2 Concluding observations on the eighth periodic report of Sweden, website of the United Nations Human Rights Treaty Bodies,
CAT/C/SWE/CO/8.

3 Section 18 of the Act with Instructions for the Parliamentary Ombudsmen (SFS 2023:499), previously Section 5 a of the Act with
Instructions for the Parliamentary Ombudsmen (SFS 1986:765).
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their liberty and preventing torture and other cruel, inhuman, or degra-
ding treatment or punishment

o submitting proposals and comments on existing or proposed legislation
relating to the treatment and conditions of individuals deprived of their
liberty

 engaging in dialogues with competent authorities and civil society; and
» reporting on the OPCAT activities.

The Parliamentary Ombudsmen have assessed that the places to be inspected
within the scope of this assignment are primarily prisons, remand prisons,
police detention facilities, facilities for compulsory psychiatric care and foren-
sic psychiatric care, the Swedish Migration Agency’s detention centres, and
the National Board of Institutional Care’s special residential homes for young
people and residential homes for the compulsory care of substance abusers.

A special OPCAT unit is tasked with assisting the individual Parliamentary
Ombudsmen in their role as a National Preventive Mechanism. Two experts
(a medical expert and an expert in psychology) are part of the OPCAT activi-
ties.

Parliamentary Chief Parliamentary Parliamentary Parliamentary
Ombudsman Ombudsman Ombudsman Ombudsman
Katarina Pahlsson Erik Nymansson Thomas Norling Per Lennerbrant

The OPCAT Unit
1 Head of Unit

1 Dep. Head of Unit
4 Legal Advisors
2 Experts

1.5 Dialogue forum

In January 2020, a forum for dialogue with civil society on the situation and
rights of individuals deprived of their liberty was established.* The starting
point is that the Parliamentary Ombudsmen invite a number of stakeholders
from civil society to a meeting two times a year.

In 2022, two dialogue meetings were held. At one meeting, the Ombudsmen
presented current issues within their respective areas of responsibility. At the
second meeting, various presentations were held. The Swedish Partnership
for Mental Health (NSPH) presented its project on patient participation in
forensic psychiatric care, the Children’s Rights Agency presented its survey of

4 See the Parliamentary Ombudsmen’s decision, ref. no. ADM 39-2020.
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sexual abuse in State youth care, Civil Rights Defenders presented its annual
compulsory care survey and Skyddsvirnet spoke about its work to operate
so-called halfway houses.

1.6 The international preventive mechanisms

SPT has 25 independent members who are experts in areas relevant to the
prevention of torture. The members are appointed by the States party to the
Protocol. An annual schedule determines which countries the SPT will visit.

The European Convention for the Prevention of Torture and Inhuman or De-
grading Treatment or Punishment entered into force in 1989. The Convention
established the European Committee for the Prevention of Torture (CPT),
whose main task is to regularly visit institutions in Europe for individuals
deprived of their liberty. All 46 Member States of the Council of Europe have
ratified the Convention. Swedish authorities are obliged to cooperate with the
SPT and CPTs

1.7 The Nordic preventive mechanisms, the NPM

Network
The Nordic NPM network was formed in 2015. In 2022, the Network held
two meetings, one digital meeting organised by Iceland where one theme was
information from institutions that it is not possible to implement a National
Preventive Mechanism’s recommendations. A meeting was also held in Co-
penhagen where the theme was the supervision of prisons abroad.®

1.8 Purpose of this report

This report contains a summary of the observations made by the Parliamen-
tary Ombudsmen as part of the OPCAT activities in 2022. During the year,
the activities had a special focus on children and young individuals up to the
age of 21 and their participation during their deprivation of liberty. A more
detailed account of the direction for the authorities regarding the focus issue
can be found in each respective section of this report.

As a result of the pandemic, this year’s inspections did not begin until March,
why there were fewer inspections carried out on site than in a normal year.

5 Act (SFS1988:695) on Certain International Undertakings Against Torture etc.

6 Seeref. no. O 5-2022 and O 10-2022.
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OPCAT inspections

One of the most important elements of the Parliamentary Ombudsmen’s
OPCAT activities is the inspections of places where individuals may be held
deprived of their liberty. In the context of the theme of children and young
individuals’ participation during deprivation of liberty, the selection of places
was made on the basis that the object had not previously been inspected by
the Parliamentary Ombudsmen or had not been inspected for a long time.

A good geographical spread was also given importance when deciding the
inspections.

2.1 Method

As a rule, the Parliamentary Ombudsmen’s employees are commissioned

by an Ombudsman to carry out an inspection. Sometimes the Ombudsman
concerned leads the inspection themselves. An inspection can either be an-
nounced or unannounced. Nowadays the majority of inspections are unan-
nounced, which is in line with the interest of institutions constantly being
prepared for a visit. Unannounced inspections also increase the credibility of
inspection activities. The Parliamentary Ombudsmen’s traditional supervisory
activities and the Parliamentary Ombudsmen’s assignment under OPCAT
have many similarities. For this reason, as a rule, employees from the OPCAT
Unit participate in inspections conducted by the supervisory departments of
places where individuals may be held deprived of their liberty. For the same
reason, employees from the supervisory departments regularly participate in
inspections assigned to the OPCAT Unit.

The observations made in connection with an inspection are documented in a
report and presented to the responsible Ombudsman. If the inspection draws
attention to any issue that needs to be specially investigated, the Ombudsman
decides to do so in an enquiry (see further in Annex C). However, it is most
common for the Ombudsman to comment in the report on the observations
made during the inspection.

The Parliamentary Ombudsmen also have dialogue meetings with represen-
tatives of various authorities. In 2022, a meeting was held with the Director
General of the National Board of Institutional Care (SiS).
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2.2 Places where individuals may be deprived
of their liberty

In 2022, individuals were deprived of their liberty at, inter alia, the following

places:

o 124 police custody facilities with approximately 1,300 beds (Swedish Police
Authority)

33 remand prisons with approximately 2,300 beds (Swedish Prison and
Probation Service)

o 46 prisons with approximately 4,600 beds (Swedish Prison and Probation
Service)

« 21 special residential homes for young people with approximately 730 beds
(National Board of Institutional Care, SiS)

o 11residential homes for the compulsory care of substance abusers with ap-
proximately 400 beds (National Board of Institutional Care, SiS)

o Atleast 8o institutions for compulsory psychiatric care and forensic psy-
chiatric care with approximately 4,100 beds (21 regions)

« 6 migration detention centres with approximately 560 beds (Swedish
Migration Agency)

The figures presented above are partly based on estimates. The account only

includes permanent beds. The high occupancy rate and strained capacity

within the Swedish Prison and Probation Service has led to ongoing work

within the authority to create different types of temporary beds, including

beds for double occupancy. Such beds are not included in the account.

2.3 Inspections carried out
In 2022, 11 inspections were carried out as part of the OPCAT mission.

Inspection item/year

Police custody facilities 1
Remand prisons

Prisons

2
2
Special residential homes for young people 3
Compulsory psychiatric care activities 2

1

Migration detention centres

For a full account of the inspections carried out, see Annex B.
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The Police Authority

The Police Authority has the power to hold people in police custody facili-
ties. Individuals apprehended or arrested are among those placed in police
custody facilities. Individuals detained due to intoxication under the Care of
Intoxicated Persons Act (LOB) are also regularly placed in police custody
facilities.

Police custody facilities are intended for short-term deprivations of liberty. A
period of deprivation of liberty can last from a few hours up to a maximum
of a couple of days. At the end of 2022, there were 124 police custody facilities
with a total of about 1,300 beds. The Police Authority or a security company
hired by the authority is responsible for staffing the police custody facilities.

In 2022, one police custody facility was inspected, the police custody facility in
Viisterds.* The inspection was carried out on site and was unannounced. The
inspection was part of the OPCAT activities’ thematic focus in 2022 on child-
ren and young individuals deprived of their liberty (individuals under the age
of 21). The inspection examined the extent to which, where and under what
conditions children are detained in the police custody facility.

The inspection was carried out on behalf of Parliamentary Ombudsman Per
Lennerbrant.

3.1 Observations made during this year’s inspection
Inspections of police custody facilities focus primarily on how the basic needs
of the individuals deprived of their liberty are met. These include their right
to food and drink, daily outdoor access, being treated in a dignified manner
as well as receiving the necessary information. A key aspect in this context,
especially in the case of children, is the design of the physical environment in
which the individuals deprived of their liberty reside. Another key issue is the
safety and security of individuals deprived of their liberty. It is not uncom-
mon for individuals held in police custody facilities to be in poor physical
and mental condition. Therefore, it is important to make a safety and security
assessment of the individual held in custody. Based on that assessment, it is
then important that individuals deprived of their liberty are regularly monito-
red and that this monitoring is documented.

During the inspection of the police custody facility in Vésteras, the observa-
tions described below were made.

1 See the Parliamentary Ombudsmen’s report, ref. no. O 14-2022.
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Children in police custody facilities

A person under the age of eighteen who has been ar-
rested or detained may, according to Section 6 a of the
Young Offenders Act (LUL), be held in police custody
only if it is absolutely necessary. The provision entered
into force on 1 July 2021. In the preparatory work for
the provision it is stated, inter alia, that a police custody
facility is not adapted to the special needs of a child
and a placement, even temporarily, in a police custody
facility should be avoided as it is not a suitable envi-
ronment for children. Only in exceptional cases may
the detention of children in a police custody facility be
considered.”

The Parliamentary Ombudsmen have previously stated
that the provision in Section 6 a of the Young Offenders
Act and the clear intentions of the legislation require
the Police Authority to plan and have the capacity to
ensure that several, sometimes many, children are ar-
rested or detained at the same time.

