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Section 1. Introduction 

This report is part of a programme of unannounced inspections of police custody carried out jointly 
by our two inspectorates and which form a key part of the joint work programme of the criminal 
justice inspectorates. These inspections also contribute to the United Kingdom’s response to its 
international obligation to ensure regular and independent inspection of all places of detention. 
The inspections look at strategy, treatment and conditions, individual rights and health care. 
 
The inspection of Islington police custody suites was the second we have carried out; the first was at 
the beginning of our joint work programme in 2008. The format of our reports has altered since that 
time, although the focus remains on outcomes for detainees. We have referred to recommendations 
made in our previous report where relevant, taking into account the changes to the facilities over the 
past five years. The borough ran two custody suites, a primary suite at Islington police station and a 
smaller stand-by suite at Holloway police station, which was used for specific operations, mainly the 
policing of football matches. The Holloway suite had received approximately 100 detainees in the 
past  year; no detainees were seen there during the inspection. The inspection team visited both 
suites but the focus was on the primary suite and consequently, unless specifically referred to, 
comments within this report relate to the Islington suite only. 
 
Strategic oversight of the suites was provided centrally by the Metropolitan Police Service (MPS) 
territorial policing criminal justice directorate, which seeks to ensure consistency in custody 
provision across all London boroughs. Day-to-day management of custody was delegated to the 
borough commander. The commander had good strategic oversight of custody, which was discussed 
at a range of meetings, some of which he chaired.   
 
The Islington suite was grubby: in some places dirt was ingrained. The layout made it difficult for 
custody staff to have overall control, which was compounded by the extremely poor quality of the 
CCTV monitors. We observed instances when staff were too busy to meet the needs of detainees. 
As elsewhere in the MPS, there was a lack of appropriate monitoring of the use of force. Court cut-
off times were too early, which had a potentially detrimental effect on detainee welfare. The suite 
had a nurse on site 24 hours a day, supported by a forensic medical examiner. A good mental health 
liaison and diversion scheme was operating. Custody was not used as a place of safety under the 
Mental Health Act. 
 
We noted that of the 44 recommendations we made in 2008 that remain relevant to the custody 
suite in Islington, 23 were achieved and 13 were partially achieved. 
 
This report provides a small number of recommendations to assist the force and the Mayor’s Office 
for Policing and Crime to improve provision further. We expect our findings to be considered in the 
wider context of priorities and resourcing, and for an action plan to be drawn up in due course. 
 
 
 
 
 
 
Thomas P Winsor Martin Lomas 
HM Chief Inspector of Constabulary HM Deputy Chief Inspector of Prisons       
 
 
May 2014 
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Section 2. Background and key findings 

2.1 This report is one in a series relating to inspections of police custody carried out jointly by 
HM Inspectorates of Prisons and Constabulary. These inspections form part of the joint 
work programme of the criminal justice inspectorates and contribute to the UK’s response 
to its international obligations under the Optional Protocol to the UN Convention against 
Torture and other Cruel, Inhuman or Degrading Treatment or Punishment (OPCAT). 
OPCAT requires that all places of detention are visited regularly by independent bodies – 
known as the National Preventive Mechanism (NPM) – which monitor the treatment of and 
conditions for detainees. HM Inspectorates of Prisons and Constabulary are two of several 
bodies making up the NPM in the UK. 

2.2 The inspections of police custody look beyond the implementation of the Police and 
Criminal Evidence Act 1984 (PACE) codes of practice and the Association of Chief Police 
Officers (ACPO) Authorised Professional Practice - Detention and Custody at force-wide 
strategies, treatment and conditions, individual rights and health care. They are also informed 
by a set of Expectations for Police Custody1 about the appropriate treatment of detainees and 
conditions of detention, developed by the two inspectorates to assist best custodial practice. 

2.3 This was our second inspection of Islington Metropolitan Police Service (MPS) borough 
custody suites; the first was carried out in 2008 at the beginning of our joint work 
programme. The MPS has improved services in custody over the previous five years, and we 
have revised our expectations. Islington police station had a primary suite of 24 cells. 
Another suite of eight cells at Holloway police station was mainly used during football 
matches at the nearby Arsenal football ground and other special operations. We were 
informed that this suite had accommodated fewer than 100 detainees in the previous 12 
months. 

2.4 We examined the custody strategy, as well as treatment and conditions, individual rights and 
health care in the custody suites. In the financial year 2012–13,  8263 detainees had been 
held in the suite. Of the 44 recommendations we made in 2008 that remain relevant to the 
custody suite in Islington, 23 were achieved and 13 were partially achieved,  six were not 
achieved and two were no longer relevant 

Strategy 

2.5 There was a strategic focus on custody, and the custody suite was structured with the aim of 
promoting the safe and decent delivery of custody. However, this was at times compromised 
by the lack of sufficient trained officers within the custody suite. The borough commander 
was clear about staff roles and responsibilities and provided strong strategic leadership. He 
chaired the custody performance meeting, which included representatives from both the 
health care team and independent custody visitors (ICVs). Custody issues also featured at a 
range of other meetings. 

 

 

 
 

1 http://www.justice.gov.uk/inspectorates/hmi-prisons/expectations.htm 

http://www.justice.gov.uk/inspectorates/hmi-prisons/expectations.htm
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2.6 Permanent custody sergeants were managed by a custody manager, and custody support 
inspectors from Islington and neighbouring borough Camden oversaw the suite. The 
borough did not have its full quota of custody sergeants and we were told backfill sergeants 
who were carrying out other duties were used regularly. The borough also lacked the 
requisite number of designated detention officers (DDOs) which meant police constable 
(PC) gaolers were used on occasion. Our observations led us to believe that there were not 
enough staff on duty at any time to provide detainees with sufficient care. We also found 
that some PC gaolers had not been trained in the national strategy for police information 
systems (NSPIS), a computerised booking-in system, and had to rely on DDOs to make 
entries in custody records. There was a central cell allocation mechanism in place for the 
MPS which was good, although we were concerned that staff had the impression that, should 
the need arise, they did not have the power to close the suite; they felt that in reality it 
would never be closed. 

2.7 Although custody records were dip-sampled and quality assured using a corporate template, 
we found entries in records to be basic; they consisted of a series of observations and did 
not provide comprehensive information about a detainee’s stay in custody.  

2.8 Not all custody sergeants were aware of the Independent Police Complaints Commission 
Learning the Lessons bulletins or other feedback from successful interventions, despite the fact 
that they all knew of and had seen custody newsletters, which often included this 
information. 

2.9 The borough worked well with local partners, including a joint criminal justice board, which 
also covered Camden and which a wide range of criminal justice representatives attended; 
however, it was too early to assess outcomes. ICVs, who visited the suite regularly, said any 
concerns they had were dealt with effectively. 

2.10 Before working in custody, staff received training centrally through MPS.  Custody refresher 
training was available but this was not mandatory and the audit of training did not provide for 
good oversight.  It was therefore difficult to know which staff had received training. 

Treatment and conditions 

2.11 Detainees were generally treated with respect, but their diverse needs were not always met. 
There was little privacy in the booking-in area and the separate booking-in desk was rarely 
used. Due to the design of the suite, custody sergeants could not see who was entering the 
suite from the vehicle dock, which hindered the staff’s ability to manage the suite as they 
were often unaware that there were detainees waiting to be booked-in. Detainees waiting to 
be booked-in could see CCTV monitors through the DDO office windows, which was 
inappropriate.  

2.12 Overall provision for the diverse needs of detainees was poor. Religious artefacts were 
improperly stored.  There were no hearing loops, despite signs confirming their presence, 
cells were not adapted for detainees with disabilities and female detainees were not advised 
they could speak to a woman if preferred. 

2.13 Staff knew that they had to offer transgender detainees a choice about the gender of the 
officer who searched them. 
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2.14 Custody sergeants followed the NSPIS risk assessment prompts and asked supplementary 
questions about health and other risk factors, although this information was not always 
recorded or subsequently used. Detainees who did not cooperate with the risk assessment 
were subject to more frequent observations and placed in a cell with CCTV, which was 
good. However, the CCTV monitors were very old and the images were distorted, 
particularly those viewed by the custody sergeants, which was a concern. 

