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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 previous inspection of police custody suites in Gloucestershire took place in July 2008 when 
there were three custody suites covering a mainly rural county. In February 2015, custody was 
relocated to a purpose-built 50-cell single suite, supported by contingency arrangements with nearby 
forces in the event of the single site becoming unusable. The building and facilities were impressive. 
To complement the good facilities, there were also pockets of good practice – especially the liaison 
with external stakeholders who had an interest in custody provision, some of which was innovative. 
Much had improved since the previous inspection, although there were some issues highlighted by 
this inspection that had declined.  
 
There had been significant recent changes, including the introduction of new systems in information 
technology and the introduction of a new health care contractor. During this process of 
transformation, elements of performance management and monitoring had however, deteriorated. 
Strategic partnerships with local authorities were not ensuring correct outcomes for children and 
young people needing accommodation. We were told that seven children had been held overnight in 
custody in the previous 12 months, but the police force could not tell us if accommodation had been 
sought for any of them, or whether the local authority had made it available. It was disappointing that 
this information was not monitored at a strategic level which would have enabled both custody 
practitioners and partners to be held to account. 
 
Other aspects of monitoring, such as organisational learning from dip-sampling records, monitoring 
use of force, and feedback to staff, were inadequate.  
 
Treatment and conditions were good, with staff demonstrating an awareness of vulnerability and the 
diverse needs of detainees, although in some cases staff did not use an age-appropriate approach with 
children. Risk assessments were thorough and levels of observation assessed for vulnerable detainees 
were appropriate, and revised according to changing need. There were some disparities in the way 
that staff undertook handovers; shift patterns did not allow for a whole team handover, although the 
handovers we observed were excellent. An issue of concern was the lack of recording and poor 
monitoring of use of force, which was only recorded on a custody log, making it difficult to analyse 
for patterns or trends, undermining accountability. 
 
The individual rights of detainees were supported and custody sergeants were confident to refuse 
detention for those arrested when it was not appropriate. The police force was in the process of 
collecting data on refusals to detain, although this was in the early stages and findings were not 
available to the inspection team. The police force noted a decrease in custody throughput but, owing 
to a lack of data, they were unable to align these trends with strategic drivers that ensured 
alternatives to arrest and detention. Staff told us of unnecessary and prolonged detention due to 
slow progression of some cases and automatic rest periods for detainees during the night. We were 
told that the force was working to improve the prompt investigation of cases so that detainees could 
be released or transferred to court expeditiously.  
 
The appropriate adult service, for vulnerable adults and all children in custody, was excellent.   
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Health care provision was also good overall. Practitioners were checked to be appropriately qualified 
and we saw them providing good care to detainees. Substance misuse services were supportive and 
used appropriate requirements in bail conditions to ensure that detainees engaged with services 
promoting safe health. Mental health services were also considered helpful in promoting safer 
detention for detainees, but these were normally only available during office hours; out-of-hours 
assessments were organised by the local duty team but evidence suggested excessive response times. 
The police force identified 74 occasions when police custody had been used as a place of safety over 
the previous 12 months, despite a positive and continuing downward trend. It remains unacceptable 
that these individuals were taken to a police cell and not a hospital.  
 
Gloucestershire had provided excellent custody facilities. The inspection found some areas requiring 
attention following the recent move, particularly concerning strategic and management oversight. We 
observed good staff interactions, meaningful risk assessments and reliable processes for safe 
detention, but these need to be continuously monitored through robust performance management 
and quality assurance systems, to ensure that good standards are maintained. More work was 
required to ensure good outcomes for children’s referral to appropriate accommodation, and for 
mental health patients who inappropriately end up in police custody.  
 
This report provides recommendations to the force and the Police and Crime Commissioner to 
improve provision further. We expect our findings to be considered and for an action plan to be 
provided in due course. 
 
 
 
 
 
Sir Thomas P Winsor Nick Hardwick 
HM Chief Inspector of Constabulary HM Chief Inspector of Prisons  
 
 
 
September 2015 
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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 Safer Detention and Handling of 
Persons in Police Custody 2011 (SDHP) at force-wide strategies, treatment and conditions, 
individual rights and health care. They are also informed by a set of Expectations for Police 
Custody about the appropriate treatment of detainees and conditions of detention, 
developed by the two inspectorates to assist best custodial practice. 

2.3 This was the second inspection of Gloucester police, the first inspection taking place in July 
2008. Since then, a purpose-built 50-cell custody suite, Compass House, had been 
constructed, opening in January 2015, and previous custody suites had been closed. There 
were contingency arrangements with Avon and Somerset and Wiltshire Police if this facility 
became unusable for any reason. 

Strategy 

2.4 The police service had a clear line management structure up to assistant chief constable 
(ACC). There were a number of meetings involving staff from across the hierarchy to 
develop policies and procedures supporting safer detention.  

2.5 In addition to moving to a single suite, there had been a number of other significant changes 
within the provision of custody services. These included the introduction of a custody 
computer system, newly contracted custody detention officers (CDOs) and a new health 
care contract. During this process, elements of performance monitoring had slipped. 

2.6 Partnership arrangements with other statutory services did not translate into outcomes for 
vulnerable people, such as local authority accommodation, children or improved health care 
provision for detainees. 

2.7 The Police and Crime Commissioner (PCC) was responsible for providing the independent 
custody visitor (ICV) scheme. There was a schedule of regular visits, overseen by a 
coordinator. They held panel meetings twice a year, usually with the force custody lead, and 
were appropriately challenging in holding the force to account for custody provision. The 
ICVs were not sufficiently diverse to reflect the communities of Gloucestershire.  

2.8 There was an initial and refresher training programme for custody staff, and the force 
custody lead provided regular refresher sessions to custody sergeants during their working 
days, although currently these did not include CDOs.  
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2.9 Organisational learning from processes such as dip-sampling of records and shift handovers, 
analysis of trends, monitoring the use of force and feeding back to staff was underdeveloped. 
Currently, the force could not evidence a robust approach to quality assurance processes. 

2.10 The operational custody policy was available on the force intranet site, and the policy and 
procedures had been reviewed in February 2015. There was a custody newsletter, circulated 
to all staff and available on the intranet site, which was used to provide information on 
learning and development in custody provision. 

