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Section 1. Introduction 

This is a report in a series of inspections of court custody facilities carried out by HM Inspectorate of 
Prisons. These inspections contribute to the United Kingdom’s response to its international 
obligation to ensure regular and independent inspection of all places of detention. The inspections of 
court custody look at strategy, individual rights, and treatment and conditions, including health care. 
They are informed by a set of Expectations for Court Custody1 about the appropriate treatment of 
detainees and conditions of detention, which have been drawn up in consultation with stakeholders. 
We expect there to be a clear strategy for and leadership of the custody function; that detainees are 
held for the shortest time possible; and that their rights are respected. While detainees are in 
custody we expect them to be safe and treated decently according to their individual needs. We 
expect any health needs they have to be dealt with effectively. 

In Staffordshire and West Mercia, 14 courts had custody facilities that were in use and there was one 
tribunal hearing centre; the inspection visits included an inspection visit at a weekend. GEOAmey had 
been contracted to provide court custody and escort facilities. 
 
We found relationships between HM Courts & Tribunals Service (HMCTS), prisoner escort and 
custody services (PECS) and the court contractor to be positive and productive, which meant 
detainees at most courts were held in clean and safe conditions; HMCTS also checked conditions 
routinely. The most vulnerable detainees had their court hearings prioritised and regular meetings 
were held so court custody staff could highlight any issues affecting detainee care. These relationships 
and meetings were embedded and worked well in Staffordshire but more work needed to be done 
to ensure they operated to the same good standard in West Mercia.   
 
Staffing levels at some courts had a significant impact on detainees. For example, detainees were not 
being brought before the court at the prescribed time and the lack of available vehicle crews was 
leading to delays getting detainees to prison which was poor. There was no basic risk assessment and 
custody staff received no training and little guidance on how to respond appropriately to detainees’ 
diverse and immediate needs.  
 
Despite several recommendations on previous court custody facility inspections, neither HMCTS nor 
the contactor had a safeguarding procedure so that custody staff could ensure detainees were 
released safely. The current pre-release process only involved giving vulnerable detainees a travel 
warrant. Custody staff were not aware they had a duty of care extending beyond the confines of the 
custody suite.   
 
Most staff in court custody across Staffordshire and West Mercia interacted well with detainees; they 
were friendly and respectful. Despite figures indicating that force was rarely used to restrain non-
compliant detainees, we were not confident that all such incidents were recorded. Custody staff 
were expected to handcuff all detainees at all times when moving them around the custody suites, 
which was not always necessary or proportionate, particularly where children were concerned. 

 

 

 
 
1 http://www.justice.gov.uk/inspectorates/hmi-prisons/expectations.htm 
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Custody staff required basic training to identify and manage detainees with mental health problems. 
Some custody staff demonstrated a reasonable understanding of drug and alcohol issues but lacked 
formal training in these risks.  
 
This report raises concerns about safety, as well as staff training, and we have made a number of 
recommendations that would contribute to improvements in the care of detainees, particularly the 
most vulnerable.   
 
 
 
 
Peter Clarke CVO OBE QPM April 2016 
HM Chief Inspector of Prisons 
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Section 2. Background and key findings 

2.1 This report is part of the programme of inspections of court custody carried out by HM 
Inspectorate of Prisons. These inspections 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 Inspectorate of Prisons is one of several bodies making up the NPM in the 
UK. 

2.2 The inspections of court custody look at strategy, individual rights, and treatment and 
conditions, including health care. They are informed by a set of Expectations for Court Custody2 
about the appropriate treatment of detainees and conditions of detention, which have been 
drawn up in consultation with stakeholders. 

2.3 The inspection, completed over two weeks, consisted of observations, talking to staff and 
detainees and looking at policies and case records. We visited 14 court custody suites and 
one tribunal hearing centre; the visits included one weekend.  