2.15 Risk management was usually proportionate and well-considered, detainees were allowed to 
keep spectacles, cords and other items if there was no substantial risk of self-harm. Custody 
sergeants provided officers undertaking close proximity observations a very good written 
briefing.  DDOs conducted excellent rousing checks, asking a variety of questions and 
ensuring they received good responses. Handover procedures were good and handovers 
themselves were reasonably effective: they involved all staff, including the nurse, and were 
conducted in private. However, not enough details about the difficulties experienced by 
some vulnerable detainees and how to care for them were provided. Following handover, 
custody sergeants introduced themselves to detainees. 

2.16 We observed delays in answering call bells, including delays of 10 minutes on several 
occasions. The bell only sounded in the DDOs’ office, which was not always occupied, and 
sometimes DDOs were too busy to answer it.  

2.17 Arresting officers often put detainees in cells. They were frequently unclear about which 
cells detainees should be placed in. In addition, they did not always explain the call bells to 
detainees, even to those who had not previously been in custody.  

2.18 All detainees were given a leaflet about support agencies in a variety of languages on release. 
However, the pre-release risk assessment process did not fully explore detainees’ potential 
risks and was carried out at the booking-in desk where there was no privacy. No efforts 
were made to ensure vulnerable detainees arrived home safely.  

2.19 Most detainees arrived in handcuffs, which were removed at the booking-in desk. We did 
not see anyone being strip-searched. The custody record analysis revealed three such 
searches, all seemed appropriate. The use of force in custody was not recorded or 
monitored. Staff used their interpersonal skills well to defuse confrontation. 

2.20 Detainees were held in suites that were grubby, dark, and tired. Cell floors were blistered 
and uneven, so they could not be cleaned properly. We were not convinced that mattresses 
were cleaned between uses. The storeroom in which detainees’ meals and drinks were 
prepared was dirty and extremely untidy. There was a record of daily cell checks, but there 
were gaps in the recording and not all faults were identified. Staff were unaware of any 
emergency evacuation drills having taken place. 

2.21 Female detainees were told that they could speak to a female member of staff, although the 
custody records we checked failed to confirm this. However, they were not offered female 
hygiene products. Showers were rarely used. Toilet paper was placed in cells according to a 
risk assessment. The suite had a good stock of clothing and plimsolls but no replacement 
underwear. There were no paper suits, which was good. Meals were provided from the 
police station canteen on weekdays, and detainees received microwave meals at weekends. 
However, we observed breakfasts being served very late because DDOs were under 
pressure. There was no exercise yard. Detainees who asked to go out in the fresh air sat in a 
small litter strewn cage in the van dock area. Detainees were given a limited range of books, 
all in English, and some free newspapers. 
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Individual rights 

2.22 Sergeants stated that they had rarely, if ever refused detention. They said this was as a result 
of colleagues’ increasing understanding of PACE code G, which emphasises the importance 
of ensuring an arrest is necessary. Where family and friends were unavailable, a professional 
Appropriate Adult (AA) service was provided for both young people and vulnerable adults, 
although they did not attend after 10 pm. However, in our analysis of custody records we 
noted that not all young people had an AA when they were reminded of their rights and 
entitlements. 

2.23 An ‘initial contact language kiosk’ (where non-English speaking detainees could have their 
rights displayed in the language selected) was also available in the suite, but staff could not 
show us how it worked as they had received no training. Staff had access to a professional 
interpretation service.  

2.24 Rights and entitlements leaflets were available in a number of foreign languages on the force 
intranet site and staff were also aware of an easy-read format. There were five interview 
rooms, although one had been out of action for several months and all were dirty, littered 
and shabby.   

2.25 We saw legal advisors arrive as required. Immigration legal advice was also provided through 
a duty solicitor scheme. Legal advisors were offered copies of detainees’ custody records 
without having to request them. PACE booklets were available but were out of date. 

2.26 There was a structured approach to PACE inspector reviews, which was shared with a 
neighbouring borough. We observed good PACE reviews, but they were sometimes 
undertaken through the cell hatch, which was not appropriate. Many of the reviews did not 
take place at the correct time and a number were too early. The freezer at the Holloway 
suite contained a number of DNA samples even though it had not been used for a few 
weeks. Most staff did not know the MPS DNA and fingerprint disposal and retention policy, 
which was in line with the Protection of Freedoms Act 2012. 

2.27 Not all detainees could appear in court promptly; court cut-off times were too early, which 
extended a detainee’s time in custody, some had to stay overnight in custody. Detainees 
were not provided with information about how to make a complaint nor were they all able 
to do so. Staff did not know how a detainee who was not released from police custody 
would make a complaint, for example, if they were taken directly to court. 

Health care 

2.28 Nurses were based at the Islington suite round the clock. Medical backup by telephone was 
effective, but there were regular lengthy delays in forensic medical examiners attending the 
suite. We observed detainees receive thorough and respectful clinical care with a good focus 
on immediate risks. However, the door of the treatment room was ajar, which 
compromised confidentiality. Recording on the NSPIS was appropriate, but the records did 
not always reflect the communication or handovers between nurses and custody staff. 
Detainees could receive properly prescribed and labelled medications or obtain medicines 
through patient group directions (which enable nurses to supply and administer prescription-
only medicine). However, opiate substitution was not provided even if it had previously been 
prescribed, although symptom relief was given.  
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2.29 Detainees with trigger offences2 and testing positive or requesting support were seen by a 
substance use worker. Constructive working between custody and substance use staff meant 
that appropriate testing and good follow-through of out of hours’ referrals could be carried 
out. Juveniles were referred to the local youth offending team. 

2.30 Most detainees identified with mental health problems during the daytime were referred to 
the Islington criminal justice team in-reach service, which responded swiftly. Out of hours 
there were long delays before a local authority approved mental health professional attended 
the suite to assesses detainees. People being detained under section 136 of the Mental 
Health Act were rarely detained in custody. 

Main recommendations 

2.31 The suite should be thoroughly deep cleaned to ensure that detainees are held in 
sanitary conditions.   

2.32 The MPS should collate use of force data in accordance with Association of Chief 
Police Officers’ guidance to monitor uses, identify trends and establish lessons 
for the service.  

 
 

 
 

2 Trigger offences are listed in schedule 6 of the Criminal Justice and Court Services Act 2000 and in the amendment order 
of 2004. These offences such as theft and burglary and many drug offences allow the police (under powers in the Police and 
Criminal Evidence Act 1984) to request a drug test from detainees arrested for these offences with a view to providing 
support. Failure to take a drug test, without good cause, is a criminal offence. 
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Section 3. Strategy 

Expected outcomes: 
There is a strategic focus on custody that drives the development and application of 
custody-specific policies and procedures to protect the well-being of detainees. 

Strategic management 

3.1 The Metropolitan Police Service (MPS) had a territorial policing criminal justice (TPCJ) 
directorate, led by a commander based in territorial policing headquarters  Responsibility for 
the day-to-day management of Islington’s custody suites and delivery of custody services had 
been devolved to the borough operational command unit, for which the borough 
commander, who was a chief superintendent, was responsible.   He exercised strategic 
leadership of custody through a senior leadership team (SLT). A superintendent led the 
custody function, while a chief inspector had day-to-day responsibility for custody and 
managed a custody manager, who was an inspector. All the senior management team 
understood and supported the roles and responsibilities of custody staff. 

3.2 The TPCJ directorate was responsible for inspections for audit and compliance purposes and 
to ensure health and safety and the implementation of the Authorised Professional Practice – 
Detention and Custody, published by the College of Policing.  Policies were signed off at a 
strategic command level at the MPS, and the TPCJ directorate provided standard operating 
procedures (SOPs) that supported the delivery of service policies in each MPS custody suite. 
Designed to ensure consistent practice, the SOPs covered a broad spectrum, including the 
use of police custody, CCTV and detainee care.  

3.3 The TPCJ directorate maintained an organisational risk register for all MPS custody suites. 
The borough commander took charge of implementing local work on risks and introducing 
measures to mitigate them. The borough’s custody risk register had been reviewed and 
updated by the borough commander in the previous few months. 