Treatment and conditions 

2.11 Staff were polite and mostly had a good understanding of the diverse needs of detainees, 
especially disability, religious beliefs and vulnerability, although the approach to booking in 
children was not always age appropriate.  

2.12 The booking-in desks had privacy screens between each, to ensure that detainees were 
afforded privacy while they were booked in. The large screens above the custody hub were 
in view of the office behind the main desk.  

2.13 The risk assessments we saw were thorough, focusing on potential vulnerabilities. We 
observed dynamic review processes, and levels of observation that were reviewed according 
to risk. The automatic removal of footwear and any corded clothing therefore was 
disproportionate.  

2.14 There were disparities in the way that shift handovers took place. Shift patterns did not 
facilitate a whole team handover as sergeants and CDOs started their shifts at different 
times. The handovers we saw, however, were thorough, well structured and provided an 
excellent level of information.  

2.15 The pre-release risk assessments we saw were reasonable and generally contained a good 
level of detail. Most records demonstrated concern for how detainees would get home, 
including officers taking them home, providing telephone calls to arrange transport from 
family and friends and providing travel warrants. There was a good awareness of the need to 
provide signposting to support agencies where appropriate.  

2.16 Use of force in custody was poorly monitored; incidents were only recorded on individual 
detainee custody records, which provided little opportunity for monitoring trends for 
learning and accountability. Custody staff carried CS gas canisters as part of their utility belt, 
with no apparent rationale. 

2.17 The physical conditions of the custody suite were impressive, although the exercise yards 
were small and bare, with no seating. Detainee care was generally good. Food and drink 
were provided at mealtimes and on request. There was a wide range reading materials but 
the range did not always address the demographics of the community. 

Individual rights 

2.18 Custody sergeants and inspectors told us that operational police officers did not always 
understand when alternatives to arresting a person should be used (PACE code G). Custody 
sergeants were confident to refuse detention when the circumstances did not merit arrest. 
Data on the refusal of detention were collected but this was in the early stages at the time of 
the inspection.  
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2.19 Custody throughput had decreased by 18% between 2012/13 and 2014/15. There was no 
data on the use of voluntary attendance but the force had appropriately provided facilities 
outside the custody suite for this purpose. Owing to the lack of data analysis, it was difficult 
to attribute the positive downward decline to strategic drivers. 

2.20 Detainees were booked in promptly; data from our custody record analysis (CRA) showed 
an average wait of 10 minutes. This was a considerable improvement on the previous waiting 
times at the old custody suites, before relocation to the single site. 

2.21 Force records showed that the average length of detention was 12.4 hours. Staff told us that 
there were unwarranted and prolonged detentions of people, sometimes because of the 
unnecessary imposition of automatic rest periods during the investigation process. We were 
told that the force was working to improve the prompt investigation of cases so that 
detainees could be bailed, released or transferred from custody expeditiously.  

2.22 The Cheltenham Community Project (CCP) provided appropriate adults (AAs) for 
vulnerable adults and children, and custody staff said that they provided an excellent service. 
We saw AAs attending the custody suite promptly and providing a good level of support to 
some vulnerable detainees.  

2.23 According to the data provided by the force, seven children had been held overnight in 
police cells in 2014/15. Staff told us that they had never known local authority 
accommodation to be available for children in police custody suites. It was not clear, 
however, if custody staff understood the distinctions between safe and secure 
accommodation.  

2.24 Custody staff reported a good relationship with Home Office immigration enforcement 
officers, and said that the average time that immigration detainees had spent in custody in 
the previous 12 months was 21 hours. 

2.25 Professional telephone interpreting services were accessed through loudspeaker telephones, 
which lacked privacy when the custody suites were busy. 

2.26 A rights and entitlements leaflet was offered to detainees. Most custody staff were aware of 
the easy-read format version of this documentation, and there was also a version in Braille.  

2.27 PACE codes of practice were available at the suites, but not routinely shown or explained by 
custody staff. Legal advisers were given custody record summaries without having to request 
this facility, and had access to good consultation facilities. 

2.28 Our CRA showed that PACE reviews were mainly carried out in person, which was positive.  

2.29 Custody staff told us that the local magistrates’ courts accepted detainees up to 3pm on 
weekdays, and 10am on Saturdays which was too early, potentially prolonging unnecessary 
detention. 

2.30 The understanding and approach to taking complaints in custody varied. Inspectors told us 
that they would speak to a detainee wishing to make a complaint while they were in custody, 
whereas custody staff said that the complaint would be noted on the custody detention log, 
advising the detainee to make the complaint when released. Our CRA revealed one case 
where a complaint had not been taken when it should have been. 
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Health care 

2.31 Detainees had access to competent, appropriately qualified health care professionals (HCPs). 
Governance arrangements and the monitoring of contractual obligations were effective.  

2.32 HCPs were respectful and careful to preserve dignity and confidentiality. Custody staff told 
us, and the records demonstrated, that HCP response times were good.  

2.33 Substance misuse services were provided by Turning Point, and the Independence Trust 
provided alcohol services to adults. Although these services were only available during office 
hours, staff told us that both organisations were supportive. There was appropriate use of 
bail conditions to ensure that detainees engaged with services. 

2.34 Mental health services were provided by the 2gether Trust and were also said to be very 
helpful. Liaison and diversion from custody was available during the day but not out of hours. 
Out-of-hours Mental Health Act assessments for people in custody were arranged via the 
local duty team, but we were told that response times were sometimes excessive. There 
were funded plans to extend working hours into the evenings and weekends, and also to 
embed mental health professionals into the police communications centre, which would 
assist in identifying mental ill health and diverting vulnerable people from custody.  

2.35 Police custody had been used as a place of safety for section 136 of the Mental Health Act 
(1983) on 74 occasions in 2014/15, which was high, despite the positive and continuing 
downward trend over the previous three years.  

Main recommendations 

2.36 Gloucestershire Constabulary should ensure that quality assurance processes 
and use of force data provide a robust assessment of standards in custody 
practices to provide safe outcomes for detainees. 