2.4 The table below outlines the courts and tribunal hearing centre, number of cells and the 
throughput of each custody suite: 

Custody suites Number of cells Throughput  
(Aug 2015 – Jan 2016) 

Staffordshire courts   

Stoke-on-Trent Combined Court  
(crown and magistrates’ court) 

9 270 

Stafford Combined Court 
(crown and magistrates’ court) 

9 301 

Burton-upon-Trent Magistrates’ Court Shared facility with the police 295 
Cannock  Magistrates’ Court 8 374 
North Staffordshire Justice Centre 12 875 
Stoke-on-Trent Tribunal Hearing Centre Holding room 4 (Sept 2015 – Feb 2016) 
West Mercia Courts   
Shropshire   
Shrewsbury Crown Court 10 237 
Shrewsbury Magistrates’ Court  13 190 
Telford Magistrates’ Court  14 415 
Worcestershire   
Worcester Crown Court 7 341 
Worcester Magistrates’ Court  14 525 
Redditch Magistrates’ Court  10 271 
Kidderminster Magistrates’ Court 10 145 
Herefordshire   
Hereford Crown Court  4 76 
Hereford Magistrates’ Court 10 210 

                                                                                                                                                                      
 
2 http://www.justiceinspectorates.gov.uk/hmiprisons/about-our-inspections/inspection-criteria/ 
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Leadership, strategy and planning 

2.5 HM Courts & Tribunals Service (HMCTS) in Staffordshire and West Mercia operated as a 
single ‘cluster’ led by a cluster manager and Justices Clerk and three operations managers 
(crime and civil) and two Deputy Justices Clerks. There were 10 delivery managers, each of 
whom were responsible for the crown courts, magistrates’ courts, civil courts and tribunal 
hearing centre. Prisoner Escort and Custody Services (PECS), part of the National Offender 
Management Service, commissioned GEOAmey to manage court custody and provide escort 
services on behalf of HMCTS in Staffordshire and West Mercia.  

2.6 HMCTS, PECS and the court contractor, GEOAmey, had a positive working relationship, 
which focused on the efficient operation of the court and custody. HMCTS took 
responsibility for the conditions of the court cells and reasonable structures were in place so 
custody and court staff could communicate on a daily basis, particularly where prioritising 
vulnerable detainees was concerned. HMCTS delivery managers carried out regular visits to 
the court custody suites in Staffordshire and Shropshire but not consistently in West Mercia. 
Team information briefings (TIBs), facilitated by HMCTS, focused well on vulnerable 
detainees and staff felt they helped improve communication between HMCTS and 
GEOAmey.  

2.7 Court custody staff shortages affected the amount of time detainees spent in court custody 
and how long they waited to be transferred to prison. These issues were not consistently 
escalated to PECS contract delivery managers.  

2.8 All agencies used the lay observer3 reports to highlight any issues in the court custody suites; 
improvements in the condition of some of the suites had been made as a result. 

2.9 PECS contract delivery managers raised the profile of detainee care and safety at their 
meetings. Action arising from PECS audits was not adequately progressed. We were not 
confident that court custody staff were briefed sufficiently on the outcome of audits 
particularly where improvements were needed or when good practice was highlighted. Use 
of force data were inaccurate. 

2.10 Immigration tribunal hearings were conducted remotely via video link where possible; across 
the Staffordshire and West Mercia cluster 90% of those eligible had their cases heard 
remotely. The figures were much lower (40%) for hearings in the crown courts but had 
improved over the previous six months following the efforts of HMCTS managers and the 
judiciary.  

2.11 There was no HMCTS safeguarding policy or protocol. GEOAmey had a child protection 
policy, including a reporting process. Most court custody staff across Staffordshire and West 
Mercia did not know how to report a safeguarding concern if one arose. 

Individual rights 

2.12 Despite arrangements for court enforcement officers, who execute warrants on behalf of 
courts, to deliver compliant individuals directly to the court, they were taken to the court 
cells, which was unnecessary. Courts generally prioritised cases involving vulnerable adults 

 
 
3 Lay observers are independent unpaid volunteers whose role is to monitor the welfare of detainees in the 
care and custody of the escort contractors. 
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and children to reduce their time in court custody. However, where some children were 
concerned, this was not always the case.  

2.13 Detention warrants were generally produced promptly, except at North Staffordshire Justice 
Centre where in several cases they took more than two hours due to the centralised 
administrative system.  

2.14 Only four detainees had been held at the tribunal hearing centre in the previous six months; 
there were no detainees at the centre during the inspection. Records we reviewed showed 
that detainees were admitted to court throughout the day, which was good.  

2.15 Detainees were not consistently advised of their rights across the suites and not all staff 
checked if the detainee could read. The leaflet produced by GEOAmey was clear, concise 
and helpful, but we saw very few being handed out. Legal arrangements were good. 