3.4 There was one designated full-time custody suite for the borough at Islington police station 
where there were 24 cells, and a part-time suite at Holloway police station with eight cells, 
which was used occasionally.  

3.5 Staffing in the custody suite at Islington police station comprised permanent custody 
sergeants, who were managed by the custody manager, and two custody support inspectors. 
Management of custody was shared with the borough of Camden, which also provided a 
custody manager and two custody support inspectors. The borough did not have the full 
quota of custody sergeants and we were told that custody-trained backfill sergeants 
undertaking response or neighbourhood duties were used regularly to cover absences. 

3.6 Custody sergeants managed and were supported by permanent designated detention officers 
(DDOs), who were responsible for the ongoing care and welfare of detainees. DDOs had 
received training on booking in detainees under the supervision of custody sergeants, but we 
did not see them booking in detainees during our inspection. The borough also lacked the 
requisite number of DDOs, which meant police constable (PC) gaolers were used to cover 
DDO shortages. We noted that a PC gaoler had not been trained in detainee care or the 
national strategy for police information systems (NSPIS), a computerised booking-in system, 
which restricted their role. We saw the PC ask a DDO to make an entry on a custody 
record, which distracted the DDO from their own role. Our observations led us to believe 
there were insufficient staff on duty at any time to provide detainees with sufficient care.  
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3.7 There was a central cell allocation mechanism in place for the MPS, which meant that 
arresting officers and their detainee were directed to the most appropriate suite. This was 
usually determined by cell availability. However we were concerned that staff had the 
impression that, should the need arise, they did not have the right to close the suite even if 
they believed that the demands of existing detainees exceeded the ability of staff to care for 
them safely.  

3.8 Custody was discussed at a number of meetings, including at a management meeting, held 
three times a day and usually chaired by a member of the SLT, which also looked at the 
management of risk. This meeting was attended by a custody representative who could raise 
concerns as necessary. Regular custody performance meetings, chaired by the borough 
commander, took place; representation at the meetings included, custody sergeants, DDOs, 
a health care professional and an independent custody visitor (ICV). The custody chief 
inspector liaised with the custody manager every day.  

3.9 A process was in place to quality assure custody work, along with an expectation that a 10% 
sample of custody records would be checked, which the borough had carried out for 
November 2013. The TPCJ directorate template for dip-sampling custody records was 
comprehensive and included checking person escort records (PERs); however, the 
limitations of the CCTV system meant CCTV recordings could not be cross-referenced. The 
custody manager was responsible for this process and provided staff with regular feedback, 
which custody staff said they received. However, our custody record analysis found that 
many of the entries on custody records only contained basic information, lacking any context 
or details of actions taken. The custody manager attended shift handovers wherever 
possible. 

3.10 There was an effective process for dealing with successful interventions, which the SLT 
oversaw and which were on the agenda of the borough quarterly health and safety meeting. 
Lessons from successful interventions and the Independent Police Complaints Commission 
(IPCC) Learning the Lessons bulletin were put on the TPCJ directorate intranet site, which 
also contained policies and SOPs, and staff were expected to visit the site regularly to update 
themselves. However, not all staff, including custody sergeants, were aware of these items, 
despite knowing about and having seen custody newsletters, which often included this 
information. 

3.11 The borough and the MPS could not provide any data on voluntary attendance.  

Recommendations 

3.12 A sufficient number of officers should be deployed in custody to provide safe and 
decent management of detainees at all times. 

3.13 The MPS should introduce a process for recording and monitoring voluntary 
attendance at police stations. 

3.14 The MPS should work with the London Mayor’s Office for Policing and Crime to 
ensure that it allocates one member as a lead for custody matters. 
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Housekeeping points 

3.15 The quality assurance of custody records should include some cross-referencing to CCTV 
recording. 

3.16 The borough should seek to improve the quality of entries in custody records. 

3.17 Custody sergeants and other staff should be reminded of the importance of reading the 
IPCC Learning the Lessons bulletins and other information arising as a result of successful 
interventions.   

Partnerships 

3.18 The borough worked well with partners, including a joint criminal justice board, which also 
covered Camden and which was chaired by the borough commander and attended by a good 
range of criminal justice representatives. The board had only been established in 2013 and 
had only met twice so it was too early to assess outcomes. An established ICV scheme 
covered the borough and visitors attended the suite regularly. Immediate issues were dealt 
with effectively and ICVs received feedback on outstanding issues. Police regularly attended 
panel meetings. 

Learning and development 

3.19 All DDOs and custody sergeants had received training before working in custody. Custody 
refresher training was available for custody sergeants and DDOs, however, this was not 
mandatory and the process was not overseen well enough to ensure all sergeants and DDOs 
working in custody received regular refresher training. Sergeants carrying out other duties, 
who were expected to cover custody, were not considered for refresher training. We were 
told that there no mechanism for determining whether PCs working in custody had 
undergone any custody-specific training before being used as gaolers. 

Recommendation 

3.20 PCs working as gaolers should receive appropriate training before undertaking 
the role. 

Housekeeping point 

3.21 There should be better management oversight of refresher training to ensure that all staff 
working in custody receives it at least annually. 
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Section 4. Treatment and conditions 

Expected outcomes: 
Detainees are held in a clean and decent environment in which their safety is protected 
and their multiple and diverse needs are met. 

Respect 

4.1 All custody staff we observed spoke to detainees with respect and consideration and 
detainees we spoke to confirmed this. The main booking-in area was small and had three 
terminals. It provided no privacy when more than one detainee was being booked in, and 
conversations that should have been confidential could easily be overheard. A separate 
booking-in desk that could have provided privacy at busy times was rarely used. Numerous 
police and other personnel were all working in a comparatively small space, which meant the 
environment was stressful. Custody sergeants told us they found it difficult to manage the 
custody area effectively because the layout of the suite prevented them from seeing who was 
coming in from the vehicle dock and observing the two cell corridors from their desks. 
DDOs often appeared to be under pressure, even when the suite was not fully occupied.  

4.2 Detainees waiting to be booked-in could see some CCTV monitors. CCTV images of toilet 
areas were obscured, but staff did not tell detainees they would not be viewed using the 
toilet. 

4.3 Four detention rooms were designated for young people, although they were not visible 
from custody sergeants’ desks and were therefore no more suitable for young people than 
standard cells. There was little specific provision for young people. One custody sergeant 
told us he might allow a very vulnerable young person to wait in a consultation room with an 
appropriate adult (AA) but could not recall having done so. The custody record analysis 
raised some concerns about the care of young people in custody. For example, the record of 
a 15-year-old girl noted that she was seen crying, but there was no further reference to this 
or any record of her being provided with reassurance. 

4.4 There were no adaptations for detainees with disabilities, although we did see a disabled 
detainee being provided with two mattresses so that she was more comfortable. None of 
the cells had call bell buttons that could be reached from the floor. A sticker was displayed 
at the booking-in desk indicating the availability of a hearing loop, but there was no hearing 
loop. None of the custody records of women that we examined noted they were told they 
could speak with a female officer. One woman told staff she was two months pregnant. She 
was then seen by a nurse – a test found she was not pregnant. The custody log did not 
reflect the fact that she was not pregnant after all, nor did it mention the potential distress 
the test result might have caused her. 

4.5 Provision for religious observance was poor. Holy books and artefacts were not treated 
respectfully or stored appropriately. A prayer mat lay crumpled on a shelf, and there was no 
means of identifying the direction of Mecca. Staff knew the importance of offering a 
transgender detainee a choice about the gender of the officer searching them. 
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Recommendations 

4.6 Booking-in areas should provide sufficient privacy to facilitate effective 
communication between staff and detainees.  

4.7 There should be clear policies, procedures and provisions to meet the diverse 
needs of detainees, including women, juveniles, detainees with disabilities, 
detainees who are distressed or vulnerable and those who wish to engage in 
religious observance. 

Housekeeping points 

4.8 Detainees should be informed that the toilet is obscured on CCTV monitors. (Repeated 
recommendation 4.47) 

4.9 Holy books and religious observance artifacts should be stored respectfully and there should 
be means of identifying the direction of Mecca. 