2.37 The Police and Crime Commissioner and Chief Officer Group should act with 
their counterparts in the local authority and instigate an immediate review for 
the provision of local authority accommodation under section 38(6) PACE 1984 
for children and young people, and monitor performance data to ensure that 
young people are not unnecessarily detained in police cells.   
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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 An ACC provided strategic leadership on police custody provision. A centralised custody 
function was delivered as part of the criminal justice business area, led by the superintendent 
head of criminal justice. Currently, the chief inspector and force custody lead had 
management responsibility for custody provision, although line management of custody 
sergeants was due to move to frontline response inspectors from July 2015.  

3.2 Staffing comprised permanent custody sergeants and custody detention officers (CDO). 
CDOs were provided through a contract agreement with the private company Resource 
Ltd. Staffing levels at the time of the inspection were sufficient to meet the needs of 
detainees. There were three custody sergeants, one of whom was assigned the role of hub 
sergeant. CDOs looked after the ongoing care and welfare of detainees. The hub sergeant 
oversaw the overall custody situation and progression of cases, including the operational 
management of CDOs. An additional tier of supervision and management was provided by 
Resource Ltd through the provision of team leaders for CDOs.  

3.3 Moving to the single suite was a considerable change and there have been other significant 
and impactful changes within the provision of custody services. These included the 
introduction of a new custody computer system in November 2014, new contract 
arrangements for CDOs from April 2014 and the commissioning of a new health care 
contract to run between June 2015 and April 2016.  

3.4 There were two dedicated custody support inspectors and a criminal justice project 
inspector, whose management responsibility included custody, under the line management of 
the force custody lead. However, management arrangements for monitoring performance 
and ensuring quality were inadequate in providing reassurance to senior managers that 
custody provision was being delivered to acceptable standards. This lack of oversight was a 
risk to the organisation (see main recommendation 2.36).  

3.5 A range of meetings was chaired by the force custody lead. There was a monthly 
management meeting and also a further meeting attended both by internal and external 
stakeholders. The latter meeting was attended by a range of representatives, including from 
the health care department, professional standards department, Resource Ltd, Appropriate 
Adult services, and drug and referral services, which was a good initiative. Overall, however, 
there was a lack of both qualitative and quantitative data to provide reassurance to managers 
and chief officers about the standards of custody functions, such as analysis of the quality and 
standards of custody records, use of force and monitoring voluntary attendance (see main 
recommendation 2.36). 

3.6 There was no recording of the use of voluntary attendance as an alternative to detention, so 
the force was not fully informed on reasons for the reduction in detainee throughput in the 
previous year (see section on rights relating to detention and main recommendation 2.37). 
During this period, the number of children brought into police custody had also reduced 
(see section on rights relating to detention) but the lack of monitoring prevented senior 
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managers from understanding this change as a positive strategic trend or as having some 
alternative explanation (see main recommendation 2.36).  

Partnerships 

3.7 The chief constable chaired the Gloucestershire Local Criminal Justice Board and was the 
regional lead for criminal justice. The ACC custody lead had regular meetings with the head 
of children services in the local authority. There were monthly contract monitoring meetings 
with contract managers for the provision of CDOs and health services in custody. There was 
no service credit provision in the health care contract, although this was due to be 
addressed during the contract renewal process (see section on health care).  

3.8 The effectiveness of partnership arrangements did not translate into tangible improvements 
to local authority provision of ‘safe accommodation’ (such as foster care) or secure 
accommodation for children who had been refused bail. Data for the previous 12 months 
indicated that the police had requested secure accommodation, as required by section 38(6) 
PACE 1984, seven times, but there was no management information available to indicate 
whether such accommodation had been provided (see also section on rights relating to 
detention). 

3.9 The PCC was responsible for providing the ICV scheme. This was an active scheme, 
comprising one panel of 10 ICVs, providing a regular schedule of visits, overseen by a 
coordinator. The ICVs were generally admitted to custody suites quickly and were 
appropriately challenging in holding the force to account for custody provision. We were 
told by the coordinator and an ICV that there were no current concerning trends, and that 
ad-hoc issues were dealt with effectively. There was regular and consistent police 
representation, usually the force custody lead, at the biannual ICV meetings. The ICVs were 
not sufficiently diverse to reflect the communities of Gloucestershire. 

Recommendation 

3.10 Future recruitment processes for independent custody visitors should focus on 
improving the diversity of visitors to reflect the communities of Gloucestershire. 

Learning and development 

3.11 All custody sergeants underwent an initial custody-specific training course before 
undertaking custody duties, and received regular refresher training. This was supplemented 
by the completion of a competency-based portfolio. CDOs underwent a six-week initial 
training programme and Resource Ltd provided subsequent refresher training for them. The 
force custody lead provided regular refresher sessions for custody sergeants during their 
working day, but these sessions were not extended to CDOs. All custody staff also received 
training in the use of force and diversity. 

3.12 Custody sergeants dip-sampled only 15 custody records per month, which was insufficient. 
There was no cross-referencing of the sampled custody records to close-circuit television 
(CCTV) or person escort record (PER) forms, and no dip-sampling of shift handovers. There 
was no inspector involvement in this process, to provide management oversight; no analysis 
of trends and no audit trail of feedback to individuals. Consequently, the force could not 
evidence a robust audit trail of organisational learning from such processes. Quality 
assurance processes were inadequate (see main recommendation 2.36). 
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3.13 There was a near-miss process for adverse incidents in the custody suite. This was computer 
based and generated notification to the force custody lead, custody inspectors, health and 
safety lead and the professional standards department. A daily review was undertaken by the 
force custody lead, and analysis and monitoring took place through the management meeting 
structures. Learning from adverse incidents was considered for inclusion in refresher 
training.  

3.14 An operational custody policy, aligned to the National College of Policing, Authorised 
Professional Practice – Detention and Custody, was available on the web portal on the force 
intranet site, which was used to provide information on learning and development in custody 
provision. The policy was supported by a range of operating procedures, and the policy and 
procedures had been reviewed in February 2015. There was a custody newsletter, circulated 
to all custody staff and available on the custody web portal.  