2.16 Custody staff used the court-appointed interpreter to check how a detainee was feeling if 
they could not speak English, but we did not see this taking place and the service was not 
routinely available when a detainee was initially admitted into custody.  

2.17 Data provided by GEOAmey recorded only one complaint in the six months prior to our 
inspection across all the court custody suites. Detainees were not routinely told on arrival 
that there was a complaints procedure.   

Treatment and conditions 

2.18 Cleaning arrangements for vehicles used to transport detainees were not adequate and many 
of the vehicles we inspected were dirty and unpleasant. The partition was not always used to 
separate women and children from men transported in the same vehicle, which did not 
comply with the contractor’s policy. 

2.19 Most vehicle docks were secure, provided detainees with privacy and protected them from 
media or public attention. Where there was no secure vehicle dock, staff tried to ensure 
detainees got on and off vehicles as safely and securely as possible. 

2.20 Custody staff were friendly and polite towards detainees. A newly introduced ‘reception 
sheet’ was used at some courts to find out what detainees’ specific needs were, which was 
good, but staff were not always adept at responding to them.  

2.21 Initial training for custody staff had a minimal focus on diversity and was not updated in light 
of new legislation or developments. There was no training on child protection and no 
specific provision for children; children did not have a named member of staff to care for 
them.  

2.22 Despite staff acquiring cushions, items of clothing and reading material for detainees, the 
overall provision was poor. All courts had respectfully stored boxes containing a wide range 
of religious articles and books. Detainees were not routinely asked if they wished to observe 
their religion. Food and drinks provision was good.  

2.23 Court custody staff briefings were mostly poor. They did not focus properly on detainees’ 
care, welfare or risks and did not always involve all staff. Some person escort records (PERs) 
received from the police and prisons contained inadequate information about the risks posed 
by the detainee.  
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2.24 There was no systematic risk assessment process. Detainees were rarely required to share 
cells but when they were a cell-sharing risk assessment was completed. Some staff were 
aware that risks were dynamic and we were assured they responded appropriately by 
increasing levels of observation and engagement appropriately if risk factors or circumstances 
changed.  

2.25 There was no formal pre-release planning. Arrangements varied widely across Staffordshire 
and West Mercia. All courts had stocks of rail warrants and petty cash for bus and taxi fares. 
Not all senior custody officers asked detainees if they had any issues or if they had enough 
money to get home.  

2.26 We were informed that few incidents involving the use of force against detainees had taken 
place, but we were concerned that not all incidents were being reported. The use of force 
forms we reviewed were completed thoroughly. Detainees were searched unnecessarily and 
many practices were inconsistent; handcuffing practices varied between courts; they were 
unwarranted, particularly in secure areas. Many staff told us they would routinely handcuff 
children. 

2.27 The majority of custody suites were in good condition; they were generally clean and 
contained minimal graffiti. Exceptions included Cannock Magistrates’ Court and Shrewsbury 
Crown Court which were dirty, oppressive and contained substantial amounts of graffiti. The 
tribunal hearing centre was clean and well maintained.  

2.28 Each court custody suite had access to health care advice from a specialist health adviser; a 
doctor was also available within four hours, which was too long. Contract monitoring data 
confirmed that the health adviser had only received six calls from six custody suites during 
the six months to January 2016. Health care interventions were appropriately recorded.  

2.29 All custody staff received first aid training on induction, including in basic life support skills, as 
well as three-yearly updates. However, we were concerned that the small number of 
reported problems meant training every three years was not frequent enough to ensure 
staff’s skills were adequate.   

2.30 Custody staff identified detainee health concerns from PER forms. Health interventions were 
consistently recorded on the form, however those we saw were variable; some had an 
appropriate amount of detail, while others contained little health information and generally 
failed to clarify health risks, which made it difficult for custody staff to provide effective care.   

2.31 Detainees arriving from police custody rarely came to court with any medications, even if it 
had been prescribed and administered while the detainee had been in custody. This was 
particularly a concern for detainees with ongoing alcohol withdrawal symptoms. Most 
custody staff we spoke to were not aware of the GEOAmey drug administration policy, but 
they all described appropriate safe practices and medicines were stored securely.   

2.32 Detainees with mental health problems were usually identified and assessed prior to arriving 
from prison or police custody. Established court liaison and diversion services, provided by 
three different NHS trusts, were available at five of the 16 courts. Some custody staff we 
spoke to showed a reasonable awareness of mental health issues and said they would 
welcome formal mental health awareness training to identify and manage detainees with 
mental health issues more effectively.  