Safety 

4.10 Custody sergeants followed the risk assessment prompts from the national strategy for 
police information systems (NSPIS), a computerised booking-in system, with all detainees and 
asked appropriate supplementary questions about health and other risk factors. Our custody 
record analysis found that most risk assessments contained sufficient detail, although there 
were some exceptions, including an instance where staff had not recorded any details about 
the nature or context of a detainee’s self-harm. A health care assessment was not requested 
for two intoxicated detainees, one of whom was a 15-year-old who had smoked cannabis.  

4.11 Custody sergeants checked the police national computer (PNC) for risk warning markers 
(indicators showing that a person has previously had a drug problem or attempted to harm 
themselves or escape, for example) between authorising detention and starting the risk 
assessment. Custody staff could if necessary add new markers to the PNC. They told us that 
detainees who did not cooperate with the risk assessment would be subject to more 
frequent observations and placed in one of the 12 cells equipped with CCTV. However, we 
were concerned that the CCTV monitors, particularly those on the custody sergeants’ desk, 
were very old, displaying images that were faint and blurred.  

4.12 Single-use anti-ligature knives were attached to cell keys and were wrapped in plastic so it 
would be evident if they had been used. 

4.13 Risk management was proportionate and considered appropriately. Custody sergeants would 
allow detainees to keep spectacles and cords in clothing if there was no substantial risk of 
self-harm. Our custody record analysis confirmed that observations were usually carried out 
consistently, with one exception when a rousing check might have been missed. Care plans 
were reviewed and amended when necessary. Observations were carried out at appropriate 
intervals, but entries in detention logs contained little information. However, we witnessed 
one incident when a very distressed detainee who had recently disclosed wanting to harm 
himself was placed for several hours in a cell without CCTV with a long cord in the hood of 
his sweatshirt still in place.  
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4.14 Custody sergeants provided officers undertaking close proximity observations with a very 
good written briefing. DDOs conducted excellent rousing checks, taking great care to 
ensure that detainees subject to rousing checks were conscious. The MPS ‘4-Rs’ mnemonic 
(rousing procedure as set out in annex H to code C in the Police and Criminal Evidence Act 
1984) was magnetically attached to cell doors and DDOs made good use of them. 

4.15 Handover procedures were good and handovers themselves were reasonably effective, 
involved all staff including the nurse, and were conducted in private.  However, not enough 
details about the needs of some vulnerable detainees and how to care for them were 
provided. Following handover, custody sergeants went to each cell to introduce themselves 
to detainees, which was good practice. 

4.16 We were concerned to see, on several occasions, delays of up to 10 minutes in answering 
call bells. Sometimes, DDOs seemed too busy to respond. The buzzer only sounded in the 
DDOs’ office, which was not always occupied, and custody sergeants could not hear it when 
they were at their desks.  

4.17 Arresting officers often put detainees in cells. They were frequently unclear about which 
cells detainees should be placed in and had to return to the front desk for guidance. In 
addition, they often failed to explain the call bells to detainees, even to those who had not 
previously been in custody. When asked about it, one officer claimed that he would ask the 
custody sergeant to tell the detainee about the call bell. 

4.18 All detainees were given a leaflet about support agencies on release, although the 
information was not well presented and some detainees would have found it difficult to read. 
Staff could print the leaflet in a range of languages. There was a similar leaflet for ex-service 
personnel. It contained information about support focused on their needs and was well set 
out. We were not convinced that the pre-release risk assessment fully explored the risks 
some vulnerable detainees might have posed and it was carried out at the booking-in desk, 
where there was no privacy. Staff had no access to travel warrants or bus fares for detainees 
who had no means of getting home, although the custody record analysis found instances 
where custody staff had contacted relatives to arrange transport. 

Recommendations 

4.19 CCTV systems should be updated to improve the quality and coverage of the 
images and to facilitate their retrieval. 

4.20 Cell call bells should receive a prompt response and there should be an audible 
signal at the custody desk. 

4.21 Arresting officers and other non-custody personnel should be accompanied by 
custody staff when putting detainees in a cell or visiting cells, or a custody staff 
member should undertake the task. 

4.22 Pre-release risk assessments should be detailed, meaningful and based on an 
ongoing assessment of detainees’ needs while in custody; the custody record 
should reflect their position on release and any action that needs to be taken. 
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Housekeeping points 

4.23 Handover information should include sufficient detailed information about any vulnerable 
detainees to enable staff on the incoming shift to provide an appropriate level of care. 

4.24 Custody staff should inform all detainees about how to use the call bell. 

Use of force 

4.25 Most detainees arrived in handcuffs, which were removed at the booking-in desk. We saw a 
custody sergeant agree to the removal of handcuffs of a non-compliant detainee, which 
encouraged him to calm down. Custody sergeants asked detainees to show them their wrists 
and recorded any marks in the custody record. Detainees who had been subject to use of 
force only saw a health care practitioner if staff were concerned about an injury, or if the 
detainee requested it. We did not see any detainees who were subject to strip-searching. In 
our custody record analysis, a reasonable rationale was provided in each instance of strip 
searching. Use of force data was not collated. We saw staff use their interpersonal skills to 
defuse confrontation. 

Recommendation 

4.26 The MPS should collate use of force data in accordance with College of Policing 
guidance. 

Physical conditions 

4.27 The suites at Islington and Holloway police stations were generally grubby and dark and 
needed redecoration and many cells contained graffiti. At Islington, staff claimed that cells 
were deep cleaned regularly, but parts of all the cells were grey with accumulated dirt. The 
cell floors were blistered and uneven, so they could not be cleaned properly. When asked if 
mattresses were sanitised between uses, staff said they thought the cleaners wiped them 
down, but we only saw cleaners tidying them up. 

4.28 A store cupboard was equipped for use as the food preparation area. It was dirty and 
extremely untidy. There was encrusted filth in corners where cabinets met the floor. The 
microwave oven was dirty, although it was cleaned after we pointed this out.  

4.29 In one cell, we found five used microwave meal cartons on a Monday morning. A DDO 
admitted the cartons had accumulated over the weekend and that nobody had removed 
them. In one cell, we noticed that a detainee had covered the camera with toilet paper. Staff 
did not remove it but instead called out the bodily fluid spillage cleaning contractor to clean 
the camera. We were told the contractor offered a good service and always arrived within a 
few hours, seven days a week. We were concerned that custody staff believed the camera to 
be faulty and were not aware that the detainee had covered it. There was a record of daily 
cell checks, but there were gaps with no cell checks recorded during the weekend before 
the inspection. Neither the toilet paper on the camera, nor a camera malfunction in another 
cell, which staff knew about, was mentioned in the cell check record for that day. There was 
no documentation at the Holloway suite to indicate if the suite was properly checked before 
use. 
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4.30 Staff were unaware of any emergency evacuation drills having taken place. There was a box 
containing plastic handcuffs. A DDO told us they believed that if there was a fire, the safest 
place for detainees would be in their cells. 

Recommendations 

4.31 Cells should be clean, free of graffiti and well maintained and the general 
improvement of the environment, including the food preparation facilities, 
should be an urgent priority. 

4.32 Fire evacuation drills should be carried out and recorded. 

Housekeeping points 

4.33 Mattresses should always be wiped down between uses. 

4.34 Used food containers and any other rubbish should be cleared from each cell at regular 
intervals. 

4.35 The quality of cell check records should be improved. 

Detainee care 

4.36 Female detainees were not routinely offered feminine hygiene products. A storage box in 
which they were normally kept only contained disposal bags. Staff claimed that female 
detainees were asked during booking in if they wanted to speak to a female officer, although 
the custody records we checked failed to confirm this. Staff believed the question was 
sufficient to encourage women to ask for hygiene products if they needed them. 

4.37 The two showers were clean and delivered hot water, and staff told us they would offer 
showers to all detainees going to court. Cotton towels were available, although we were not 
convinced they were used as there were rolls of paper towels in the shower areas. Our 
custody record analysis found that only one detainee in the sample was granted access to 
washing facilities, despite five detainees being transferred to court after long periods in 
detention. 

4.38 Toilet paper was placed in cells according to a risk assessment. However, a detainee who 
was very tearful was not given toilet paper. Staff gave him nothing with which to wipe his 
eyes and nose, despite staff knowing of his distress. 