Recommendation 

3.15 Gloucestershire Constabulary should work with Resource Ltd to include civilian 
detention officers in the regular custody refresher sessions held with custody 
sergeants. 

Good practice 

3.16 The custody refresher sessions and meetings with external partners with an interest in custody 
matters facilitated information exchange and the development of safe custody provision. 
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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 Detainees we spoke to spoke positively about their treatment and interactions with all staff 
in the custody suite, and we observed this throughout the inspection. Staff were polite and 
professional, and engaged positively with detainees, many of whom were well known to 
them.  

4.2 Custody staff demonstrated a good general understanding of the cultural and diverse needs 
of communities and the people likely to be held in custody. We saw staff asking each 
detainee about the impact of their detention on dependants and carers, although processes 
relating to the care and support of young detainees were not always age appropriate. There 
was little reading material for this age group (see also section on detainee care) and there 
were no specifically designated areas for young people to keep them apart from adults. 
There were no separate areas for female detainees but they were normally located in cells 
away from male detainees. Women were routinely asked if they wanted to speak to a female 
officer, and also if they might be pregnant, so that appropriate care could be provided. 

4.3 Detainees arriving in the custody suite were first placed in the holding areas, in clear sight of 
custody sergeants and CDOs. Our CRA showed that waiting times for booking in were 
reasonable, at an average of around 10 minutes.  

4.4 There were three booking-in desks, with screens between each to ensure that detainees 
were afforded privacy while they were booked in. One of the desks was built at a lower 
level, to be used for young detainees, those who were wheelchair bound and those with 
vulnerabilities, but it was not always used for such detainees. There was also a discrete 
booking-in area in the ‘high-profile suite’ which afforded considerably more privacy and also 
provided the facility to interview detainees in wheelchairs. 

4.5 Key information was displayed on easy-to-read electronic whiteboards above the custody 
hub, in view of the office behind the main desk. On one day during the inspection, the word 
‘rape’ was written against one detainee’s name and cell number, so anyone passing through 
this area would have been able to read it and identify the detainee. Although only custody 
staff would generally have access to this office, other civilian staff also passed through this 
area. This information might have identified an alleged perpetrator and victim to people who 
were not involved in custody. 

4.6 After booking-in, all detainees were escorted to their cell by a CDO, who explained in-cell 
equipment, such as the cell call bell, hand-washing facility and toilet flush. Images of in-cell 
toilets were obscured on the CCTV monitor, and this was explained to detainees. 

4.7 Two adapted cells, with lowered hand basins and cell call bells, and an adapted shower were 
available for detainees with disabilities. Bed plinths were low but staff told us that they would 
provide additional mattresses to detainees with mobility problems who needed help to get 
up from the bed. Hearing loops were installed in all interview rooms and booking-in areas. 
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4.8 There was an excellent range of religious materials available, including various religious books 
and writings, prayer mats and in-cell indication of the direction of Mecca. 

Recommendations 

4.9 Custody staff should ensure that the needs of children in custody are understood 
and their welfare is safeguarded, including keeping them separately and away 
from adults. 

4.10 Details on the whiteboard terminals should only be available to custody staff.  

Safety 

4.11 Custody sergeants carried out risk assessments, which considered issues concerning health, 
self-harm and individual needs. These assessments were consistently thorough throughout 
the inspection, focusing on potential vulnerabilities, and were appropriately adjusted for 
detainees who were incoherent due to excessive alcohol intake. Information previously 
recorded on the police national computer (PNC) was taken into consideration, along with a 
range of other indicators. Our CRA confirmed a high level of detail being used to determine 
risk, including a detainee’s mood and demeanour, and that risk assessments and care plans 
were updated throughout custody as new information became available.  

4.12 Depending on their presenting vulnerabilities, detainees were assigned a level of observations 
and checks. These levels appeared proportionate, reviewed regularly, based on ongoing 
assessments, and changed appropriately. Thirty-minute checks were automatically applied to 
children and young adults, owing to their potential vulnerabilities. Custody staff understood 
the importance of, and techniques for, rousing intoxicated detainees to obtain a satisfactory 
response. Our CRA revealed that there was good recording of when rousal checks took 
place and when a detainee was slow in responding. During the inspection, several detainees 
were assessed as exhibiting varying degrees of self-harm behaviour. They were sensitively 
managed and their risk assessments reflected decisions about their cell allocation in the suite, 
with observations varying from hourly to the constant presence of an officer outside the cell, 
with the door open, watching the detainee for any sign of deterioration in mood or health. 
We observed cell call bells being responded to promptly. 

4.13 All detainees were subject to the removal of footwear and any corded clothing, regardless of 
any risk posed. Alternative disposable footwear was offered for use while in detention. All 
staff carried anti-ligature knives. 

4.14 There were disparities in the way that shift handovers took place. Shift patterns did not 
facilitate a whole team handover as sergeants and CDOs started their shifts at different 
times. CDOs conducted their handover as a whole team, between themselves, whereas 
custody sergeants handed over one-to-one with the incoming sergeant at their booking-in 
desk. This introduced the opportunity for vital information to be missed between different 
staff and different teams. The handovers we saw, however, were thorough, well structured 
and provided an excellent level of information about each detainee and the progress of their 
case. Sergeants reassured us that, in the event of a change or a staff break, they would brief 
and handover to the incoming sergeant, thereby mitigating any opportunity for information 
to be missed. 

4.15 Pre-release risk assessments, known in the force as ‘exit strategies’, were completed for all 
detainees on release and generally contained a good level of detail. Most custody records 
recorded how the detainee was getting home, showing that consideration had been given to 
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ensuring the safety of the detainee after release. Records showed that officers had taken 
detainees home and that detainees were able to make telephone calls to arrange transport 
from family and friends. Custody officers also provided detainees with bus passes and train 
tickets when necessary.  

4.16 For detainees requiring additional support, an information sheet identifying other services 
was available, and custody sergeants were diligent in providing this leaflet to detainees. 

Recommendations 

4.17 The force should implement the handover practice recommended in the 
National College of Policing Authorised Professional Practice in ensuring that all 
handovers are conducted with the involvement of all staff on duty. 