2.33 The demand for substance misuse support services was low. Most staff were aware of the 
particular risks associated with alcohol withdrawal but focused less on the effects of opiate 
withdrawal; they lacked formal training in drug- and alcohol-related risks. 
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Main recommendations 

2.34 HMCTS, PECS and the escort and court custody contractor should investigate 
the reasons for the prolonged detention of detainees, including children, in court 
custody cells. Measures should be put in place to ensure detainees in custody 
have their cases prioritised where possible and are transferred and released 
without delay. 

2.35 Sufficient staff should be on duty at all times so that the safety and welfare of 
detainees and staff are maintained. 

2.36 Staff should complete a standard risk assessment for each detainee and receive 
training to do this.  

2.37 Handcuffs should only be used if necessary, justified and proportionate.  
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Section 3. Leadership, strategy and planning 

Expected outcomes: 
There is a strategic focus on the care and treatment of those detained, during escort 
and at the court, to ensure that they are safe, secure and able to participate fully in 
court proceedings. 

3.1 HM Courts & Tribunals Service (HMCTS) in Staffordshire and West Mercia operated as a 
single ‘cluster’ led by a cluster manager, a Justices Clerk and three operations managers 
(crime and civil) and two Deputy Justices Clerks. There were 10 delivery managers, each of 
whom were responsible for the crown, magistrates’ and civil courts and the tribunal hearing 
centre. The delivery managers, who reported to the operations managers, took charge of 
the day-to-day running of the courts and were the first point of contact for court custody 
staff if any problems affecting court custody operations arose; we found this system to be 
effective. HMCTS had a clear line-management structure in place for the cluster if any 
significant issues needed to be resolved. 

3.2 Prisoner Escort and Custody Services (PECS ), part of the National Offender Management 
Service, commissioned GEOAmey to manage court custody and provide escort services on 
behalf of HMCTS in Staffordshire and West Mercia. Two GEOAmey general managers had 
overall oversight and responsibility for court custody escort services but the day-to-day 
management was delegated to three area business managers. The contractual arrangement 
between PECS and GEOAmey was supervised by two PECS contract delivery managers. 

3.3 HMCTS, PECS and the court contractor GEOAmey had a positive working relationship, 
which focused on the efficient operation of the court and custody. HMCTS took 
responsibility for the conditions of the court cells and reasonable structures were in place to 
enable custody and court staff to communicate on a daily basis, particularly regarding the 
prioritisation of vulnerable detainees, although this was not effective at all courts (see 
paragraph 4.4). Delivery managers paid monthly visits to the court cells and a checklist was 
completed to identify any defects in the building. The schedule of visits was better developed 
in Staffordshire and Shropshire than in Hereford and Worcester where it had not been fully 
embedded. Court custody staff understood how to report any cleaning or maintenance 
issues and knew whom to contact at HMCTS if they needed to escalate a problem.   

3.4 Information was shared between GEOAmey and HMCTS during daily TIB meetings. Usually 
convened by the legal adviser in the magistrates’ courts and delivery manager in the crown 
courts, the meetings involved representatives from the Crown Prosecution Service, witness 
services and probation and court custody staff. The TIB meetings we observed focused well 
on vulnerable detainees whose court cases might have needed prioritisation. Court custody 
staff, who attended, had the opportunity to raise any issues from the previous day that were 
affecting custody operations. The meetings were well embedded in Staffordshire and Telford 
Magistrates’ Courts but had only recently started in West Mercia and Shrewsbury Crown 
Courts. HMCTS and court custody staff we spoke to were committed to attending the 
meeting and felt that it helped improve communication between HMCTS and court custody 
staff, although this was not the case across the cluster (see paragraph 4.4).  

3.5 Except for an annual court user group held at Shrewsbury Crown Court, no other court 
user meetings took place across the cluster. HMCTS told us that the TIB meetings gave all 
agencies a chance to resolve issues on a daily basis and that if a wider court user meeting 
was required at any of the other courts it would be arranged.  