During the inspection of the police custody facility in
Viisterds, it emerged that there are no rooms specifically
set aside for the placement of children. Children who
were arrested were therefore placed in an interroga-
tion room adjacent to the police custody facility, on a
bench in the police custody facility’s intake or in a cell.
Children who were arrested were usually placed in a

cell until the child was released or detained.

From the entry into force of Section 6 a of the Young Offenders Act and until
mid-September 2022, 32 children had been detained in the police custody
facility, in several cases for more than twenty-four hours. The inspection
revealed that there was limited knowledge among the police personnel of the
Police Authority’s decision support regarding the placement of children and
that attempts are rarely made to find an alternative placement.

After the inspection, the Parliamentary Ombudsman stated that the observa-
tions of the conditions at the police custody facility gave the impression that
supervisors assume that there will be no conditions for a detained child to be
placed anywhere other than in a cell in the police custody facility. Therefore,
the supervisors make no effort to find such placement on a case-by-case basis.
The Parliamentary Ombudsman emphasised that, according to the legislative
history, special efforts must have been made to find a reasonable and suitable

2 See Government Bill 2019/20:129 p. 46 and 60 f.
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It is unacceptable
for children to be

consistently placed

in the police
custody facility

The Police Autho-
rity needs to review
solutions for the
sound environment
in the current police

custody facility

alternative in order for a child to be detained in a police custody facility.

Furthermore, the Parliamentary Ombudsman expressed his concern that
such a large number of children had been detained in the police custody
facility in Vésteras. The children had been placed in noise-sensitive holding
cells in the same corridor as the sobering-up cells and thus in an environment
that the legislator had deemed unsuitable for children. It was also considered
worrying that supervisors — who have the task of deciding on placement in

a cell in the police custody facility - have limited knowledge of the decision
support regarding the placement of children. The Parliamentary Ombudsman
stated that he could not draw any other conclusion than that what would only
be considered in exceptional cases is rather the rule in the police custody
facility in Vésterds. Whatever the explanation for this, it is, according to the
Parliamentary Ombudsman, completely unacceptable.

Shortcomings in the physical environment

The inspection revealed, inter alia, that the custody facilities are old and that,
according to the Police Authority, they are not optimal for detention acti-
vities. The cells had standard equipment and windows that allowed light to
enter, but there was no device to regulate the daylight. Both police employees
and custody guards said there are problems with noise-sensitive cells and
high noise levels in the police custody facility. The Police Authority has tried
to address these problems, for example by installing sound-absorbing tiles in
the ceiling in the corridor with the cells.

After the inspection, the Parliamentary Ombudsman concluded that, despite
the efforts of the Police Authority, the inmates can continue to communicate
with and disturb each other. The Parliamentary Ombudsman stated that he is
aware that there are far-reaching plans to build a new police station in Vister-
as, but pointed out that it will still be a number of years before there is a new
police custody facility. In the meantime, the Police Authority needs to seek
solutions for the sound environment in the current police custody facility.
Issues with soundproofing can, according to the Parliamentary Ombudsman,
lead to a number of serious consequences. This can have a negative impact
on, inter alia, the physical and mental health of the inmates as well as on the
Police Authority’s ability to maintain the safety and security of the inmates,
restrictions and confidentiality.?

3.2 Concluding remarks by

Parliamentary Ombudsman Per Lennerbrant
This year’s inspection shows that the Police Authority has extensive work
ahead of it when it comes to children deprived of their liberty. Work is to

3 See the Parliamentary Ombudsmens report, ref. no. O 14-2022, cf. also the Parliamentary Ombudsmen’s statements on noise sensi-
tivity in decisions and reports, ref. nos. 8978-2020, 2475-2021 and 1362-2021.
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some extent made more difficult by circumstances beyond the Authority’s
control, such as the strained occupancy situation in the Prison and Probation
Service. However, it is completely unacceptable to assume, as in the case of
the police custody facility in Visteras, that there is no alternative placement
and therefore consistently place children in a custody facility, which also has
major shortcomings in the physical environment. The Police Authority there-
fore needs to take measures to be able to take care of arrested and detained
children on its own, e.g. by adapting its premises.

It is very important to monitor the Police Authority’s compliance with the
requirements of Section 6 a of the Young Offenders Act. I will revisit the issue
in the 2023 Annual Report.
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The Swedish Prison and
Probation Service

At the end of 2022, there were 33 remand prisons and 46 prisons in Sweden
with a total of approximately 6,900 permanent beds. In addition, the Swedish
Prison and Probation Service has beds for temporary needs, emergency beds
in case of double occupancy and temporary beds in other types of rooms
than resident rooms that do not meet the standard of cells. In 2022, the use
of emergency beds and temporary beds has continued to increase, thus the
total number of remand prison and prison beds amounted to approximately
8,000."

The Prison and Probation Service’s institutions primarily hold individu-

als who are deprived of their liberty because they are remand prisoners or
serving a prison sentence. Other categories of individuals deprived of their
liberty are also placed in the Swedish Prison and Probation Service’s remand
prisons. For example, individuals who have been taken into care under the
Care of Young Persons Act (SFS 1990:52) or the Care of Substance Abusers
Act (SFS 1988:870) and who are transported by the Prison and Probation
Service’s National Transport Unit (NTU). Another group that can be placed
in remand prisons and prisons are foreign nationals who are detained under
the Aliens Act (SFS 2005:716).

In 2022, four inspections of remand prisons and prisons were carried out.?

Of these, three inspections were unannounced. The inspections were part of
the OPCAT activities’ thematic focus in 2022 on children and young persons’
participation during deprivation of liberty. All inspections were carried out by
or on behalf of Parliamentary Ombudsman Katarina Pahlsson.

4.1 Observations made during the inspections
According to the Prison and Probation Service’s definition, inmates are
counted as young persons if they have been entered into remand prison
before they have reached the age of 21 and have not yet reached the age of 24.
A person under the age of 18 is considered a child. The inspections exami-
ned what information is given to children and young persons and whether

it is done in a way that is adapted to their ability to process the information.
Furthermore, it was examined how children and young persons are placed in
remand prison and prison and their access to isolation-breaking measures in
remand prison.

1 See the Prison and Probation Service’s Annual Report 2022.

2 The Sollentuna and Lulea remand prisons and the Taby and Luleé prisons.
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Children’s right to association with others in remand prison

Since 1 July 2021, an arrested or detained child who is held in remand prison
has the right to spend at least four hours with staff or someone else every day,
see Chapter 2, Section 5 a of the Act on Detention (SFS 2010:611). The aim is
to prevent children from being isolated. The preparatory works state, inter
alia, that the right applies without exception and that it is primarily to be ful-
filled through association with prison staff. Which contacts count as associa-
tion with others may be decided on a case-by-case basis. It is crucial that the
contact is such that it breaks isolation and that it is a question of meaningful
human contact. In addition to contacts with prison officers, this can include
contacts with e.g. other inmates, family members, school, social services or
volunteers.?

During the inspection of the Sollentuna remand prison, one child and 41
young persons were inmates in the remand prison. It emerged that it is
relatively common for the remand prison to receive children. In the remand
prison, there was a special staff group of four people who worked on activities
to break isolation during the week. During weekends, an employee had this
task. These resources were intended for both children and young persons.

In conversations with the remand prison’s management, it emerged that the
resources are not sufficient to meet children’s right to four-hour association
with staff or others if there are more than a couple of children placed in the

Young persons do

remand prison. The management noted that Region Stockholm has decided

that the remand prisons, as a benchmark, shall have the capacity to receive not receive any

seven children each. However, the remand prison had not received any extra isolation-breaking

resources to cope with the task, and when more than a couple of children measures when
were placed in the remand prison, they need to be distributed among the there are several
other remand prisons. children in the
According to staff, the requirement in Chapter 2, Section 5 a of the Act on De- remand prison

tention has led to the young inmates not receiving interventions to the extent
they received before the legislative amendment. As soon as there are two to
three children in the remand prison, there is no capacity to offer the young
persons isolation-breaking measures. In practice, young inmates basically ne-
ver get two hours of interpersonal contact, except for those who have limited
association with another inmate (‘co-sitting’). The fact that young inmates
suffer when there are many children in the remand prison was also confirmed
by the management.

After the inspection, the Parliamentary Ombudsman stated that the provi-
sion in the Act on Detention requires the Prison and Probation Service to
plan and have the capacity to have several, sometimes many, children in the
remand prison at the same time. Furthermore, she pointed out that the star-

3 See Government Bill 2019/20:129 p. 40-44 and p. 64.
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The Prison and Pro-
bation Service needs
to take the measures
necessary to ensure
that all children in
the remand prison
get four hours daily
association with staff
or others

Meaningful contact

should be seen
from the child’s
perspective, not
the public

ting point is that children in remand prison should primarily associate with
prison officers who are used to facing children in the stressful situation that
deprivation of liberty entails. According to the Parliamentary Ombudsman,
the capacity and organisation of the Sollentuna remand prison are clearly
inadequate to provide isolation-breaking measures to the number of children,
seven of them, that the Stockholm Region Prison and Probation Service has
set. In addition, resources are only enough for a few children on weekends.
The Parliamentary Ombudsman further stated that this situation is of course
completely unacceptable and that she assumes that the Prison and Probation
Service takes the necessary measures to ensure that all children in remand
prison have their legal right to spend at least four hours a day with staff or
others satisfied.

The Parliamentary Ombudsman also noted that it appeared from the in-
formation obtained during the inspection of the Sollentuna remand prison
that police interrogations are reported as association with others and thus

as a kind of isolation-breaking measure. In the opinion of the Parliamentary
Ombudsmen, the starting point for what constitutes meaningful contact
should be seen from the child’s perspective, not that of the public. Therefore,
the Parliamentary Ombudsman expressed that she is very doubtful that police
interrogation can be regarded as such meaningful contact as intended by the
preparatory work.

During the inspection of the Luled remand prison, the occupancy was at a re-
cord high. None of the inmates were under the age of 18 and only one inmate
was considered a young person. It also emerged that it is generally unusual
to have children in the remand prison. Furthermore, it was noted that the re-
mand prison has developed procedures aimed at ensuring children’s rights in
accordance with the provision in Chapter 2, Section 5 a of the Act on Deten-
tion.

Although it is generally unusual to have children in the remand prison in
Lulea, the Parliamentary Ombudsman chose in her statements to dwell briefly
on a couple of issues that specifically concern children. Initially, she stated
that it is very positive that the remand prison has developed procedures ai-
med at ensuring children’s rights pursuant to Chapter 2, Section 5 a of the Act
on Detention. Subsequently, the Parliamentary Ombudsman stated that as of
1 July 2021, a person who has reached the age of 18 who has been arrested or
detained may be held in police custody only if absolutely necessary.* In the
preparatory work it is stated, inter alia, that a police custody facility is not
adapted to the special needs of a child and a placement, even temporarily, in
a police custody facility should be avoided as it is not suitable environment
for children. An interrogation room or similar, or a room in a remand prison,

4 See Section 6 a of the Young Offenders Act.
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is considered to be a clearly more suitable placement for a child than a police
custody facility.’ At the time of the inspection of the Lulea remand prison,
there was no room to receive arrested or detained children due to the high
occupancy. Thus, according to the Parliamentary Ombudsman, there was a
risk that the police would not succeed in arranging an alternative placement
of a child deprived of liberty and that, as a result the Prison and Probation
Services shortcomings, children may be detained in police custody facilities.
In the long term, this may lead to the provision not having the intended ef-
fect, which according to the Parliamentary Ombudsman is very worrying.

Isolation-breaking measures for remand prisoners
over the age of 18

The Prison and Probation Service’s goal is that remand prisoners with restric-
tions who are 18 years and older shall have the opportunity for two hours of
isolation-breaking measures per day. This can be compared to the European
Committee for the Prevention of Torture’s (CPT) standard, according to
which all inmates in remand prisons and prisons shall be given the opportu-
nity to spend at least eight hours outside the cell on a daily basis.

At the time of the inspection of the Sollentuna remand prison, there were just
under 30 young inmates with restrictions. In interviews, they brought up that
they felt unwell from being locked in a cell. Some days they only had their
daily outdoor access and on weekends it was difficult to get isolation-breaking
measures. After the inspection, the Parliamentary Ombudsman stated that

it is clear that young persons’ ability to obtain isolation-breaking measures

is affected when children are incarcerated. The investigation clearly shows
that many of the young persons have not received isolation-breaking mea-
sures for two hours a day. When a child’s right to association with others in
remand prison is met, there is thus a risk that the young inmates are isolated.
According to the Parliamentary Ombudsman, this is unacceptable and she
emphasised that even with a strained occupancy situation, the remand prison
has a responsibility to ensure association occurs and to break the isolation of
inmates. It is not acceptable that the efforts are limited due to a lack of resour-
ces, practical conditions or for organisational reasons.

Inmates’ right to spend time in common areas

An inmate who is neither subject to restrictions nor segregated shall be given
the opportunity to spend time during the day with other inmates (associa-
tion). Well-functioning wards are an important prerequisite for the Prison
and Probation Service to be able to satisfy this right. In a ward, the inmates
are normally given the opportunity to associate with others for about six
hours per day. The Parliamentary Ombudsman has previously stated that

5 See Government Bill 2019/20:129 p 46 f.
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The inmates do not

have their right to

association satisfied
and risk becoming
isolated

Shortcomings in the
Prison and Probation
Service’s ability to
differentiate inmates
can lead to them

being isolated

association means that an inmate spends time with several other inmates.®
There is therefore no risk that inmates placed in such wards will become
isolated. The Parliamentary Ombudsmen has previously directed very serious
criticism against the Prison and Probation Service for the fact that inmates’
right to association is not satisfied, including against the Sollentuna remand
prison.” The review of solitary confinement in remand prisons is presented in
a special report.®

During the inspection of the Sollentuna remand prison, it emerged that child-
ren and young persons were preferably placed in the remand prison’s youth
department, which is a department for placement of inmates with restric-
tions. Of the nine young persons entitled to association, five were placed in

a ward. The other four, including two young persons who were waiting for a
prison bed, did not spend time with others and were not segregated. After the
inspection, the Parliamentary Ombudsman concluded that the remand prison
is still unable to satisfy the inmates’ right to association, which may result in
inmates becoming isolated there and that this situation is serious.

During the inspection of the Luled remand prison, there was an inmate who,
due to the suspicion of crime, was not allowed to spend time with others,
even though he did not have restrictions. In interviews, the inmate stated that
he never spends time with other inmates and that he has not been asked if
that is something he wants. After the inspection, the Parliamentary Ombuds-
man referred to previous statements that it is not acceptable that the possibil-
ity of association is restricted due to a lack of resources, and that it is deeply
unsatisfactory that an inmate is not given the opportunity to spend time with
others for organisational or other reasons beyond the inmate’s control.® The
Parliamentary Ombudsman also pointed out that she had previously ex-
pressed that the Prison and Probation Service should establish more special
wards where inmates who, due to the alleged criminal offence, live under treat
at the remand prison can have their right to association with others met.”
According to the Parliamentary Ombudsman, what emerged from the in-
spection in Luled once again highlights this need. It is not acceptable that the
Prison and Probation Service’s shortcomings entail restrictions on an inmate’s
right to association and that, in the long run, it risks leading to the inmate
becoming isolated.

Double occupancy in remand prison

For several years, the Prison and Probation Service has had a strained oc-
cupancy situation, which has led to overcrowding in relation to available

See, e.g., the Parliamentary Ombudsmen 2020/21 p. 164.
See O 5-2020.

See thematic report from the OPCAT Unit 2020, Isolation of inmates in remand prisons.

© ® N o

See, e.g., Parliamentary Ombudsmen 2006/07 p. 139 and 2018/19 p. 146.

10 See the Parliamentary Ombudsmen’s report, ref. no. O 5-2020.
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beds. In several decisions, the Parliamentary Ombudsman has drawn atten-
tion to the negative consequences that this has for inmates in remand prisons
and prisons. In previous decisions, the Parliamentary Ombudsman has stated
that the authority has a responsibility not only to ensure that deprivations of
liberty are carried out in safe and secure conditions, but also to uphold the
rights of the inmates. It is not acceptable that a lack of resources leads to res-
trictions in these respects. Furthermore, the Parliamentary Ombudsman has
commented on the conditions for double occupancy and the requirements
that should be imposed on the physical conditions when two inmates share a
cell.”

11 See Parliamentary Ombudsmen 2021/22 p. 261.
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Primarily, consenting
inmates should share

acell
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double occupancy

During the inspection of the Luled remand prison, seven cells were double-
occupied, and inmates were also placed in the two visiting rooms. In inter-
views, it emerged that several of the inmates had a negative attitude towards
sharing a cell. They did not give a consistent view of whether the staft had
asked whether they wanted this or not. Some inmates also said that the staff
do not ask how the double occupancy is working. The staff and management,
for their part, stated that no one has been forced to share a cell and that the
situation is being followed up with the inmates. It also emerged that some in-
mates who shared a cell regretted requesting limited association (‘co-sitting’)
because it had led to this placement.

After the inspection, the Parliamentary Ombudsman referred to previous
statements that the time inmates are subject to double occupancy must be
limited and that these inmates must be offered a single cell when such a cell
becomes available. It is in line with the starting point of the Act on Detention
that an inmate has an interest in being placed in their own cell.* Furthermo-
re, the Parliamentary Ombudsman pointed out that it is reasonable that it is
primarily inmates who consent to sharing cell who do so. It goes without say-
ing that an inmate shall always be asked before they are placed with someone
else. The staff must also continuously follow up on how the double occupancy
is working. The Parliamentary Ombudsman also emphasised that it is serious
if an inmate refrains from limited association (‘co-sitting’) in order not to

risk double occupancy, not least as it can lead to them becoming isolated. It is
therefore important that an individual assessment is always made of the suita-
bility of two inmates sharing a cell. According to the Parliamentary Ombuds-
man, limited association (‘co-sitting’) should not automatically lead to double
occupancy or entail such an expectation of the individual.

Participation during deprivation of liberty in remand prison
and prison

During the period in remand prison, an individual detention plan shall be
drawn up for each inmate based on the circumstances of the individual case
and it shall be established within two weeks of the detention decision. The
development of the plan and the implementation of appropriate measures are
based on the inmate’s participation. It is also a prerequisite for an inmate in
an institution to be able to participate in the enforcement that they are aware
of both the prison’s local procedures and the content of their implementation
plan. In order for an inmate to be able to assert their rights, they also need to
be informed of what these rights are. The information must be provided in a
language that the inmate understands.

When examining children and young persons’ detention plans during the
inspection of Sollentuna remand prison, it appeared that almost all children

12 See Chapter 2, Section 1, first paragraph of the Act on Detention.
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and young persons had participated in drawing up the plan. In the interviews
held, however, children and young persons stated that they neither knew
about the plan nor received a copy of it.

Following the inspection, the Parliamentary Ombudsman emphasised that

the starting point must be to continuously adapt the treatment and informa- Treatment and infor-
tion to the individual level of maturity of children and young persons during mation for children
their time in remand prison. Part of this work should be to pedagogically, and young persons
both in writing and verbally, on several occasions convey information about need to be adapted

rights and about the purpose of various measures. When children and young to their individual
persons have participated in developing a detention plan, the remand prison

level of maturity

therefore needs to ensure that they receive a copy of it. There is also reason to
follow up that the young person has processed the information conveyed.

Also during the inspection of the Tiby prison, it turned out that the young
persons were essentially familiar with and active in the work of developing an
implementation plan. After the inspection, the Parliamentary Ombudsman
referred to the fact that the higher staffing at the prison had provided the
conditions for each inmate to have several contact persons involved in the in-
dividual implementation. This, together with the prison’s work with, inter alia,
frequent follow-ups of the implementation planning and staft, provided space
for increasing the participation of the young persons. The Parliamentary Om-
budsman concluded that the youth activities in the way they were conducted
in the prison were very well-functioning.

At the Luled prison, the content of the implementation plan was known to the
inmates and the provision of information worked well. Furthermore, the pri-
son had a staffing level that provided the conditions for each inmate to have
several contact persons involved in the individual implementation. The Par-
liamentary Ombudsman expressed that this was positive and that her impres-
sion, based on what had emerged from the inspection, was that the prison’s
activities with contact building, studies and other occupational activities, as
well as treatment programmes, were appropriate and that the activities with
young inmates worked well.

Visiting opportunities

During the inspection of the Tiby prison, it turned out that the opportunities
for inmates to receive visits to the prison were limited, partly because the
visiting premises were also used for other purposes, and partly because the
visiting hours were too few and that they were perceived as too short. Even
during the inspection of the Luled prison, the visiting opportunities were
limited, inter alia because the prison shares a visiting room with the Luled
remand prison. At the time of the inspection of the Luled remand prison, the

13 Since 1 January 2023, the Téby prison no longer has a special youth department.
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There must be access

to visiting rooms

two visiting rooms were occupied and neither inmates in the prison nor in
the remand prison therefore had the possibility of receiving visits. One of the
visiting rooms had been occupied on and off throughout the autumn of 2022.

After the inspections, the Parliamentary Ombudsman stated that it is not
acceptable that the occupancy situation entails restrictions on the inmates’
ability to receive visitors. According to the Parliamentary Ombudsman, it

is important that the inmates, especially the young ones, are able to receive
visits more regularly than they were, and she assumes that the possibilities

of extending the visiting hours will be reviewed. With regard to the remand
prison and the prison in Luled, the Parliamentary Ombudsman pointed out
that the Prison and Probation Service must ensure that there is access to visi-
ting rooms for inmates both in the remand prison and in the prison. As many
relatives also have a long way to travel to the Luled prison, the Parliamentary
Ombudsman considered it particularly important that access to visiting
rooms is not dependent on the remand prison, whose occupancy can change
from one day to the next.

Lulea Prison’s benefit scheme'’”

At the prison, inmates were also involved in the implementation through a
benefit scheme that covers all inmates. The Parliamentary Ombudsman’s ex-
pert in psychology said that there are certain risks associated with such a be-
nefit scheme. Crucial for the scheme to work is that all staff fully understand
how it works and thus apply it correctly, e.g. in terms of the importance of
direct feedback on behaviour. In addition, it is required that the staff have
sufficient knowledge and training to be able to convey to the inmates that the
scheme has a standard level and that an inmate can reach the benefit level as
a reward for desirable behaviour. Even though the standard level or lack of
rewards is not a punishment, there is, in the expert’s assessment, a risk that
inmates perceive it as such and that the scheme thus risks not contributing to
the desired behavioural changes. The Parliamentary Ombudsman argued that
it was not possible for her to take a position on the content or effects of the
prison’s benefit scheme, but that she attaches great importance to the reaso-
ning of the Parliamentary Ombudsman’s expert in psychology. Furthermore,
the Parliamentary Ombudsman emphasised that if a benefit scheme shall be
used within the Prison and Probation Service, it must be predictable and treat
the inmates equally and legally secure. To achieve this, staft must have suf-
ficient training and knowledge.

Placement in segregation

During the inspection of the Tdiby prison, a young inmate was segregated and
placed in one of the prison’s visiting rooms. In connection with other inmates
receiving visitors, he had to move to stay in the prison’s only solitary confine-
ment cell. The Parliamentary Ombudsman found this situation unworthy and

14 Umead Prison no longer has a youth department. From May 2023, there are 35 beds in security classification 2.
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was critical of the fact that the prison lacks appropriate cells for the placement
of segregated inmates. She also expressed that it is worrying that the high oc- Risk of young inma-
cupancy rate in the Prison and Probation Service means that young inmates tes becoming isola-
waiting for relocation are segregated for several weeks. One consequence of ted when segregated
this is that they risk becoming isolated, which is particularly serious for this

for weeks while wait-
category of inmates. The Parliamentary Ombudsmen finds this unacceptable.

ing for relocation

4.2 Concluding remarks by

Parliamentary Ombudsman Katarina Pahlsson
The review of the youth activities at the two prisons T4by and Luleé gave
a positive impression. The higher staffing in the youth department of the
Taby prison and the staff’s commitment and presence in the department and
during e.g. occupational activities contributed to safe and secure enforce-
ment. The prison’s work with frequent follow-ups of the implementation
planning and staff also provided space for increasing the participation of the
young persons. The young persons were essentially familiar with and active in
this context.

Even in my statements after the inspection of the juvenile prison in Lulea, I
could state that there was a well-functioning operation there, with a working
method adapted to receive young inmates. However, it emerged during this
inspection that the youth activities would be phased out in the near future,
which is allegedly mainly due to the current occupancy situation within the
Prison and Probation Service.

I can note that the development is going in a direction where more and more
young persons are being deprived of their liberty and placed with the Pris-
on and Probation Service. It therefore appears important that the authority
makes use of the knowledge and experience from the existing work with the
young inmates.

The occupancy rate and overcrowding in the Prison and Probation Service af-
fect the situation for the inmates in various ways, such as that they to a greater
extent have to share a cell or have more limited opportunities to receive visi-
tors. The authority has still not taken sufficient measures to reduce the risk of
isolation of inmates in remand prisons, and this despite the fact that the issue
has been topical for several decades. Too many inmates also do not have their
fundamental right to association satisfied. I therefore intend to continue to
monitor the situation of the inmates in remand prison with a particular focus
on these issues.
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The National Board
of Institutional Care

The National Board of Institutional Care is responsible for the residential
homes for compulsory care of substance abusers under the Care of Substance
Abusers Act (SFS 1988:870). The National Board of Institutional Care is also
the principal of the special residential homes for young people receiving care
under Section 3 of the Care of Young Persons Act (1990:52) who need to be
under particularly close supervision. Young persons who have been senten-
ced to secure youth care are also placed in special residential homes to serve
their sentence in accordance with the Secure Youth Care Act (SFS 1998:603).
During 2022, there were 21 special residential homes for young people with
730 beds, of which 68 beds were intended for young persons sentenced to
secure youth care. In addition, there were 11 residential homes for the com-
pulsory care of substance abusers with about 400 beds.’

In 2022, the Parliamentary Ombudsmen inspected four special residential
homes for young people.? All inspections were unannounced and were carried
out within the framework of the theme of children and young people’s parti-
cipation during deprivation of liberty. The Parliamentary Ombudsman also
followed up on issues related to safety and security during the stay in a special
residential home for young people.

All inspections were carried out by Parliamentary Ombudsman Thomas
Norling.

5.1 Observations during inspections of special
residential homes for young people

The placement of boys and girls

The National Board of Institutional Care’s annual report states that the activi-
ties shall be based on the conditions and needs of girls and boys. The autho-
rity shall assess the consequences of measures and consider the best interests
of the child before making decisions or other measures that may affect them.
The activities shall be based on a user perspective.?

During the inspection of the special residential home for young people in
Hissleholm, it emerged that the home has very limited opportunities to

1 National Board of Institutional Care Annual Report 2022.
2 The special residential homes for young people Vemyra, Hissleholm and Johannisberg.

3 See Sections 4 and 5 of the Ordinance (SFS 2007:1132) with instructions for the National Board of Institutional Care.
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influence which children are placed there. Due to staffing difficulties, inter
alia, several departments had also reduced the number of beds, so-called
bed reduction. In the home’s only girls’ ward, three out of seven beds were
closed, which meant that girls with different diagnoses and widely differing
care needs were cared for together. The home, on the other hand, had more
options when it came to the possibility of placing boys based on their indivi-
dual care needs.

After the inspection, the Parliamentary Ombudsman pointed out that great
demands are placed on the staff when a ward receives children with different
diagnoses, problems and different care needs, as the staft must then act in dif-
ferent ways based on the children’s varying circumstances. The Parliamentary
Ombudsman stated that it is unsatisfactory that girls are not given the same
opportunities as boys to be cared for in a ward that has special conditions to
meet their needs, and that this is a structural problem that the National Board
of Institutional Care must do something about.

Staff shortage

During the inspection of the Johannisberg special residential home for young

people, information emerged that a shortage of staff affected the daily activi- affects daily

ties. Among other things, the situation risked causing young persons to not operations

receive sufficient treatment efforts or the opportunity to engage in meaningful
activities to a sufficient extent. The Parliamentary Ombudsman welcomed the
fact that the home had decided to concentrate resources in an institution-wi-
de treatment team to ensure staffing and continuity of programme activities.

Placement at the highest level of security

The National Board of Institutional Care decided on 18 January 2021 that the
Johannisberg special residential home for young people shall be equipped for
the highest level of security, i.e. level 1. The decision states that after imple-
mented measures, the home shall have a good ability to handle young persons
who are assessed to have the highest risks in terms of escape, threats and vio-
lence. During the inspection of the home in November 2022, it emerged that
there was still relatively extensive work to be done before the special residen-
tial home for young people can be considered operational as well as having
technical and physical security that meets the requirements for the highest
level of security. The perimeter protection and camera surveillance were to
be expanded, an intake building to be built, etc. Several of the staft stated that
they had so far not noticed any real difference in their work due to the higher
level of security.

After the inspection, the Parliamentary Ombudsman expressed surprise that
the home had not made further progress in its work with safety-enhancing
measures. Although the home had previously received young persons with
the highest risks in terms of, inter alia, threats and violence, it is worrying,
according to the Parliamentary Ombudsman, that the measures that, accor-
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Itis worrying that

children and young
people receiving

care under the Care
of Young Persons
(Special Provisions)
Act can still be placed
with those serving
sentences under the
Secure Youth Care
Act

ding to the National Board of Institutional Care, are needed for the home to
have a good ability to handle young persons with such risks were not in place.
Furthermore, the National Board of Institutional Care has made a national
decision that makes exceptions to the principle that young persons in secure
youth care shall be cared for separately from those who are cared for un-

der the Care of Young Persons (Special Provisions) Act. The Parliamentary
Ombudsman pointed out that in previous inspections of the National Board
of Institutional Care, he had drawn attention to the problems that arise when
children and young people who are cared for under the Care of Young Per-
sons (Special Provisions) Act are placed in the same wards as those serving
sentences under the Secure Youth Care Act.* According to the Parliamentary
Ombudsman, it is worrying that the authority has abandoned the principle
that such placements should not be made.

About children under 13

During the inspection of the special residential home for young people Héss-
leholm, three children under the age of 13 were admitted to the home. They
were placed in different wards together with children aged 13-16. The inspec-
tion revealed that it is not always appropriate for older children to spend

4 See, e.g., the report from the inspection of the Sundbo special residential home for young people on 6 and 7 November 2018, ref. no.
7107-2018.
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time with younger children. The head of department was of the opinion that
departments should be created within the National Board of Institutional There may be a need
Care that only receive children under the age of 13 where their needs can be for special wards for
specifically met. Based on what emerged from the inspection, the Parliamen- children under 13
tary Ombudsman considered that the National Board of Institutional Care
should consider whether such special departments should be established.

Physical environment

The Hiissleholm special residential home for young people is housed in a
building that was taken into use a few years ago. The children stay in wards
that are bright and spacious and each ward has its own yard. Six of the seven
wards can be divided into two sections, each with a large common room,
and adjacent to the common room are resident rooms. There are spaces for

separate care in each section. Each ward has access to a segregation room and Hassleholm has pre-

its own classroom. During the inspection of the home, the children and staff mises that are adap-

expressed that they found the premises functional and pleasant. Following the ted for the activities

inspection, the Parliamentary Ombudsman stated that the physical environ-
ment was well adapted to the activities carried out there and that the premises
were also otherwise appropriate.

Sexual Assault Prevention

During the Parliamentary Ombudsman’s inspection of the special residential
home for young people Vemyra in 2019, information emerged that a girl had
been abused by another girl at night. After the inspection, the Parliamentary
Ombudsman stated, inter alia, that the National Board of Institutional Care If the girls are to be
should immediately review what measures need to be taken to support the

safe at night, the

home’s management in ensuring that the youn rsons receive safe an
ome’s geme suring that the young persons receive safe and staff must feel a clear

secure care. After another inspection of the home in 2021, the Parliamentary -
) o ) responsibility to en-

Ombudsman concluded that many of the shortcomings highlighted in 2019
. . sure that they are not
still remained.

subjected to abuse

During the inspection of Vemyra in April 2022, the issue of safety and secu-

rity was followed up. The home informed that one measure that had been
taken was that the National Board of Institutional Care’s rules of conduct
were handed over to the incarcerated girls. The rules stated, inter alia, that
everyone staying in a special residential home for young people has the right
to feel safe and secure and that violence (physical, psychological or sexual)
and threats will not be accepted. It also stated that no one may be forced to
have sex. Furthermore, reference was made to the fact that the door alarms to
the girls’ resident rooms are intended to create security for the girls.

In conversations with the inmates, it was described that they had found ways
to circumvent the alarms to the resident rooms and both girls and staff testi-
fied that the girls go into each other’s rooms at night. Several of the staff also
said that they often choose not to act when the girls are not in their rooms.
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It is not appropriate
for children who
have been sexually
abused to be placed
with children under-
going treatment for

sexually disruptive

behaviour

After the inspection, the Parliamentary Ombudsman noted that he had
previously stated that the National Board of Institutional Care should review
what measures need to be taken to prevent sexual abuse from occurring in
the homes, but that the National Board of Institutional Care has still not
taken such measures to ensure safe and secure care for the young persons.
Furthermore, the Parliamentary Ombudsman noted that it had emerged that
the staft did not work actively to prevent sexual abuse and that the staft did
not act when the door alarms were triggered at night. This was something
that was noted as early as in 2019. The Parliamentary Ombudsman stated that
he is very concerned that the special residential home for young people has
not yet managed to deal with this problem. Ultimately, it is about the girls
being safe at night and that the staff feel a clear responsibility to ensure that
the girls are not subjected to abuse. The management of Vemyra was therefore
urged to immediately take the necessary measures for the staff to assume that
responsibility.

During the inspection in November 2022 of the Johannisberg special residen-
tial home for young people, it emerged that the home’s ability to act against
young persons entering each other’s resident rooms at night are dependent
upon the appointment of an operational manager and that basic staffing is in
place. According to the home’s assessment, it would take at least until April
2023. After the inspection, the Parliamentary Ombudsman stated, with refe-
rence to the problems that existed in recruiting new employees, that it may
take longer than that and that it is worrying. The Parliamentary Ombudsman
therefore urged the home to also look for other possible solutions to create a
safe and secure environment for the young persons at all hours of the day.

During the inspection of the special residential home for young people Hiss-
leholm, information emerged that children who have been subjected to sexual
abuse are placed together with children undergoing treatment for sexually
disruptive behaviour. After the inspection, the Parliamentary Ombudsman
pointed out the inappropriateness of placing a child in a ward that is not
suitable in relation to the need for care. The starting point for the placement
must be that the child’s needs, age and development are taken into account.
The child’s personal circumstances in general should also be taken into ac-
count, which may include previous experiences of abuse. According to the
Parliamentary Ombudsman, it is of course important to avoid a situation in
which children who have previously been subjected to abuse stay in the same
environment as children who are being cared for and treated for sexually
disruptive behaviour.

Sectioning of wards and the right to associate with several
inmates

During the inspection of the special residential home for young people
Hiissleholm, it emerged that sectioning a ward in the home could sometimes
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lead to children being left alone in a section or that only two children stayed
there together. At the time of the inspection, two girls were staying alone in a
section of the girls’ ward. In interviews with one of the girls, it emerged that
she felt that she had to take responsibility for the other girl that she should
not have.

After the inspection, the Parliamentary Ombudsman referred to previous sta-

tements that the starting point must be that a young person who is an inmate Young persons shall

in a special residential home for young people should be given the opportu- be given the oppor-

nity to spend time with other inmates during the day. In order for this to be

tunity to associate

achieved, a ward, or a sectioned part thereof, must consist of at least three .

. L with several other
resident rooms. If fewer than three young persons are staying in a ward, the . A
. . . oo inmates
staff must immediately take action to ensure that the situation ends as soon

as possible. This is a basic right that must be respected in order to counteract
the negative potential consequences of deprivation of liberty.* The National
Board of Institutional Care is responsible for fully meeting the psychosocial
needs of children. Based on the situation at the special residential home for
young people Héssleholm, the Parliamentary Ombudsman considered that
the National Board of Institutional Care needs to work more actively to get
away from a situation where only one or two children are staying in a sec-
tion. Furthermore, the Parliamentary Ombudsman emphasised that it is the
National Board of Institutional Care’s responsibility to fully meet children’s
psychosocial needs. That responsibility cannot be placed on the children.

Participation during deprivation of liberty

Interventions for children must be made within Social Services in agreement
with the child and their legal guardians in accordance with the provisions of
the Social Services Act. The interventions shall be characterised by respect
for the young person’s human dignity and privacy. When making decisions in
accordance with the Care of Young Persons (Special Provisions) Act, the best
interest of the young person must be decisive. A child’s right to participation
consists of different parts, such as the right to information, the right to be
heard and listened to, and the right to influence based on age and maturity.®

During the inspection of the special residential home for young people
Hiissleholm, it emerged that the staff in the special residential home for young
people worked actively in several areas to ensure that the children partici-
pated in their care. This concerned, for example, the information provided
about rights, follow-up conversations after segregation, the work with youth
councils and the handling of complaints. The Parliamentary Ombudsman
expressed that this was positive and pointed out that it was also gratifying that

5 See the Parliamentary Ombudsmen’s report, ref. no. 6204-2018.

6 See Sections 1and 36 of the Care of Young Persons (Special Provisions) Act and Articles 3 and 12 of the UN Convention on the
Rights of the Child.



THE NATIONAL BOARD OF INSTITUTIONAL CARE

Inmates shall be
informed of their
rights in close con-
nection with their
admission into a
home

Vemyra has been in-
spected three times
since 2019

The girls had to
deal with conflicts
without the support
of staff

Measures taken after
2021 have not had an
effect on activities in
the home

The shortcomings in
Vemyra’s activities
affected the home’s

ability to provide

good and safe care

the majority of children expressed that they were satisfied with both school
and the activities offered at the home.

During the inspection of the special residential home for young people Vemy-
ra, it emerged that a girl who had been admitted to the home had not had her
rights or the rules at the home explained to her. This was also the first time
that the girl was admitted to one of the National Board of Institutional Care’s
special residential homes for young people. For this reason, the Parliamentary
Ombudsman reminded of the importance of all inmates receiving informa-
tion about their rights in close connection with their admission to a home.
The management of the home was urged to take the necessary measures to
ensure this.

Follow-up of the situation at the Vemyra special residential
home for young people

The staff’s working methods and treatment of the girls

As shown, inspections of the Vemyra special residential home for young
people were carried out in 2019 and 20217 At the follow-up inspection in
April 2022, it was revealed, inter alia, that the target home’s target group has
changed and that the home now accepts school age girls. The staff felt that
this group of inmates has a greater need for care than older young persons
and that this places higher demands on resources. It was also stated that high
staff turnover made it difficult to enforce rules and procedures. The staft also
felt that the girls to a large extent had to decide for themselves how to act and
handle the conflicts that arose between the girls and between the girls and the
staff. The girls testified that the staff do not set clear boundaries and that they
are directed to handle their conflicts themselves.