4.39 Detainees whose clothing was soiled or seized for evidential purposes had access to a good 
stock of tracksuit bottoms, t-shirts and plimsolls. Paper suits were not used, which was 
good. There was no replacement underwear. A good stock of clean blankets was available, 
but they were stored next to the bin for used blankets, which meant they could have 
become contaminated. 
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4.40 Breakfast, lunch and dinner were obtained for detainees from the police station canteen on 
weekdays. We were told that the canteen did not offer halal food, so detainees requiring a 
halal meal would have to take the vegetarian option. Detainees received microwave meals at 
weekends, which included a reasonable range of halal and vegetarian options. We observed 
breakfasts being served very late at 10am on one day, because, we were told, DDOs were 
too busy. We saw DDOs providing a hungry, homeless detainee with a hot meal outside the 
conventional meal time, which was good. Tea, coffee and water were offered regularly. 

4.41 We were concerned about the lack of an exercise yard. Detainees who needed a break from 
their cell could, we were told, be taken to a cage in the van dock area. It was completely 
unsuitable, filthy, and littered with rubbish.  

4.42 A detainee suffering post traumatic stress disorder told us he was terrified of being in a cell 
with the door closed, and was very distressed. Staff could not offer him an alternative to 
being in a cell, although he was eventually placed on close proximity observations so the cell 
door could be left open.  

4.43 A very limited range of books, all in English, was available. There were also some free 
newspapers and we saw them being given to detainees. Social visits were not normally 
facilitated except in the most exceptional circumstances. 

Recommendations 

4.44 Female detainees should be offered hygiene packs routinely. 

4.45 All detainees held overnight should be offered a shower and provided with a 
clean cotton towel. 

4.46 A range of meals that meet all dietary needs should be available at all times. 

4.47 An exercise yard should be provided so that detainees, particularly those who 
are held for more than 24 hours, can be offered exercise. 

4.48 Visits should be facilitated for detainees held for long periods, particularly if they 
are vulnerable. 

Housekeeping points 

4.49 Replacement underwear should be available. 

4.50 Used blankets should be stored separately from those that are clean. 

4.51 There should be a suitable range of reading material for detainees, including for young 
people, those who cannot read English and those with limited literacy. 
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Section 5. Individual rights 

Expected outcomes: 
Detainees are informed of their individual rights on arrival and can freely exercise those 
rights while in custody. 

Rights relating to detention 

5.1 We frequently saw detainees being brought directly to the booking-in desk after arrival at 
the police station where they were promptly booked in by the custody sergeant. However 
we observed several detainees waiting a long time to be booked in, on one occasion as long 
as an hour and 20 minutes. The design of the suite meant communal areas became very busy 
when demand was high, as detainees, police officers, DDOs, legal advisors and others 
occupied the space (see also section on treatment and conditions, paragraph 4.1). We saw 
that some custody sergeants were distracted by telephone calls and officers’ queries. This 
affected the time taken to book detainees in and their overall time in detention. 

5.2 Custody officers stated that they now rarely needed to question the necessity of an arrest or 
refuse detention. Custody staff informed us that police officers had been reminded of Code 
G of PACE, which emphasises the importance of ensuring an arrest is necessary, and that 
consequently there had been an increase in the use of voluntary attendance, known as 
Caution Plus 3. However, we were unable to verify this as no specific records were kept 
(see section on strategy, paragraph 3.11). 

5.3 We saw many cases being progressed promptly and were satisfied that generally, detention 
lasted no longer than necessary. Our custody record analysis revealed that the average 
detention time was 12 hours and 17 minutes, although 30% of the sample had been in 
detention less than six hours. 

5.4 Custody staff assured us that the custody suite was never used as a place of safety for 
children under section 46 of the Children Act 19893. Staff said that they contacted social 
services to check the availability of ‘safe beds’ for young people held overnight who could 
not be bailed, even though they were knew that beds would not be available. Custody 
officers told us that wherever possible they would prefer to bail a child or young person so 
that they returned to the police station at a later date, rather than keep them in overnight. 

5.5 All detainees under the age of 18 would be interviewed in the presence of an appropriate 
adult (AA). Staff told us that in the first instance they tried to find relatives to act as AAs. 
When this was not possible, The Appropriate Adult Service (TAAS) provided someone. This 
service was available seven days a week, but rarely after 10pm. TAAS also provided AAs for 
vulnerable adults detained at the custody suite. However, our custody record analysis 
revealed that two young people under 18 did not see an appropriate adult throughout their 
time in custody. One was held for approximately five hours. The other was held overnight 
for 13 hours awaiting transfer to another police station. Neither young person was 
interviewed but were both reminded of their legal rights without an AA being present. The 
record did not say why an AA had not been called. 

 
 

3 Section 46(1) of the Children Act 1989 empowers a police officer, who has reasonable cause to believe 
  that a child would otherwise be likely to suffer significant harm, to remove the child to suitable 
  accommodation and keep him/her there. 
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5.6 The custody suite had an ‘initial contact language kiosk’, a touch-screen computer in the 
booking-in area where non-English speaking detainees could have their rights displayed in the 
language selected, together with an explanation of the process. Although we observed non-
English speaking detainees being booked in, custody sergeants did not use the language kiosk 
because, they said, nobody had been trained to use it, even though it had been installed many 
months previously. A telephone with two handsets was available on the booking-in desk so 
professional telephone interpreting services could be used. Staff told us that they could 
usually obtain the services of a suitable interpreter promptly, although we saw a wait of 45 
minutes for the service to locate a Russian-speaking interpreter. The suite also had access to 
a video link so that interpreters could participate in interviews for specific offences.  

5.7 The suite did not operate a video link system for court appearances, which meant detainees 
could not appear before court from the police station. 

Recommendations 

5.8 The borough operational command unit should work with the local authority to 
ensure that safe beds are provided for children and young people who cannot be 
bailed and who would otherwise be held in police custody overnight.  

5.9 All detainees under the age of 18 should be provided with the services of an AA. 

Housekeeping point 

5.10 Staff should be trained to use the initial contact language kiosk. 

Rights relating to PACE 

5.11 Two Criminal Defence Service posters were prominently displayed, one of which was 
multilingual. They informed detainees of their right to legal advice. Custody officers told 
detainees of their right to free legal representation. Those we observed who refused the 
offer were asked their reasons and were reminded that they could change their mind at any 
time. In our custody record analysis, all detainees were offered legal advice, and 18 (60%) 
accepted the offer. Legal advisors were contacted promptly and attended when required. 
Legal advice for those detained for immigration matters was available through the duty 
solicitor scheme. Inspectors saw staff hand copies of detainees’ custody records to legal 
advisors on their arrival. 

5.12 Detainees could speak to legal advisors in private, both on the telephone and in consultation 
rooms. The rooms were however dirty and shabby, as were the five interview rooms, where 
rubbish had not been removed and bins had not been emptied in the three days that the 
inspectors visited the suite. One interview room had been out of operation for three 
months owing to faulty equipment. Staff indicated that on occasion this caused delays in 
processing detainees. 

5.13 We saw all detainees at the booking-in desk being told that they could have someone told of 
their whereabouts. In our custody record analysis, 83% of the sample (25 people) declined 
the offer. Five (17%) detainees took up the offer. Custody records demonstrated that the 
nominated person had been contacted for just one of the detainees; it was not clear if the 
same had been done for the remaining four.   
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5.14 Detainees were given a notice of rights and entitlements, which was easily available in many 
different languages and in an easy-read format. Detainees could also consult the Police and 
Criminal Evidence Act 1984 (PACE) codes of practice booklet; several copies were available, 
although they were outdated (2005).  

5.15 The custody suite had a robust PACE review process, which it shared with a neighbouring 
borough. We watched several reviews, which were good, although some were conducted 
through the cell door hatch instead of with the cell door open. In our custody record 
analysis it was not clear if detainees whose reviews took place while they were asleep were 
later informed that the review had taken place or reminded of their rights and entitlements. 
Two detainees required a superintendent review, both of which were conducted on time 
and in person. Detailed entries were made in their records. 

5.16 We discovered some old DNA samples in the fridge at the Holloway suite. However, at the 
principal suite the management of DNA was good, samples were frequently collected from 
the suite and we found no old DNA samples. However the fridge where they were stored 
also contained ‘evidential’ samples, which include DNA samples taken from victims or 
witnesses for elimination purposes or for comparison to a suspect’s DNA, some going back 
to January 2013. Very few custody staff knew of the police service’s policy on the retention 
and disposal of DNA samples in line with the Protection of Freedoms Act 2012.  

5.17 Custody staff were extremely negative about court cut-off times. We were informed that it 
was unusual to be able to get someone to court after 12.30pm on weekdays and it often had 
to be earlier. On Saturdays we were told it was 10am. We saw a detainee being booked in 
under a failure to appear warrant at approximately 11am on a weekday. The sergeant 
informed the detainee that he would be unlikely to be heard at court that day and would 
probably have to remain at the station overnight. We also saw a detainee being detained at 
the police station on a warrant at 1.45pm; he too had to be detained overnight. 

Recommendation 

5.18 Senior police managers should work with HM Court and Tribunal Service to 
ensure that early court cut-off times do not result in unnecessarily long stays in 
custody. 

Housekeeping points 

5.19 Interview and legal consultation rooms should be clean and faulty tape machines should be 
replaced or repaired. 

5.20 Custody records should clearly state that a nominated person has been contacted or outline 
the steps that have been taken to do so if a detainees has requested that someone be 
informed of their whereabouts. 

5.21 Up-to-date copies of the PACE codes of practice booklet should be made available. 

5.22 PACE reviews should normally be carried out through a face-to-face conversation. 

5.23 DNA samples should be collected promptly from the Holloway suite. 

5.24 Custody staff should be made aware of the DNA retention and disposal policy. 
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Rights relating to treatment 

5.25 Detainees were not told how to make a complaint, and no notices about the complaints 
procedure were on display. We were informed that if a detainee wanted to make a 
complaint of a criminal nature, an inspector would attend to it promptly. For all other 
matters, the detainee was advised to make a complaint once they left custody. It was unclear 
what the procedure was for detainees who were not released (for example, if they were 
taken directly to court). We were informed that complaints were analysed, but custody staff 
were unaware of the results. 

Recommendation 

5.26 Complaints should be taken while detainees are still in custody, unless there is a 
good reason not to do so. 
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Section 6. Health care 

Expected outcomes: 
Detainees have access to competent health care professionals who meet their physical 
health, mental health and substance use needs in a timely way. 

Governance 

6.1 Health services were provided by the Metropolitan Police Service (MPS). Custody nurse 
practitioners and on-call forensic medical examiners (FMEs) provided 24-hour cover at the 
Islington custody suite. The Islington criminal justice team of the Camden and Islington NHS 
Foundation Trust ran mental health services, while charity Crime Reduction Initiatives 
offered substance use services.  

6.2 Working relationships between nurses and custody staff were constructive and effective and 
nurses were routinely involved in custody handovers. A dedicated health care room was 
located along the corridor from the custody desk. The room was suitably equipped with 
storage cupboards and a locked drug cupboard and fridge. The floor was dirty and did not 
comply with national infection control standards; contract cleaners were responsible for the 
floor, while nurses cleaned other surfaces. A large table fan and wall heater were dusty. 
There were appropriate clinical and other waste bins and sharps and drug disposal 
containers. The taps on the hand-washing sink did not comply with infection control 
standards.  

6.3 A panic button and alarm strip were located above the nurses’ desk. Health care staff had 
access to the national strategy for police information systems (NSPIS) a computerised 
booking-in system, and a dual handset telephone for interpretation. Clinical policies and 
protocols were held on the MPS intranet and covered key clinical issues.  

6.4 A first aid kit and oxygen were kept in the health care room. An automated external 
defibrillator and additional first aid kit were held in the custody office. Nurses checked the 
kits every week and after use; custody staff were responsible for weekly checks on the 
defibrillator. Forensic kits were all up to date. 

6.5 Nurses received induction training and went on annual study days, but there was little 
evidence that they had professional or clinical skills development opportunities aligned to 
service needs. Regular formal contact with managers was limited and there was no clinical 
supervision. A helpful web-based custody nurse forum provided nurses with some 
opportunities to share issues and lessons learned.  

6.6 Nurses had been trained to verify ‘life extinct’ in the community and accompanied police to 
carry out this role. There was no nursing cover during their absence but nurses told us they 
would always prioritise the care of detainees in the suite.  

6.7 FMEs frequently took a long time to arrive at the station and there was no formal monitoring 
of response times. Nurses told us FMEs usually responded promptly when telephoned for 
advice.  

6.8 The health care room at the Holloway custody suite, albeit very infrequently used, was filthy. 
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Recommendations 

6.9 Cleaning arrangements and flooring in clinical areas should be compliant with 
infection control standards. Hand-washing facilities should comply with national 
standards.  

6.10 Nurses should receive relevant service-aligned clinical training to ensure skills 
and knowledge retention. 

6.11 FME response times and care should be monitored and managed to ensure 
detainees receive timely and appropriate health care. 

Patient care 

6.12 Detainees were routinely asked if they wanted to see a health care professional. Custody 
staff alerted nurses to detainees with acute or urgent needs and nurses regularly checked for 
new arrivals on the NSPIS. Our retrospective analysis of custody records showed one 
instance of a detainee who complained about wrist pain, but who did not see a health care 
professional. 

6.13 Nurses saw detainees in the health care room or in cells. We saw a nurse encourage a 
reluctant detainee to see an FME for a medical opinion.  

6.14 We observed the thorough and respectful clinical care of detainees with a good focus on 
risks. We saw a man complaining of chest pain being treated by ambulance staff following a 
nurse assessment; the detainee was reluctant to go to hospital and the nurse spent some 
time explaining his concerns to the detainee. Custody staff relied on nurses’ assessment of 
detainees’ health needs to inform the frequency of observations and use of an appropriate 
adult. 

6.15 Nurses conducted all their consultations with designated detention officers (DDO) outside 
the door, which was left ajar; this compromised confidentiality and noise was sometimes a 
distraction. 

6.16 Recording on both the eCHAPS (electronic clinical information system) form and the NSPIS 
medical form was appropriate and supported care by custody staff; nurses and custody staff 
communicated regularly and effectively. Hard copy body maps and information sharing 
consent forms were completed and stored in a locked cupboard. Where detainees could not 
give their consent, nurses acted ‘in their best interests’ by obtaining medical information 
from general practitioners. 

6.17 Nurses administered properly prescribed and labelled medications or could use patient 
group directions (PGDs), which enable nurses to supply and administer prescription-only 
medicine. An audit of all medicines given through PGDs was being completed. Police 
collected detainees’ prescribed medication from their homes, where possible. Medications 
were recorded on NSPIS and reminder alerts set up.  

6.18 Opiate substitution was not provided. Symptom relief was administered using PGDs and 
DDOs countersigned doses of diazepam and DF118 (an opioid painkiller); a small number of 
records did not have countersignatures when FMEs had administered the medication. Stock 
management and balances of both drugs was sound.  

6.19 Limited health promotion literature directing detainees to local services was available. 
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Recommendations 

6.20 Detainees with identified health needs should be seen by a health care 
professional.  

6.21 Consultations with detainees should be private and confidential, unless a risk has 
been properly identified.  

6.22 Opiate substitution should be available to detainees on prescribed substitute 
medications prescriptions. 

Housekeeping point 

6.23 Records for controlled drugs should show all signatures. 

Substance misuse 

6.24 A substance use worker covered the Islington custody suite between 8am and 8pm Monday 
to Friday, 8am to 4pm on Saturdays and 10am to 5pm on Sundays.  

6.25 The substance use worker prioritised detainees testing positive with trigger offences and 
going to court. All detainees were offered the opportunity to see the worker. Workers had 
good access to NSPIS so that they could track detainees in the suite but used their own 
web-based system to record consultations, which could not be accessed in the custody suite. 

6.26 Constructive working between nurses and custody staff meant that appropriate discretionary 
testing and good follow-through for detainees who were referred out of hours could take 
place. Local and national community services communicated well, including notifying each 
other of detainees using methadone and buprenorphine to prevent their prescriptions being 
stopped prematurely. Young people were referred to the local youth offending team. 