4.18 Footwear and clothing restrictions should be subject to individual risk-
assessment. 

Use of force 

4.19 Use of force in custody was recorded on the detainee’s general custody record; there was 
no specific form on which to record it, making it difficult to isolate and identify patterns and 
trends, or provide any meaningful analysis of its use in custody. This meant that there was no 
overall information about how often it was used, how to learn from past incidents or holding 
staff to account for it (see also section on strategy and main recommendation 2.36).  

4.20 We were told that decisions on the need for handcuffing were made individually, subject to a 
dynamic risk assessment by the escorting police officer, and our observations supported this. 
On one occasion during the inspection, a detainee remained handcuffed until he came to the 
custody sergeant’s desk, where they were removed following a discussion about expected 
behaviour and a warning that they would be replaced if the detainee showed signs of 
violence. The handcuffs were not subsequently reapplied, even when the detainee showed 
signs of agitation, and the custody sergeant demonstrated good de-escalation and 
communication skills.  

4.21 Searching procedures were proportionate, and our observations and discussions with 
detainees reassured us that strip-searching was not routine. However, when searches were 
conducted, the recording of such searches in individual custody records was inadequate and 
often failed to demonstrate the reasons for the level of search carried out, the gender of the 
detainee, the staff undertaking the search and the results of the search. In our CRA, we 
found two cases where clothes might have been removed during detention; the provision of 
additional clothes was noted in the property log which meant that these clothes had been 
removed after booking in. It was not clear in what circumstances the clothes had been 
removed or if a search, or strip-search, had been conducted.  

Recommendation 

4.22 Decisions surrounding the level of searching applied, the authorising officer, the 
gender of searching staff and subsequent outcomes should be recorded in the 
custody record. 
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Physical conditions 

4.23 The cleanliness and general maintenance of the new facility was outstanding. Regular 
attention was paid to maintaining a very high standard and staff clearly cared about the 
environment in which detainees were held, and maintained daily records of cell checks and 
cleaning records.  

4.24 In-cell sanitation facilities were located out of the direct sight of cell-door observation flaps, 
although, if necessary, for safety reasons, detainees could be seen in the panoramic ceiling 
mirrors and the pixelated CCTV coverage. Hand-washing facilities were available in-cell but 
provided only cold water, which was metered to one five-second burst every 15 minutes, 
which was over-restrictive.  

4.25 Fire evacuation exercises, including actual and desk top exercises, were conducted regularly 
and recorded. 

Detainee care 

4.26 We saw cells being well prepared and sanitised before and between uses. Each cell was 
provided with a mattress, pillow and anti-rip blanket.  

4.27 Detainees whose clothing was removed for evidential or hygiene reasons had access to a 
wide range of clothing (usually tracksuit bottoms, T-shirts, sweatshirts and plimsolls or 
disposable slippers), in a wide range of sizes, and also disposable underwear.  

4.28 Toilet paper was not issued routinely; it had to be requested in all cases, regardless of any 
risk assessment. All showers were in a good condition and provided appropriate privacy. 
Personal hygiene items such as feminine hygiene packs and safety razors were available. 

4.29 The exercise areas were small and bare, with no seating. Our CRA showed that few 
detainees had used the exercise yards, although records did not indicate whether exercise 
had been offered. 

4.30 A wide range of microwave meals was available, and both food and drink were provided at 
mealtimes and on request. Meals were prepared in the kitchen, which was clean, and 
temperature records of the meals were maintained.   

4.31 A range of books and other reading materials were available, in several different languages, 
although they did not always reflect the likely nationalities of detainees at the suite. Closed 
visit facilities were available but we were told that they were rarely used. 

4.32 The suite was entirely non-smoking. A nicotine replacement programme was provided by 
the health care service.  

Recommendations 

4.33 A small supply of toilet paper should be placed in each cell, subject to a risk 
assessment.  

4.34 Visits should be available to vulnerable detainees. 
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Housekeeping point 

4.35 Custody records should record whether exercise has been offered. 
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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 Custody sergeants and inspectors told us that operational officers did not always understand 
when alternatives to arresting a person should be used (i.e. PACE code G1). Custody 
sergeants were confident to refuse detention when the circumstances did not merit arrest, 
and provided us with details of such cases. The force told us that they were collecting data 
on the refusal of detention, to understand the scope and extent of any information and 
training required. This exercise was in its initial stages and no data were available yet. 
Custody sergeants were competent when booking in detainees, operational staff fully 
explained the circumstances of the arrest and custody officers asked appropriate additional 
questions.   

5.2 Custody throughput had decreased by 18% between 2012/13 and 2014/15 (see also section 
on strategy). Alternatives to custody were available in the form of voluntary attendance,2 and 
the force had appropriately provided facilities outside of the custody suites for this purpose. 
Custody staff were unclear about how often voluntary attendance was used as the force did 
not collect data on its use (see also section on strategy and main recommendation 2.36). It 
was therefore difficult to attribute the positive downward decline in custody throughput to 
strategic drivers. 

5.3 Our analysis of 30 custody records showed that the average length of detention in the 
previous year had been 13 hours and 42 minutes, with four detainees held for more than 24 
hours; this varied from data supplied by the force, which showed the average detention time 
for this period to be 12.4 hours. We were told that the force was working to improve the 
prompt investigation of cases so that detainees could be bailed, released or transferred from 
custody expeditiously.  

5.4 We were told that there were unnecessary and prolonged detentions of some people 
because of the imposition of automatic rest periods or slow progression of cases. During the 
inspection, a detainee was not taken to court on the day he was due to go, owing to an 
ongoing investigation of another offence; this meant that he spent the night in custody. The 
custody sergeant reviewing the case concluded that the detainee should have been taken to 
court while the other offence was being investigated, and should not have spent the night in 
custody. 

5.5 We saw detainees being booked in promptly after arrival at the custody suite. In our CRA, 
the average time that detainees waited between arrival at the custody suite and authorisation 
of their detention was 10 minutes, which was a considerable improvement on the previous 
waiting times at the old custody suites, before relocation to the single site. 

 
 

1 PACE Code G refers to the Police and Criminal Evidence Act 1984, Code G, which is the code of practice for the 
statutory power of arrest by police officers. 
2 Usually for lesser offences, suspects could attend by appointment at a police station to be interviewed about alleged 
offences. This avoids the need for an arrest and subsequent detention in police custody. 
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5.6 No immigration detainees were booked in during the inspection. Custody staff reported a 
good relationship with Home Office immigration enforcement officers. Data supplied by the 
force confirmed that 73 immigration detainees had been held in the previous 12 months. The 
overall average time that they had spent in custody was just over 21 hours, before they were 
generally moved to immigration removal centres. 

5.7 Staff assured us that the custody suite was never used as a place of safety for children under 
section 46 of the Children Act 1989.3  

5.8 Custody staff told us that they would only keep a child in police custody overnight in 
exceptional circumstances. According to the data provided by the force, there had been a 
large reduction in the number of children being brought into custody, from 1,378 in 2012/13 
to 884 in 2014/15, only seven of whom had been held overnight because they had been 
charged and could not be bailed. Custody staff had not requested either safe or secure 
accommodation from the local authority. They told us that they had never known 
accommodation to be made available by the local authority for such children. It was not 
clear, however, if custody staff understood the distinctions between safe and secure 
accommodation (see also section on strategy and main recommendation 2.37). 

5.9 In our CRA, two children had been detained in custody overnight, one of whom had been 
arrested at midnight and held until the next afternoon. Investigations had continued during 
the night but there was no evidence that alternative accommodation had been sought for 
this child. The second child had been held in custody before appearing in court, for a total of 
46 hours. Alternative accommodation had been sought but no secure accommodation had 
been available. Foster care had been available but declined by the sergeant; it was not clear 
from the records whether this care had been appropriate and declined through a lack of 
understanding.  

5.10 Custody staff knew about their responsibilities in contacting AAs when dealing with 
vulnerable adults or children under the age of 18 years. Family or friends were contacted in 
the first instance to act as an AA. All custody sergeants were aware of the availability of a 
guidance document to assist people acting in this capacity to understand the importance and 
parameters of this role. In the absence of family members, the CCP provided AAs for 
vulnerable adults and children. They provided a prompt service, which operated until 10pm. 
Custody staff were positive about the service provided by the CCP and said that it was an 
important tool in progressing investigations in a timely manner. We saw AAs attending the 
custody suite quickly and providing a good level of support to some vulnerable detainees.  

5.11 All young people were read their rights on arrival into custody, and then again when the AA 
was present; when relevant, the AA also attended interviews. 

5.12 A professional telephone interpreting service was available to assist in the booking-in process 
through the use of loudspeaker telephones, which lacked privacy and could be difficult to 
hear when the suite was busy. Staff told us that a good face-to-face interpreter service was 
also available for interviews. In our CRA, four detainees had required some form of 
interpreting service and there was evidence of telephone interpreting being used during the 
booking-in process for all of them. 

 

 
 

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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5.13 During booking-in, CDOs advised detainees of their three main rights (the right to have 
someone informed of their arrest, the right to consult a solicitor and access free 
independent legal advice, and the right to consult the PACE codes of practice). All detainees 
were offered a written notice setting out these rights and entitlements while in custody. 
CDOs were able to access these documents in foreign languages for non-English-speaking 
detainees, and there was also a version in Braille. Most custody staff were also aware of the 
easy-read pictorial version of detainees’ rights and entitlements (for young people or people 
who had difficulty in reading and understanding the other version), which was available on 
the Home Office website. 

Recommendations 

5.14 Gloucestershire police should monitor the refusal of detention and take 
appropriate action to ensure that operational staff understand and effectively 
implement PACE code G. 

5.15 Suitable telephone equipment should be provided in the suite to facilitate private 
telephone interpreting. 

Rights relating to PACE 

5.16 We saw detainees being told that they could read the PACE codes of practice during the 
booking-in process, but these were not routinely shown or explained by custody staff. There 
were sufficient copies of the up-to-date PACE code C available in the suite. Criminal 
Defence Service posters informing detainees of their right to free legal advice were not 
displayed.4  

5.17 All detainees were offered free legal representation, and detainees wishing to speak to legal 
advisers on the telephone were able to do so, but it was not sufficiently private as the two 
telephones were located near the booking-in desks. There were sufficient, well-equipped 
consultation and interview rooms where detainees could speak in private with their legal 
advisers. We saw legal advisers being given custody record summaries without having to 
request this facility. In our CRA, all detainees had been offered legal advice. Records showed 
that legal advisers had been contacted shortly after the requests were made. Legal advisers 
we spoke to reported good relationships with custody staff. We saw staff asking detainees if 
they wanted someone to be informed of their arrest and detention, and staff were prompt at 
facilitating this.   

5.18 Reviews of detainees were undertaken by dedicated custody and operational inspectors 
across the force area. We did not observe any reviews taking place, but in our CRA most of 
the reviews had been undertaken in person by inspectors, rather than over the telephone. In 
our review of 20 custody records, 10 had been undertaken on time, five had been early, four 
had been late and one had not been conducted at all as the detainee had been taken into 
hospital. Eight of the reviews had taken place while the detainee was asleep but it was not 
clear if the detainee had been reminded of their rights when they awoke, as required by 
PACE. Overall, we were satisfied that PACE reviews were timely and appropriate. 

 
 

4 The Criminal Defence Service has produced a poster titled ‘You need a solicitor’; this explains to detainees that they are 
entitled to legal advice free of charge and this message is reproduced on the poster in a range of languages. We expect to 
see this poster, or an equivalent version, displayed in every police custody suite. 
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5.19 There was an effective system for collecting DNA samples taken in custody. These were 
kept in a freezer until they were collected for processing. 

5.20 Custody staff told us that the local magistrates’ courts would not normally accept detainees 
after 3pm on weekdays or after 10am on Saturdays, which was too early. A prisoner escort 
contractor was available for both morning and afternoon courts; however, staff said that they 
would not normally contact them for an afternoon court, opting instead to take detainees to 
court in police vehicles, to ensure that they did not remain in custody longer than necessary 
if the contractor did not arrive in time. 

Recommendations 

5.21 Detainees should be able to make telephone calls to legal representatives in 
private.  

5.22 Detainees should be informed of any reviews carried out while they are sleeping, 
and a record to that effect should be made in the custody record. 

5.23 Senior police managers should work with HM Courts and Tribunals Service to 
ensure that early closure times do not result in unnecessarily long stays in police 
custody. 

Housekeeping point 

5.24 Posters detailing detainees’ right to free legal advice in a range of languages should be 
prominently displayed in all custody suites. 

Rights relating to treatment 

5.25 Information about the complaints process was contained in the rights and entitlement leaflets 
but no Independent Police Complaints Commission (IPCC) leaflets were available. There 
were some inconsistencies in how complaints were dealt with. Inspectors told us that if a 
detainee wished to make a complaint regarding a custody matter, the custody inspector 
would speak to them while they were in custody, in an attempt to resolve the issue. Custody 
staff we spoke to, however, told us that a record would be noted on the custody detention 
log and the detainee would be advised to make their complaint once they had left custody, 
either by attending at a police station front counter or reporting it online via the force or 
IPCC websites. They said that the only exception would be if someone complained of 
assault, in which case photographs would be taken and a duty inspector would be informed; 
however, we were aware of one case, involving a 16-year-old boy, where this had not 
happened. His custody record showed that he alleged that he had been assaulted, claiming to 
have been kneed in the stomach during his arrest. Despite telling the custody sergeant this, 
there had been no attempt either to ascertain if he wanted to make a complaint or to submit 
a complaint on his behalf, which was unsatisfactory. 

Recommendation 

5.26 Detainees should be able to make a complaint while they are still in custody.
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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 G4S Medical Services provided health services in police custody. Contract monitoring 
arrangements were effective, although there were no penalties for under-performance. We 
were told that this would be rectified in a new contract related to NHS commissioning from 
April 2016.  

6.2 Detainees were cared for by HCPs, comprising both doctors and nurses, with the 
appropriate competencies. The HCPs we observed were respectful and careful to preserve 
the privacy and dignity of detainees. All the detainees we spoke to were complimentary 
about the care they received from HCPs. They were able to see an HCP of the gender of 
their choice, although this could entail an extended wait.  

6.3 Clinical governance was good and included arrangements for HCP credential checking, 
training and supervision, although clinical supervision was largely informal. There was regular 
audit of clinical notes and secure storage of medical records. 

6.4 The new custody suite contained two excellent medical rooms, both suitable for taking 
forensic samples. A recent NHS England audit of infection control had created a plan to 
address some minor issues, with which we agreed. Cleanliness in one of the rooms was 
below the expected standard; action was taken to rectify the deficiencies once they were 
pointed out.  

6.5 A further ‘partnership’ room was available to HCPs. The room was used as an office by 
substance misuse and mental health workers. Cabling was in place for mental health workers 
to access the 2gether Trust client information management system, but there was no 
computer workstation, which affected clinical efficiency. 

6.6 All equipment (including two strategically sited automated external defibrillators) was ready 
for use and regularly checked. There were some out-of-date sterile supplies, replacements 
for which had been ordered. All staff had been trained to recognise and respond to medical 
emergencies and knew where to find the equipment. 

Housekeeping point 

6.7 The nature of the cleaning required in the clinical rooms should be specified for the domestic 
staff.  

Patient care 

6.8 We observed custody staff to be professional in undertaking their role. Detainees were risk 
assessed on entry to the custody suite, using a standard set of medical questions. At the time 
of the inspection, these questions were under review, in an attempt to make the language 
more accessible to detainees and their families.  
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6.9 HCPs were on call at all times, and saw around 45% of detainees. Custody staff told us that 
the G4S response times were good. In the three months to the end of February 2015, the 
target of seeing 90% of referrals within 60 minutes had been slightly exceeded. Response 
time were monitored closely and action taken when exceptions occurred. 

6.10 We sampled clinical records and spoke to HCPs making entries. Records contained 
standardised assessment tools, and detainee care plans conformed to contemporary clinical 
guidance. HCP records were of the highest professional standards.  

6.11 After seeing a patient, the HCP would share information as necessary with custody staff. 
Custody staff made entries about medical advice/instructions on the detainee custody record 
system, and we were satisfied with this arrangement. However, HCPs expressed concerns 
about this system as it posed some risks. For example, some entries were too brief because 
the system provided little space to write notes. Sometimes, the only note on the system was 
to cross-reference with, and seek additional information from, written notes; the system did 
not flag or prompt the need for medication at the time required. During busy times, this 
could lead to omissions or late administration of medication. 

6.12 An appropriate array of medicines was available for prescription by doctors or by nurses 
using patient group directions (PGDs), which enable nurses to supply and administer 
prescription-only medicine. We could not locate a copy of signatories who used the PGDs, 
but we were told that it had been removed for updating. Medicines for patients were stored 
in individual locked cabinets until the time of administration. Both opiate substitution and 
nicotine replacement therapies were available. 

6.13 Medicines supply, storage and administration were to best practice standards. Telephone 
audit of controlled drugs on each occasion of administration was supported by daily and 
weekly checks. It was also possible to audit the disposal of unused medications, which was 
recorded so that it could be tracked. 

6.14 The police kept a separate stock of standard over-the-counter remedies (such as 
paracetamol and ibuprofen), which were administered after telephone consultation with a 
doctor. There were some loose foils in the cabinet, which were tidied up when this was 
pointed out.  

Recommendation 

6.15 The detainee custody record should be improved to ensure that medical need-
to-know information and treatment requirements are prominently displayed.  

Substance misuse 

6.16 According to our CRA, about 30% of detainees were intoxicated by alcohol or drugs on 
entry to police custody. Turning Point, a third sector organisation, provided substance 
misuse services and The Independence Trust, also a third sector organisation, provided 
alcohol services to adults. Custody staff said that both organisations were supportive.  

6.17 Detainees were offered the services of drug arrest and referral workers, although in our 
CRA this had not always been documented in detainee records. Drug workers visited the 
custody suite daily and contacted all detainees during the visits. 

6.18 Services were only available during office hours, although consideration was being given to 
introducing drug testing on arrest and extended hours. Out of hours, custody staff made 
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appointments for detainees with Turning Point. The police introduced detainees with alcohol 
problems to The Independence Trust.   