3.6 The issue of court custody staff shortages, particularly in Staffordshire, was raised at many of 
the TIB meetings we attended; HMCTS asked if GEOAmey had sufficient staff to meet the 
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courts’ needs. HMCTS described the staffing of the court custody suites as the ‘bare 
minimum’. On several occasions before and during the inspection, insufficient staffing had 
meant detainees were not taken up to court when they were called and crown court docks 
were not staffed. Despite these concerns HMCTS did not routinely use the escalation 
process to notify PECS when this happened, mainly because the court could proceed with 
other cases. HMCTS and GEOAmey had not considered the impact on detainees waiting to 
appear in court or for a transfer to prison (see paragraphs 4.4 and 4.6). 

3.7 Lay observers were not active across the entire court cluster but they visited some of the 
courts regularly and more volunteers were being recruited to the scheme. All agencies used 
the lay observer reports effectively to highlight any issues in the court custody suites and 
along with regular cell visits carried out by HMCTS had led to improvements in the 
conditions of some of the suites, at Worcester Crown Court in particular.   

3.8 The PECS contract delivery managers (CDMs) convened quarterly meetings that involved 
GEOAmey and HMCTS representatives. The meeting mainly focused on contract issues but 
the CDMs initiated discussions about detainee care and safety, which were standing agenda 
items. They also completed a ‘safe, secure, decency and compliant’ audit at each of the 
courts. HMCTS and GEOAmey were required to address any issues raised from the audits; 
however, we saw outstanding action from previous audits repeated and it was unclear how 
the matter was being handled. Court custody staff we spoke to across the courts were not 
aware of the action plans that had been created following the audits. We were not confident 
that court staff were properly briefed on the outcome of audits, particularly where 
improvements were needed or when good practice was highlighted.  

3.9 PECS scrutinised all reports of force in court custody and complaints. Figures supplied by 
PECS recorded that in the 12 months prior to the inspection there had been 15 incidents 
involving force – nine in West Mercia and six in Staffordshire. We were not confident that 
these figures were accurate (see paragraph 5.36). 

3.10 Court and immigration hearings were conducted remotely via video link where possible and 
monitoring took place to improve its use. Figures supplied by HMCTS highlighted that 434 
hearings were conducted via video link between September 2015 and February 2016 and 
detainees only attended the tribunal hearing court on four occasions. Across Staffordshire 
and West Mercia use of the video link in magistrates’ courts had improved over the previous 
six months and 90% of those eligible had their cases heard remotely. In the crown court the 
figures were much lower (40%) but had improved in the previous six months following the 
efforts of HMCTS managers and the judiciary.  

3.11 There was no HMCTS safeguarding policy or protocol that set out for court staff and 
custody staff how vulnerable detainees, including children, would be protected from harm, 
abuse or maltreatment. Although the remit of some agencies working in the courts included 
the welfare and safety of detainees, custody staff received no guidance on dealing with 
vulnerable detainees, including children. GEOAmey had a child protection policy and a 
reporting process. Despite this, most court custody staff across Staffordshire and West 
Mercia were not sufficiently aware of the policy’s contents and did not know how to report 
a safeguarding concern if one arose.  

Recommendation 

3.12 There should be a safeguarding policy and all staff should be made aware of 
safeguarding procedures for children and adults at risk. 
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Section 4. Individual rights 

Expected outcomes: 
Detainees are able to obtain legal advice and representation. They can communicate 
with legal representatives without difficulty. 

4.1 HM Courts & Tribunals Service (HMCTS) confirmed there was an arrangement for court 
enforcement officers, who execute warrants on behalf of courts, to deliver compliant 
individuals directly to the court. Despite the arrangement, we observed this not  always to 
be the case – compliant individuals were taken to court custody suites; records we examined 
further confirmed this. As a result, these detainees were unnecessarily held in cells; they 
were also subjected to excessive handcuffing and searching procedures (see paragraphs 5.37 
and 5.38), which was disproportionate particularly for those who had approached the court 
enforcement officers voluntarily.   

4.2 Custody staff at all courts we visited said they had a good relationship with their local youth 
offending service (YOS). We observed that YOS staff contacted the court cells daily and 
attended when a child was detained in the court cells. There was a clear procedure at each 
court to ensure that youth offending service staff were informed of the children held in court 
cells each day, including Saturdays, so visits could be arranged and their needs, risks and 
circumstances presented to the court. Where we saw children detained, custody staff 
notified the court clerk that a child was in the court custody suite so their case could be 
prioritised to minimise the amount of time they were detained. