Article 6: The Right to Life 

Deaths in Police custody
65.
The procedures are as explained in paragraphs 98 and 99 of the initial report.

66.
Between 1 July 1998
 and 30 June 2003, 18 persons died in the official custody of the Police.  The Coroner examined all 18 cases and found none of them to be caused by unlawful killing.  Five of the deceased were found to have committed suicide, seven to have died by natural causes, and three by accident.  The Coroner brought an open verdict in the remaining three cases.  

67.
In response to recommendations by the Coroner in respect of some of the 18 cases, the Police have introduced improved procedures in relation to the detention of persons.  Examples include the introduction of frequent but irregularly timed cell checks, enhanced training of police officers in the handling of detained persons, and the installation of close circuit televisions inside the cell complex to control access to cell blocks. 

Deaths in custody of the Correctional Services Department 

68.
Procedures are essentially as explained in paragraph 101 of the initial report.

69.
Between 1 July 1998 and 30 June 2003 (the period covered by this report), 105 prisoners died in custody.  To date, 91 cases have been presented before the Coroner who found no misconduct on the part of the Correctional Services Department.  The remaining cases are pending openings in the court timetable.  Among the 91 cases, 15 of the deceased were found to have committed suicide, 72 to have died by natural cause and the Coroner brought open verdicts in the remaining four cases.  The Coroner’s Court has given recommendations in 24 out of the 91 cases.

70.
The Department takes every possible measure to prevent deaths in custody.  Task groups - comprising mainly but not exclusively Correctional Service officers
 - are appointed to inquire into each case of death.  Their and the Coroner’s recommendations will be put into effect if they are considered appropriate.  
71.
Examples of measures that have been taken in response to recommendations by either the task groups or the Coroner include the early identification of inmates requiring special attention, regular monitoring and observation, installation of close circuit televisions, modification of cells and building infrastructure, and regular staff training. 
Death in custody of the Customs and Excise Department 

72.
There was one such death in the period covered by this report.  It occurred in 1999.  The Coroner found no misconduct on the part of the Department.
Death in custody of the Immigration Department
73.
There was one such death during the reporting period.  It occurred in May 2003, when a Korean male - who was detained pending removal at the Immigration Detention Quarters, Hong Kong International Airport - committed suicide by hanging.  The inquest into his death was still in progress when we were finalising this report.

Death in custody of the Independent Commission Against Corruption

74.
There have been no deaths during the reporting period. 

Concluding observations of November 1999

75.
In paragraph 14 of its concluding observations on the initial report, the Committee expressed concern in regard to persons facing deportation from Hong Kong and their rights under articles 6 and 7 of the Covenant.  Those concerns are addressed in paragraphs 84 to 85 below, in relation to Article 7.







� 	The 'cut-off' date for the initial report was 30 June 1998.  Paragraph 66 updates the information in paragraph 100 of that report. 


� 	Examples of non-Departmental members of a task group include a Justice of the Peace and a representative of the Hospital Authority.
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