After the inspection, the Parliamentary Ombudsman concluded that the
home still has major problems. It was unclear whether this was due to short-
comings in the management and control of the activities, or whether it was

a question of a resource or competence problem, for example. The Parlia-
mentary Ombudsman stated that it is part of the staft’s duties to ensure that
order is maintained in the home. The staff is responsible for intervening to
avoid a fight, for example, and the staff must be able to pull an inmate aside if
necessary to try to resolve the situation through dialogue. The Parliamentary
Ombudsman also considered that the home needs to take further measures to
ensure good and safe care. The home needs to deal with the staff’s reluctance
to set clear boundaries for how the girls should act and behave in the ward,
ensure that the staff apply rules and procedures in a uniform way and ensure
that the girls receive a functioning schooling. The Parliamentary Ombudsman
recommended that the National Board of Institutional Care review what mea-
sures the authority needs to take to provide support to the management of the
Vemyra special residential home for young people.

7 See the Parliamentary Ombudsman’s Annual Report on 2020-21, section 5.
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5.2 Enquiries

Review of how the National Board of Institutional Care uses the
special powers of segregation and separate care

In November 2019, an inspection was carried out of the National Board of
Institutional Care’s residential home for the compulsory care of substance
abusers Gudhemsgarden and a few weeks later the residential home for the
compulsory care of substance abusers Hessleby was also inspected.® During
the inspection of the residential home for the compulsory care of substance
abusers Gudhemsgarden, information emerged that indicated that inmates
were receiving separate care only because they had requested it. On the basis
of this information, the Parliamentary Ombudsman decided to investigate in
an intitiative how the provision on such care is applied by the National Board
of Institutional Care.®

In the subsequent decision, which was announced in November 2022, the
Parliamentary Ombudsman made a statement on the question of whether an

inmate can consent to separate care. He stated, inter alia, the following. A case The mere fact that
of separate care shall be continuously examined and always reviewed within an inmate expresses
seven days of the last assessment. A decision on such care is thus assumed to that they wish to
apply for a relatively limited period, which sends a clear signal that separate receive separate care

care, as a starting point, shall be a temporary solution. The intervention shall does not constitute
be evaluated on an ongoing basis in order to provide answers to the question a legal basis for
of whether the inmate can receive care in less invasive forms and thus return

making a decision to
that effect

to being cared for with others. The meaning of this is that a coercive measure

must be balanced against the inconvenience that the intervention entails for
the individual in terms of, inter alia, their right to self-determination and
privacy.”

The Parliamentary Ombudsman emphasised that separate care is an intrusive
coercive measure that the National Board of Institutional Care may only use
if the legal prerequisites for it are met. This means that the National Board

of Institutional Care has an obligation to examine in each individual case
whether the prerequisites for separate care are met. It is therefore not a ques-
tion for the individual to decide. Furthermore, according to the Parliamen-
tary Ombudsmen, the assessment should not be made solely because the law
imposes a formal requirement for it, but the assessment must be complete and
take into account, inter alia, the result of the inmate receiving separate care.
In this context, according to the Parliamentary Ombudsman, it is important
that the decision-maker carefully documents the reasons on which the mea-
sure is based to allow the separate care to continue or, if possible, terminate

8  See Annual Report 2019 p. 49 and matters in the Parliamentary Ombudsmen’s ref. nos. O 58-2019 and O 62-2019.
9 See the Parliamentary Ombudsmen’s case, ref. no. 2802-2020.

10 See Section 36 a of the Care of Alcoholics and Drug Users Act, Section 20 a of the Care of Young Persons (Special Provisions) Act
and Section 18 b of the Secure Youth Care Act as well as Government Bill 2004/05:123 p. 56 and Government Bill 2010/11:107 p. 27 f.
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it. Whether there are legal prerequisites to, for example, allow an inmate to
stay with other inmates on probation before a decision is made to terminate
the separate care, is a question that the Parliamentary Ombudsman intends

to revisit, as well as the question of different types of ‘transition’ in connec-
tion with separate care.11 On the basis of, inter alia, the requirement of legal
certainty, it is absolutely crucial that the National Board of Institutional Care
assumes the responsibility assigned to the authority to examine whether, how
and in what situations the special powers may be used. During inspections,
the Parliamentary Ombudsman has noted that there were perceptions among
staff that the inmates could receive separate care if they wanted to be cared for
in such way. Such an approach gives cause for concern, and the Parliamentary
Ombudsman underlines his view that the National Board of Institutional
Care must continue to place greater emphasis on the work of ensuring a law-
ful and uniform application of the provisions.

5.3 Concluding remarks by

Parliamentary Ombudsman Thomas Norling

I have monitored the situation at the National Board of Institutional Care’s
special residential home for young people for several years. The inspections
carried out in 2022 show that many of the problems that the National Board
of Institutional Care has had in recent years remain. Examples include dif-
ficulties in recruiting, lack of competence among staff and lack of suitable
premises. In addition, the National Board of Institutional Care must accept
increasingly younger children and more children and young people with a
more extensive and complex need for care. I can state that the activities are
not equipped for these changes in the target group, which inter alia leads to
inappropriate placements and a deteriorating care content for the inmates.

However, after the 2022 inspections, I believe that the issue of safety and secu-
rity appears particularly urgent and worrying. As early as in 2019, I stated that
the special situation that children and young people deprived of liberty are

in means that authorities must always take information about violence and
other abuses very seriously. The very serious information that a female inmate
at the Vemyra special residential home for young people had been exploited
at night by other inmates was also conveyed to the department management.
Despite this, during this year’s inspection of the special residential home for
young people, it emerged that the inmates continue to go into each other’s
rooms at night, which clearly endangers the girls’ safety and security. In this
context, the information that the staff do not act when the girls are in each
other’s rooms at night is particularly worrying. The situation described and
the risk of children and young people being exposed to violence and abuse by

11 See statements in Parliamentary Ombudsmen’s report, ref. no. O 18-2022 and O 19-2022 and decisions on initiatives, ref. no. 1469-
2023.
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fellow inmates is also not limited to just one of the National Board of Institu-
tional Care’s special residential homes for young people. I therefore consider
it still very important in my preventive assignment to examine the issue of
safety and security at the National Board of Institutional Care’s special resi-
dential homes for young people.






Compulsory
psychiatric
care



48

COMPULSORY PSYCHIATRIC CARE

Compulsory psychiatric
care

Care pursuant to the Compulsory Psychiatric Care Act (SFS 1991:1128) and
the Forensic Psychiatric Care Act (SFS 1991:1129) is almost exclusively provi-
ded by the regions. In 2020, there were an estimated 8o care facilities ope-
rating pursuant to the Compulsory Psychiatric Care Act and the Forensic Psy-
chiatric Care Act with approximately 4,100 beds. Patients are also cared for
voluntarily at these care facilities in accordance with the Health and Medical
Services Act (SFS 2017:30).

In 2022, within the framework of the thematic focus on children and young
persons’ participation during deprivation of liberty, two inspections were
carried out of activities that provide care in accordance with the Compulsory
Psychiatric Care Act. Young person refer to individuals under the age of 21.
The inspections were unannounced and carried out on behalf of Chief Parlia-
mentary Ombudsman Erik Nymansson.’

6.1 Observations made during inspections

Care planning and treatment

Care planning shall begin in connection with an admission decision. The care
plan shall form the basis for the treatment of the patient in the acute phase
after admission and include the main features of the planning of continued
care. The care plan shall be reviewed as soon as there is a basis for establishing
such a plan for the continued care. Furthermore, the plan shall, as much as
possible, be drawn up in consultation with the patient and, in some cases, the
patient’s close relatives.> The information is needed for the patient to be able
to exercise self-determination and decide whether to accept the care offered,
but it also makes it easier for the patient to feel increased control over their
life by eliminating or reducing uncertainty and enabling planning. If it is not
possible to draw up the care plan in consultation with the patient, the reason
for this shall be stated in the plan. The care plan shall provide an overall pic-
ture of the patient’s medical, psychological and social needs.?

During the inspections of Child and Adolescent Psychiatry in Uppsala and
Linkoping, various statements were provided about how patients perceived

1 Uppsala University Hospital, Child and Adolescent Psychiatry, ref. no. O 8-2022 and Child and Adolescent Psychiatric Clinic in
Linképing, ref. no. O 17-2022.

2 See Section 16, first paragraph of the Compulsory Psychiatric Care Act and Chapter 3, Section 3 of the National Board of Health and
Welfare’s regulations and general guidelines (SOSFS 2008:28).

3 See Chapter 3, Sections 4 and 5 of the National Board of Health and Welfare’s regulations and general guidelines.
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the information they received and the communication about the care and
treatment. The patients who were unsure expressed that they probably had a
care plan, but they were unsure of what it contained. Furthermore, staff ex-
pressed that the work of involving patients in care planning can be improved.
When reviewing the records, it was not possible in some cases to determine
whether the care plans had been drawn up in consultation with the patients
in compulsory care and their close relatives. During the inspection of Child
and Adolescent Psychiatry in Linkoping, it appeared that the patients were
involved, especially when a so-called treatment plan is drawn up and partly in
patient team meetings. However, the review of care plans drawn up according
to the Compulsory Psychiatric Care Act revealed that these plans were very
brief. The plans also lacked information on, inter alia, consultation with the
patient and/or on the reason why it had not been possible to consult them.