Mental health 

6.27 Between 9am and 5pm Monday to Friday, detainees identified as having mental health 
problems were referred to the Islington criminal justice team in-reach service, which 
responded promptly. Out of hours, the approved mental health professional (AMHP) usually 
called back promptly, but there were long delays in getting assessments completed. We were 
told there were regular problems in getting the AMHP to visit the station and assess 
detainees, especially if calls were made after 10pm. There had been an instance in the past 
year where a detainee had waited until the following day for an assessment and was then 
transferred ‘under section’ by the in-reach service. There were particular problems when a 
detainee was not in their area of residence. We observed one very distressed detainee who 
had not been referred to the mental health team for assessment.  

6.28 Mental health staff relied on the custody nurse to record their findings on the eCHAPS and 
NSPIS records and could only record information on their RiO system (mental health 
records system) when they were back at their base.  
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6.29 Detainees requiring assessment under the Mental Health Act were taken to the accident and 
emergency department at the Whittington hospital. Local patients were admitted to St 
Pancras and Highgate hospitals or beds in private hospitals were sought. Detainees from 
outside the area were repatriated to their local areas; we were told that the availability of 
beds was a regular difficulty. 

6.30 People being detained under section 136 of the Mental Health Act4 were rarely detained in 
custody unless they were violent or intoxicated. During the past year there had been just 
one section 136 detention in custody. Positive contact had been made with the Islington Link 
Worker Service, a local community service, for people with low level mental health and 
social difficulties. 

Recommendation 

6.31 Mental health staff should make records directly onto the eCHAPS or NSPIS 
medical form to ensure records are accurate. 

Housekeeping point 

6.32 A log of the waiting times for mental health assessment should inform discussions with the 
local authority on the risk to detainees of being kept in custody. 

 
 
 
 
 

 
 

4 Section 136 of the Mental Health Act 1983 enables a police officer to remove someone from a public place and take them      
to a place of safety – for example a police station. It also states that clearly that the purpose of being taken to the place of 
safety is to enable the person to be examined by a doctor and interviewed by an approved social worker, and for the 
making of an necessary arrangements for treatment or care. 
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Section 7. Summary of recommendations 
and housekeeping points 

Main recommendations 

7.1 The suite should be thoroughly deep cleaned to ensure that detainees are held in sanitary 
conditions.  (2.31) 

7.2 The MPS should collate use of force data in accordance with Association of Chief Police 
Officers’ guidance to monitor uses, identify trends and establish lessons for the service. 
(2.32) 

Recommendations 

Strategy 

7.3 A sufficient number of officers should be deployed in custody to provide safe and decent 
management of detainees at all times. (3.12) 

7.4 The MPS should introduce a process for recording and monitoring voluntary attendance at 
police stations. (3.13) 

7.5 The MPS should work with the London Mayor’s Office for Policing and Crime to ensure that 
it allocates one member as a lead for custody matters. (3.14) 

7.6 PCs working as gaolers should receive appropriate training before undertaking the role. 
(3.20) 

Treatment and conditions 

7.7 Booking-in areas should provide sufficient privacy to facilitate effective communication 
between staff and detainees. (4.6) 

7.8 There should be clear policies, procedures and provisions to meet the diverse needs of 
detainees, including women, juveniles, detainees with disabilities, detainees who are 
distressed or vulnerable and those who wish to engage in religious observance. (4.7) 

7.9 CCTV systems should be updated to improve the quality and coverage of the images and to 
facilitate their retrieval. (4.19) 

7.10 Cell call bells should receive a prompt response and there should be an audible signal at the 
custody desk. (4.20) 

7.11 Arresting officers and other non-custody personnel should be accompanied by custody staff 
when putting detainees in a cell or visiting cells, or a custody staff member should undertake 
the task. (4.21) 
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7.12 Pre-release risk assessments should be detailed, meaningful and based on an ongoing 
assessment of detainees’ needs while in custody; the custody record should reflect their 
position on release and any action that needs to be taken. (4.22) 

7.13 The MPS should collate use of force data in accordance with College of Policing guidance. 
(4.26) 

7.14 Cells should be clean, free of graffiti and well maintained and the general improvement of the 
environment, including the food preparation facilities, should be an urgent priority. (4.31) 

7.15 Fire evacuation drills should be carried out and recorded. (4.32) 

7.16 Female detainees should be offered hygiene packs routinely. (4.44) 

7.17 All detainees held overnight should be offered a shower and provided with a clean cotton 
towel. (4.45) 

7.18 A range of meals that meet all dietary needs should be available at all times. (4.46) 

7.19 An exercise yard should be provided so that detainees, particularly those who are held for 
more than 24 hours, can be offered exercise. (4.47) 

7.20 Visits should be facilitated for detainees held for long periods, particularly if they are 
vulnerable. (4.48) 

Individual rights 

7.21 The borough operational command unit should work with the local authority to ensure that 
safe beds are provided for children and young people who cannot be bailed and who would 
otherwise be held in police custody overnight. (5.8) 

7.22 All detainees under the age of 18 should be provided with the services of an AA. (5.9) 

7.23 Senior police managers should work with HM Court and Tribunal Service to ensure that 
early court cut-off times do not result in unnecessarily long stays in custody. (5.18) 

7.24 Complaints should be taken while detainees are still in custody, unless there is a good reason 
not to do so. (5.26) 

Health care 

7.25 Cleaning arrangements and flooring in clinical areas should be compliant with infection 
control standards. Hand-washing facilities should comply with national standards. (6.9) 

7.26 Nurses should receive relevant service-aligned clinical training to ensure skills and knowledge 
retention. (6.10) 

7.27 FME response times and care should be monitored and managed to ensure detainees receive 
timely and appropriate health care. (6.11) 

7.28 Detainees with identified health needs should be seen by a health care professional. (6.20) 
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7.29 Consultations with detainees should be private and confidential, unless a risk has been 
properly identified. (6.21) 

7.30 Opiate substitution should be available to detainees on prescribed substitute medications 
prescriptions. (6.22) 

7.31 Mental health staff should make records directly onto the eCHAPS or NSPIS medical form to 
ensure records are accurate. (6.31) 

Housekeeping points 

Strategy 

7.32 The quality assurance of custody records should include some cross-referencing to CCTV 
recording. (3.15) 

7.33 The borough should seek to improve the quality of entries in custody records. (3.16) 

7.34 Custody sergeants and other staff should be reminded of the importance of reading the 
IPCC Learning the Lessons bulletins and other information arising as a result of successful 
interventions. (3.17)   

7.35 There should be better management oversight of refresher training to ensure that all staff 
working in custody receives it at least annually. (3.21) 

Treatment and conditions 

7.36 Detainees should be informed that the toilet is obscured on CCTV monitors. (4.8, repeated 
recommendation 4.47) 

7.37 Holy books and religious observance artifacts should be stored respectfully and there should 
be means of identifying the direction of Mecca. (4.9) 

7.38 Handover information should include sufficient detailed information about any vulnerable 
detainees to enable staff on the incoming shift to provide an appropriate level of care. (4.23) 

7.39 Custody staff should inform all detainees about how to use the call bell. (4.24) 

7.40 Mattresses should always be wiped down between uses. (4.33) 

7.41 Used food containers and any other rubbish should be cleared from each cell at regular 
intervals. (4.34) 

7.42 The quality of cell check records should be improved. (4.35) 

7.43 Replacement underwear should be available. (4.49) 

7.44 Used blankets should be stored separately from those that are clean. (4.50) 

7.45 There should be a suitable range of reading material for detainees, including for young 
people, those who cannot read English and those with limited literacy. (4.51) 
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Individual rights 

7.46 Staff should be trained to use the initial contact language kiosk. (5.10) 

7.47 Interview and legal consultation rooms should be clean and faulty tape machines should be 
replaced or repaired. (5.19) 

7.48 Custody records should clearly state that a nominated person has been contacted or outline 
the steps that have been taken to do so if a detainees has requested that someone be 
informed of their whereabouts. (5.20) 

7.49 Up-to-date copies of the PACE codes of practice booklet should be made available. (5.21) 

7.50 PACE reviews should normally be carried out through a face-to-face conversation. (5.22) 

7.51 DNA samples should be collected promptly from the Holloway suite. (5.23) 

7.52 Custody staff should be made aware of the DNA retention and disposal policy. (5.24) 

Health care 

7.53 Records for controlled drugs should show all signatures. (6.23) 

7.54 A log of the waiting times for mental health assessment should inform discussions with the 
local authority on the risk to detainees of being kept in custody. (6.32) 
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Section 8. Appendices 

Appendix I: Inspection team 

Elizabeth Tysoe HMIP team leader 
Gary Boughen HMIP inspector 
Peter Dunn                           HMIP inspector 
Mark Ewan HMIC staff officer 
Nicola Rabjohns    HMIP health services inspector 
Hayley Cripps HMIP researcher 
Joe Simmonds     HMIP researcher
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Appendix II: Progress on recommendations from the 
last report 
 
The following is a summary of the main findings from the last report and a list of all the 
recommendations made for the Islington custody suite. The reference numbers at the end of each 
recommendation refer to the paragraph location in the previous report. If a recommendation has 
been repeated in the main report, its new paragraph number is also provided.  