6.19 There was appropriate use of conditions of bail to ensure engagement with services, and 
Turning Point indicated that this was effective in engaging service users after the bail 
condition had ceased. 

6.20 Leaflets providing harm minimisation advice was given to detainees and they were signposted 
to services offering condoms and clean needles as appropriate. Children were signposted to 
age-appropriate services. Turning Point staff liaised closely with court, community and prison 
staff, and with drug intervention programme workers. 

Mental health 

6.21 The 2gether NHS Trust provided mental health services, which custody staff said were 
excellent. Custody staff had had mental health awareness training and mental health 
practitioners (MHPs) told us that the referrals they received were appropriate.   

6.22 In our CRA nine detainees, out of 30 had said that they had mental health problems. Liaison 
and diversion from custody was offered by MHPs during the day, but not out of hours. Since 
April 2015, the MHPs had also been contracted to see children in custody. 

6.23 There were good strategic and operational fora in which the police and 2gether Trust 
managers met to ensure the effective mental health care of detainees, including information-
sharing protocols, and plan service developments. There were funded plans to extend 
working hours into the evenings and weekends, for which recruitment was under way. There 
were also advanced plans to embed MHPs into the police communications centre, which 
would assist in identifying mental ill health and diverting vulnerable people from custody. We 
saw MHPs arranging for diversion from custody as part of the 2gether crisis resolution team 
in Gloucester. Out-of-hours Mental Health Act assessments were arranged via the local duty 
team, although response times were sometimes excessive – up to 24 hours, according to 
some custody staff, which was unacceptable and required immediate improvement. 

6.24 Police custody had been used as a place of safety under section 136 Mental Health Act 
(1983)5 on 74 occasions in 2014/15, which was high, although there had been a continuing 
downward trend over the previous three years. The 2gether Trust offered NHS section 136 
facilities at the Maxwell Unit, which was used daily. The unit provided a place of safety for 
vulnerable mental health patients who would otherwise be detained in a police cell. Staff 
there indicated that detainees brought to the unit were appropriate for mental health 
assessment.  

Recommendation 

6.25 Response times for the Mental Health Act assessments out of hours should be 
monitored and action taken to improve response times, as necessary. 

 
 

 
 

5 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 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 Mental Health Practitioner, and for the 
making of any necessary arrangements for treatment or care. 
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Section 7. Summary of recommendations 
and housekeeping points 

Main recommendations 

7.1 Gloucestershire Constabulary should ensure that quality assurance processes and use of 
force data provide a robust assessment of standards in custody practices to provide safe 
outcomes for detainees. (2.36) 

7.2 The Police and Crime Commissioner and Chief Officer Group should act with their 
counterparts in the local authority and instigate an immediate review for the provision of 
local authority accommodation under section 38(6) PACE 1984 for children and young 
people, and monitor performance data to ensure that young people are not unnecessarily 
detained in police cells. (2.37) 

Recommendations 

Strategy 

7.3 Future recruitment processes for independent custody visitors should focus on improving 
the diversity of visitors to reflect the communities of Gloucestershire. (3.10) 

7.4 Gloucestershire Constabulary should work with Resource Ltd to include civilian detention 
officers in the regular custody refresher sessions held with custody sergeants. (3.15) 

Treatment and conditions 

7.5 Custody staff should ensure that the needs of children in custody are understood and their 
welfare is safeguarded, including keeping them separately and away from adults. (4.9) 

7.6 Details on the whiteboard terminals should only be available to custody staff. (4.10) 

7.7 The force should implement the handover practice recommended in the National College of 
Policing Authorised Professional Practice in ensuring that all handovers are conducted with 
the involvement of all staff on duty. (4.17) 

7.8 Footwear and clothing restrictions should be subject to individual risk-assessment. (4.18) 

7.9 Decisions surrounding the level of searching applied, the authorising officer, the gender of 
searching staff and subsequent outcomes should be recorded in the custody record. (4.22) 

7.10 A small supply of toilet paper should be placed in each cell, subject to a risk assessment. 
(4.33) 

7.11 Visits should be available to vulnerable detainees. (4.34) 
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Individual rights 

7.12 Gloucestershire police should monitor the refusal of detention and take appropriate action 
to ensure that operational staff understand and effectively implement PACE code G. (5.14) 

7.13 Suitable telephone equipment should be provided in the suite to facilitate private telephone 
interpreting. (5.15) 

7.14 Detainees should be able to make telephone calls to legal representatives in private. (5.21) 

7.15 Detainees should be informed of any reviews carried out while they are sleeping, and a 
record to that effect should be made in the custody record. (5.22) 

7.16 Senior police managers should work with HM Courts and Tribunals Service to ensure that 
early closure times do not result in unnecessarily long stays in police custody. (5.23) 

7.17 Detainees should be able to make a complaint while they are still in custody. (5.26) 

Health care 

7.18 The detainee custody record should be improved to ensure that medical need-to-know 
information and treatment requirements are prominently displayed. (6.15) 

7.19 Response times for the Mental Health Act assessments out of hours should be monitored 
and action taken to improve response times, as necessary. (6.25) 

Housekeeping points 

Treatment and conditions 

7.20 Custody records should record whether exercise has been offered. (4.35) 

Individual rights 

7.21 Posters detailing detainees’ right to free legal advice in a range of languages should be 
prominently displayed in all custody suites. (5.24) 

Health care 

7.22 The nature of the cleaning required in the clinical rooms should be specified for the domestic 
staff. (6.7) 
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Good practice 

Strategy 

7.23 The custody refresher sessions and meetings with external partners with an interest in 
custody matters facilitated information exchange and the development of safe custody 
provision. (3.16) 
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Section 8. Appendices 

Appendix I: Inspection team 

Maneer Afsar HMIP team leader 
Paul Rowlands HMIP inspector 
Vinnett Pearcy HMIP inspector 
Paul Davies HMIC lead staff officer 
Paul Tarbuck HMIP health services inspector 
Liz Wands-Murray Care Quality Commission inspector 
Joe Simmonds HMIP researcher 
Jessica Kelly HMIP researcher 
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