Following the inspections, the Chief Parliamentary Ombudsman emphasised
that depriving a patient of their liberty and placing them in compulsory care
is an intrusive measure and that, in such a situation, it is of great importance
that the patient is given the opportunity to participate in the care. It is the-
refore important to provide information on an ongoing basis and maintain
good communication where the patient is given the opportunity to express
their attitude, expectations and wishes regarding the content of the care, and
that this is taken into account as far as possible. The Chief Parliamentary Om-
budsman also emphasised the importance of making it clear from the notes in
the medical record whether the care plan was drawn up in consultation with
the patient.

Information on procedures and rights

A patient receiving care in accordance with the Compulsory Psychiatric Care
Act shall be informed of their right to appeal certain decisions, to engage

a representative or counsel and to have a public counsel. The Compulsory
Psychiatric Care Act shall be clearly displayed for patients within the care
facility.* The patient shall also be informed of their right to have a support
person through individually adapted information.*Furthermore, the Euro-
pean Committee for the Prevention of Torture (CPT) has stated that written
information about the care facility’s procedures and patient’s’ rights should be
provided to each patient, and their close relatives, in connection with intake.
The patient shall also receive help to understand the information.

During the inspection of Child and Adolescent Psychiatry in Uppsala, it emer-
ged that children and legal guardians at Child and Adolescent Psychiatry’s
emergency department received access to the National Board of Health

4 See Section 48, first paragraph of the Compulsory Psychiatric Care Act.
5 See Section 30, first paragraph of the Compulsory Psychiatric Care Act.
6 See CPT/Inf [98] 12, para. 53.
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Information on
rights needs to
be adapted to the
child’s level of

maturity

and Welfare’s information material from 2015 regarding children’s rights in
compulsory care. In the material disclosed, there was no written information
about the new legislation regarding improvements for children in compulsory
psychiatric care, which entered into force in 2020 and which concerns, inter
alia, how long belting and segregation may last, as well as the right to outdoor
access. The Chief Parliamentary Ombudsman reminded that deprivation of
liberty under the Compulsory Psychiatric Care Act is a serious interference
with personal freedom. Against this background, it is important that a patient
receiving care based on the Compulsory Psychiatric Care Act is informed of
their rights, so that they can assert them. The Chief Parliamentary Ombuds-
man further stated that it is the care provider’s responsibility to provide cor-
rect information about current regulations and therefore the clinic was urged
to take measures to ensure that there is complete and updated information
available.

During the inspection of Child and Adolescent Psychiatry in Linkoping, a
patient did not know whether she had been informed of her rights in the
department. Nor was there any note in the patient’s medical record that such
information had been provided. The care of this patient had begun at an-
other care facility and the patient was then transferred to Linkdping. Region
Ostergdtland was therefore urged to ensure that the department’s procedu-
res regarding information are followed even when a patient is moved to the
department from another care facility. Furthermore, the Chief Parliamentary
Ombudsman reminded that it is important to adapt the information to the
child’s level of maturity and to ensure that the child has understood it.

Coercive measures and medical treatment against

a patient’s will

Regarding treatment during the length of stay, the patient must be consulted
when possible. The treatment measures must be adapted to what is required
to achieve the purpose of compulsory care, to enable the patient to voluntarily
participate in necessary care and to receive the support the patient needs. If
there are special reasons, the patient may, at the discretion of the Chief Med-
ical Doctor, be given different kinds of forced treatment without consent.”

If there is an immediate danger of a patient seriously injuring themselves or
someone else, the patient may be briefly restrained physically with a belt or
similar device.®

The inspection of Child and Adolescent Psychiatry in Uppsala revealed that
pinning down had been used in the implementation of treatment without the
consent of a child. The Chief Parliamentary Ombudsman referred to the fact
that the Parliamentary Ombudsman has previously stated it is not sufficiently

7 See Section 17 of the Compulsory Psychiatric Care Act.
8  See Section 19 of the Compulsory Psychiatric Care Act.
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specified what coercion the healthcare professionals are entitled to use to
obtain treatment without consent and that the legal basis for the coercion
actually used in compulsory care today can be questioned. In the previous
decision, the Parliamentary Ombudsman also raised the question of a review
of the legislation.

The inspection also revealed that follow-up discussions with patients have not
always been had after using a coercive measure, and that both staff and man-
agement have identified shortcomings in the structure for how such a discus-
sion should be had. The purpose of a
follow-up discussion is, inter alia, to
promote the patient’s participation in
the care. Another important reason
for having the discussion is that it can
help to ensure that further coercive
measures do not need to be taken.”

The chief Parliamentary Ombudsman
stated that Region Uppsala needs to
take measures to ensure that patients
are offered a follow up-discussion
and that this is documented in the
medical record in a way that makes it
possible to follow up.

During the inspection of Child and
Adolescent Psychiatry in Linkoping, it
was found that belting is sometimes
used as a means of carrying out
treatment in the form of tube feed-

ing without consent. The staft also
described that it has happened that
a patient complies with a decision to be placed in restraints for tube feeding
and that no physical force has been required to carry out the measure.

Following the inspection, the Chief Parliamentary Ombudsman noted that
the Parliamentary Ombudsmen had drawn attention to similar circumstances
in several previous inspections, i.e. that patients comply to avoid coercion.
The Parliamentary Ombudsmen has stated, inter alia, that the expression im-
mediate danger should mean that it is a question of averting a sudden event
and that placing in restraints must not be used to prevent something suspect-
ed to be brewing.” Furthermore, the Parliamentary Ombudsmen has stated
that placing in restraints is not intended to regulate forced use in treatment

9 See the Parliamentary Ombudsmen’s decision of 21 September 2021, ref. no. 2782-2018.
10 See Government Bill 2016/17:94 p. 30.

11 See the Parliamentary Ombudsmen’s report, ref. no. 643-2015.
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pursuant to Section 17, third paragraph of the Compulsory Psychiatric Care
Act. Here, too, the Chief Parliamentary Ombudsman referred to the fact that
it is not sufficiently specified what coercion the healthcare professionals are
entitled to use to obtain treatment without consent and that the legal basis
for the coercion actually used in compulsory care today can be questioned.
The report Good compulsory psychiatric care-safety and legal certainty in
compulsory psychiatric care and forensic psychiatric care (SOU 2022:40),
proposed appointing an inquiry. The Chief Parliamentary Ombudsman
referred to his consultation response to the report, in which he emphasised
that for the sake of legal certainty, it is important that such work is initiated
promptly.”

Outdoor access

A patient under the age of 18 has the right to spend at least one hour outdoors
every day, unless medical reasons prevent it.”

During the inspection of Child and Adolescent Psychiatry in Uppsala, it
emerged that children in compulsory care were offered daily outdoor access.
The Chief Parliamentary Ombudsman stated that he welcomed that their stat-
utory right was being met in that way. On the other hand, patients aged 18-20
in compulsory care based on the Compulsory Psychiatric Care Act were not
given the opportunity for daily outdoor access. The Chief Parliamentary Om-
budsman therefore reminded of previous statements that the starting point

in compulsory psychiatric care should be that a patient should be given the
opportunity to spend at least one hour outdoors daily.* He also referred to the
CPT’s statement that patients shall have access to daily outdoor exercise.”

Outdoor access for patients who are cared for voluntarily
according to the Health and Medical Services Act

Patients in institutional care have been assessed by doctors to have a need for
inpatient care, regardless of whether they are cared for voluntarily or under
compulsory care. During the inspections of Child and Adolescent Psychiatry in
Uppsala and Linkdping, it emerged that patients voluntarily receiving care in
the two departments were sometimes denied outdoor access or were only al-
lowed to go outside with staff or close relatives. Furthermore, it emerged that
in Uppsala, an information sheet is provided to all patients in a department.
The information sheet stated that it is the department doctor who decides

to what extent patients can be allowed to go outside. At the same time, staff
in the same department stated that they are aware that patients must not be
locked up. Therefore, discussions are held with the patients about the condi-
tions for leaving the department.

12 See the Parliamentary Ombudsmen’s statement of 14 November 2022, ref. no. R 62-2022.
13 Section 31 b of the Compulsory Psychiatric Care Act.
14 See, e.g., the Parliamentary Ombudsmen’s reports, ref. no. 3816-2017 and 3887-2018.

15 See The European Committee for the Prevention of Torture and Inhuman or Degrading Treatment or Punishment (CPT) (CPT/Inf
[98] 12, para. 37.
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After the inspections, the Chief Parliamentary Ombudsman stated that there
is no obstacle to motivating conversations with the patient, but it is important
that the information provided is factual and clear and clarifies the conditions
for the care. The fact that patients in voluntarily care are limited in terms of
outdoor access has been noted during other inspections. The Parliamentary
Ombudsmen has repeatedly stated that the Health and Medical Services Act
does not offer any legal basis for preventing a patient from leaving a depart-
ment.* The staff’s ability to prevent a patient who is being cared for volun-
tarily from leaving the department is thus limited to what can be considered
to follow from the general provisions of the Swedish Criminal Code on
necessity and the status of a so-called guarantor of protection that the health
professionals may be considered to have, taking into account the patient’s
maturity and health status.” This is an area of difficult balancing, and the
Chief Parliamentary Ombudsman emphasised the importance of ensuring
that the constitutionally protected freedom of movement is not circumvented
by the individual feeling forced not to leave the department, e.g., on the basis
of a plan drawn up initially. The clinics were encouraged to take the necessary
measures to ensure a legally certain application of the legislation in relation to
the patients.

Limitations due to staff resources

During the inspection in Linképing, the staff stated there are times when
patients do not have daily outdoor access due to insufficient staft resources,
and that this applies to patients receiving care under the Health and Medical
Services Act and the Compulsory Psychiatric Care Act. The Compulsory
Psychiatric Care Act stipulates that a patient under the age of 18 has the right
to spend at least one hour outdoors every day, unless medical reasons prevent

it.” The Chief Parliamentary Ombudsman stated that a shortage of staff must Outdoor access shall
of course not cause this right to be set aside. As a general rule, patients recei- not be limited due to
ving treatment according to the Health and medical Services Act must not be staff shortages

restricted in their freedom of movement.