Strategy 

There is a strategic focus on custody that drives the development and 
application of custody-specific policies and procedures to protect the well-being 
of detainees. 

Recommendations to the Metropolitan Police Service (MPS) 
 
There should be a clear procedure for following up and monitoring progress following internal 
inspections. (3.22) 
Achieved 
 
The Metropolitan Police Service (MPS) should establish the extent to which identified weaknesses in 
custody practices and procedures have been exacerbated by the lack of a permanent custody team 
and take action accordingly. (3.23) 
Partially achieved 
 
All custody staff should undergo nationally approved custody officer training. (3.24) 
Partially achieved 
 
The MPS should consult with the Crown Prosecution Service with the aim of developing an effective 
bail management system that minimises use of custody. (3.25) 
Achieved 
 
A protocol should be developed governing the access of independent custody visitors (ICVs) to 
information on the National Strategy for Police Information Systems (NSPIS). (3.26) 
Achieved 
 
There should be effective liaison between forensic medical examiners and drugs referral workers in 
respect of detainees who are identified by the forensic medical examiners as substance dependent. 
(3.27) 
Achieved 
 
All concerns raised in ICV reports, including those on supplementary pages, should be captured, 
acknowledged and responded to. (3.28) 
Achieved 
 
Detainees who wish to make a formal complaint about their arrest or treatment during custody 
should be able to do so while in custody. (3.29) 
Not achieved 
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The number and nature of complaints should be analysed centrally and this information fed back to 
boroughs and custody managers to enable them to identify and solve the underlying cause of 
complaints. (3.30) 
Achieved 
 
Custody reviews on custody records should accurately reflect the interaction between the reviewing 
officer and the detainee. (3.31) 
Partially achieved 
 
Custody officers need to be aware of the impact of custody on juveniles, and should be given 
additional training on how to respond appropriately to their needs. (3.32) 
Achieved 

Recommendations to UKBA and MPS 
 
The UK Border Agency (UKBA) should regularly monitor the physical conditions in which detainees 
are held on its behalf by the MPS. (3.33) 
Achieved 
 
There should be clear operating instructions and standards to regulate the use of police cells for 
immigration detainees and a protocol between the MPS and UKBA that incorporates the following: 

 the UKBA should ensure that immigration detainees are held for the shortest possible time 
in police cells 

 the UKBA should review detention expeditiously and keep detainees informed of case 
progress in a language they can understand 

 immigration officials should serve and fully explain to detainees any documents that have 
important consequences or engage appeal rights 

 police custody officers should communicate daily with the UKBA to ensure speedy case 
progression. (3.34) 

Achieved 

Treatment and conditions 

Detainees are held in a clean and decent environment in which their safety is 
protected and their multiple and diverse needs are met. 

Recommendations 
 
All staff working in custody suites should receive nationally approved training before taking up their 
duties. (4.42) 
Partially achieved 
 
Risk assessment procedures should take into account detainees’ individual differences and needs. 
(4.43) 
Achieved 
 
Cell bells should be checked daily to ensure they work properly. (4.44) 
Partially achieved 
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All detainees should be given verbal and written information, at the earliest opportunity, about the 
use of and access to all facilities in the custody suite. (4.45) 
Partially achieved 
 
Staff should actively check that detainees’ basic physical needs for food, water, warmth and hygiene 
are met. (4.46) 
Achieved 
 
Detainees should be informed that the toilet is obscured on CCTV monitors. (4.47) 
Not achieved (recommendation repeated as housekeeping point, 4.8) 
 
Detainees who are smokers should be offered nicotine replacement if in custody for a substantial 
period. (4.48) 
Not achieved 
 
Clothing offered to detainees when their own has been removed for forensic examination should be 
less conspicuous. (4.49) 
Achieved 
 
Religious dietary needs should be met. (4.50) 
Partially achieved 
 
Subject to reasonable assessment of risks, reading material and a radio should be available to 
detainees held for more than 24 hours. (4.51) 
Partially achieved 

Individual rights 

Detainees are informed of their individual rights on arrival and can freely 
exercise those rights while in custody. 

Recommendations 
 
There should be specific policies on dealing with juvenile and female detainees. (5.52) 
Achieved 
 
The lack of confidentiality at the custody desk should be addressed to ensure that detainees 
can provide sensitive, personal information to custody staff in confidence. (5.53) 
Not achieved 
 
Detainees should be able to make telephone calls in private, with due regard to any security issues 
(5.54) 
Achieved 
 
Detainees should only remain in handcuffs until they are booked into custody following risk 
assessment. (5.55) 
No longer relevant 
 
The complaints procedure should be explained to all detainees. (5.56) 
Not achieved 
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A log of complaints and their outcomes should be maintained to provide necessary management 
information on the running of the two custody suites. (5.57) 
Achieved 
 
A pre-discharge risk assessment should be carried out for all detainees prior to release. (5.58) 
Achieved 
 
There should be clear guidance for custody staff on how detainees can access legal advice through 
Criminal Defence Service Direct and the duty solicitor scheme. (5.59) 
Achieved 
 
Foreign national detainees should be given information about how to get independent, specialist 
immigration legal advice. This information should be available in languages commonly spoken by 
detainees. (5.60) 
Achieved 

Health care 

Detainees have access to competent health care professionals who meet their 
physical health, mental health and substance use needs in a timely way. 

Recommendations  
 
Clinical governance arrangements should be put in place, which include the management, training, 
supervision and accountability of health care staff. (6.50) 
Partially achieved 
 
There should be evidence that health care staff receive ongoing training, supervision and support to 
maintain their professional registration and development. (6.51) 
Partially achieved 
 
All health care and custody staff should understand how to access and use resuscitation equipment 
effectively. There should be documented records of those trained to use the equipment. (6.52) 
Partially achieved 
 
All clinical records should be held confidentially in accordance with Caldicott guidelines. (6.53) 
Partially achieved 
 
All clinical records should be contemporaneous and conform to professional guidance from the 
relevant regulatory body, such as the General Medical Council. (6.54) 
Partially achieved 
 
The forensic medical examiners should communicate and work with other health care professionals, 
such as drug referral workers and the mental health team, to ensure comprehensive care is provided 
to individual detainees. (6.55) 
No longer relevant 
 
There should be information-sharing protocols with all appropriate agencies to ensure efficient 
sharing of relevant health and social care information. (6.56) 
Achieved 
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Detainees should be able to continue to receive any prescribed clinical management for drug 
dependency while in custody. (6.57) 
Not achieved 
 
The mental health team should refer detainees to the mental health in-reach teams in the prisons to 
which detainees are sent. (6.58) 
Achieved  
 
All medications on site should be stored safely and securely. (6.59) 
Achieved 
 
There should be safe pharmaceutical stock management and use. (6.60) 
Achieved 
 
The refrigerators in forensic medical examiners’ rooms should not be used to store forensic samples. 
(6.61) 
Achieved 
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Appendix III: Photographs 

Kitchen/food preparation area 
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Interview room  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Dustbin in interview room- not emptied during the three days of inspection  
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Chair in the exercise yard 
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