It is therefore obvious that staff resources must not affect their opportunities
to spend time outdoors. The Chief Parliamentary Ombudsman also noted
that the clinic management did not share the view that staft shortages can
lead to patients not having outdoor access. In light of what emerged during
the inspection, the Chief Parliamentary Ombudsman was of the opinion that
Region Ostergdtland should ensure that patients’ right to outdoor access does
not become dependent on staft resources.

16 See, e.g., the Parliamentary Ombudsmen’s reports, ref. no. 3816-2017 and 9-2020.
17 See Section 31 b of the Compulsory Psychiatric Care Act.

18  See Good compulsory psychiatric care-safety, security and legal certainty in compulsory psychiatric care and forensic psychiatric
care (SOU 2022:40).
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6.2 Concluding remarks by

Chief Parliamentary Ombudsman Erik Nymansson
This year’s inspections once again show that in the case of compulsory psychi-
atric care of children and adolescents, the regions make different assessments
of what coercive measures can be used to carry out forced treatment without
consent. The Parliamentary Ombudsmen have repeatedly pointed out that de-
cisions concerning certain coercive measures shall be subject to appeal to the
general administrative court. This is important in order to achieve increased
legal certainty for compulsory psychiatric care inmates and forensic psychia-
tric care inmates. The report Good compulsory psychiatric care proposes
such a regulation, which I have welcomed in my consultation response to the
report.”” With regard to the possibilities of appealing decisions on treatment
without consent, the Inquiry presented two proposals. One of the proposals
means that the current regulation is left unchanged. The second proposal
means that a new provision is introduced in the Compulsory Psychiatric Care
Act, with reference to the Forensic Psychiatric Care Act, to the effect that the
patient may also appeal decisions on treatment without consent to the general
administrative court. The Inquiry did not take a position on which alternative
should be chosen. There are several weighty arguments both for and against
decisions on treatment without consent being subject to appeal to a general
administrative court. However, I found that the Inquiry’s review of this issue
was relatively brief and agreed with the Inquiry’s assessment that there is a
need to appoint a new inquiry with the task of analysing the legal prerequisi-
tes for forced treatment in compulsory psychiatric care and forensic psychia-
tric care. I would also like to point out once again that such an investigation
should result in a review of the legislation that more fully addresses the short-
comings of today’s regulation. For the sake of legal certainty, it is important
that such work is initiated promptly.

19 See the Parliamentary Ombudsmen’s statement of 14 November 2022, ref.no. R62-2022.
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The Swedish Migration
Agency

The Swedish Migration Agency is tasked with, inter alia, operating deten-
tion centres where foreign nationals can be placed pending enforcement of a
decision on expulsion or deportation from Sweden.' Foreigners may also be
detained if it is necessary to investigate the identity of the foreign national.
A detention decision may be made by the Swedish Migration Agency, the
Swedish Police Authority and the migration courts.> At the end of 2022, the
Swedish Migration Agency had six detention centres with 567 bed, which is
an increase of 47 beds compared to the previous year.?

In March 2022, Parliamentary Ombudsman Per Lennerbrant carried out an
inspection of the detention centre in Mdrsta. The inspection was part of the
OPCAT activities’ thematic focus on children and young individuals deprived
of their liberty, with special focus on issues of participation.

7.1 Observations made during this year’s inspection
All observations below were made during the inspection of the detention
centre in Mirsta.

Arrested children and young persons

The inspection revealed that it is very rare for children under the age of 18 to
be placed in the detention centre. No child had been placed in the detention
centre during 2021 and up to and including the inspection.

One department of the detention centre was specifically equipped to receive
women, families and particularly vulnerable persons. According to staff at the
department, all children shall be placed in one of the department’s lockable
resident rooms, regardless of whether they are detained with or without a
legal guardian. In connection with the department, there was a storage room
with materials for children, such as high chairs, cribs, toys and children’s
books in different languages. For the slightly older children, there were age-
appropriate video games.

Representatives from the Swedish Migration Agency stated that when a child
is taken into custody together with one or both parents, the main rule is

that the parents are responsible for the child. If they cannot handle this, staff
resources can be allocated to ensure that the child does not get injured, for ex-
ample. There must also be a preparedness to contact Social Services if there is

See Section 3(4) of the Ordinance (SFS 2019:502) with instructions for the Swedish Migration Agency.
See Chapter 10, Sections 12-17 of the Aliens Act (SFS 2005:716).
Swedish Migration Agency’s 2022 Annual Report, p. 84.
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See the Parliamentary Ombudsmen’s report, ref. no. O 2-2022.
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concern that the child may be mistreated. The representatives of the Swedish
Migration Agency further stated that they shall conduct arrival interviews
with children who are twelve years and older. As a rule, the interviews shall
be conducted together with legal guardians.

In the case of young persons, i.e. young adults under the age of 21, there were

no special procedures for e.g. placement or treatment in the detention centre.

The observations made during the inspection did not result in any specific
statements by the Parliamentary Ombudsman in these respects.

Camera surveillance in connection with segregation

A detained foreign national shall be treated humanely and their dignity shall
be respected. The foreign national shall be
informed of their rights and obligations as
a detainee and of the rules that apply in the
detention facilities. Activities relating to de-
tention shall be designed so as to minimise
intrusion of the foreign national’s privacy
and rights (Chapter 11, Section 1 of the
Aliens Act).

The inspection revealed that there were six
segregation rooms in the detention centre.
The rooms were relatively spacious and
lacked furniture, except for a bunk/bed.
Four of the rooms had their own toilet.
Two of the rooms had access to a fenced
patio of a few square metres (‘smoking
cage’). All segregation rooms were equip-
ped with surveillance cameras. There were
signs outside the rooms that they are under
camera surveillance. Staff stated that the
cameras are constantly on. A technical
solution ensured that the image of the area
around the segregation rooms’ toilets was
pixelated. It also emerged that, following a
special decision, it was possible to carry out
supervision using camera surveillance.

After the inspection, the Parliamentary
Ombudsman concluded that it was pos-

sible to observe the image from the camera
surveillance on several different screens in
the detention centre and that camera sur-
veillance of an inmate in a resident room
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or similar area is a very intrusive measure. The Parliamentary Ombudsman
further noted that he also drew attention to this issue during the inspection of
the Ljungbyhed detention centre in 2019. The Swedish Migration Agency was
then urged to immediately take measures to ensure that camera surveillance
does not take place in cases other than when deemed necessary* According
to the Parliamentary Ombudsman, the camera surveillance in the Mérsta
detention centre has been carried out in a similar way to that in the detention
centre in Ljungbyhed. He also pointed out that camera surveillance, not least
long term surveillance, entails other privacy issues. For example, it becomes
almost impossible for an inmate to take care of their personal hygiene or
change clothes without being observed.

In light of what has emerged from the inspections of the detention centres
Ljungbyhed and Mirsta, the Parliamentary Ombudsman has carried out a
special review regarding the Swedish Migration Agency’s camera surveillance
of detainees in segregation, see the Parliamentary Ombudsman’s decision of
28 March 2023, ref. no. O 11-2022.

7.2 Concluding remarks by

Parliamentary Ombudsman Per Lennerbrant
The Swedish Migration Agency’s detention operations are complex, and the
staff often have to resolve situations quickly. At the same time, it must be
taken into account that detainees are in a vulnerable position and often find
it difficult to exercise their rights. This means that the Swedish Migration
Agency needs to ensure that its staff have the qualifications required, both to
provide good treatment and to perform other tasks that are part of the work.
The Agency also needs to ensure that the activities are conducted in a legally
secure and equitable manner in relation to the detainees. During inspections,
I have noted, inter alia, that there are shortcomings in how the coercive mea-
sure of segregation is applied. It is important that the basic requirements for
the treatment of a detained foreign national are met. The Swedish Migration
Agency’s compliance with these requirements continues to be an important
issue to monitor in the OPCAT activities.

5 See the Parliamentary Ombudsmen’s report, ref. no. O 52-2019.
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Participation in meetings

ANNEX

In 2022, employees from the Parliamentary Ombudsmen’s OPCAT Unit
participated in the following meetings:

International meetings
o 1 March 2022, Nordic NPM meeting.via audio and video transmission.

o 22-23 March 2022, Copenhagen, Denmark, Nordic NPM meeting.

o 5-6 October 2022, European NPM Conference, via audio and video
transmission

National meetings

o 5 April 2022, Dialogue Forum with civil society stakeholders on the rights
and situation of individuals deprived of their liberty, Stockholm.

o 30 November 2022, Dialogue Forum with civil society stakeholders on the
rights and situation of individuals deprived of their liberty, Stockholm.
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Inspections carried out in 2022

Unannounced inspections

Police custody facilities
Vasteras Ref. no. O 14-2022
Total 1

Remand prisons
Lulea Ref. no. 0 20-2022
Total 1

Taby Ref. no. O 16-2022
Lulea Ref. no. O 21-2022
Total 2

Special residential homes for young people

Vemyra Ref. no. O 7-2022
Hassleholm Ref. no. O 18-2022
Johannisberg Ref. no. O 19-2022

Total 3

Compulsory psychiatric care

Region Uppsala University Hospital Ref. no. O 8-2022
Region Ostergétland, Child and Adolecent Psychiatric Ref. no. O 17-2022
Clinic in Link6ping

Total 2

Total 9 unannounced inspections

Announced inspections

Remand prisons
Sollentuna Ref. no. O 3-2022
Total 1

Migration detention centres
Marsta Ref. no. O 2-2022
Total 1

Total 2 announced inspections

ANNEX
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Own-initiative inquiries based
on an OPCAT inspection

ANNEX

Swedish Migration Agency

Camera surveillance of inmates placed in segregation Ref.no. 0 11-2022
Total 1

Total 1 case
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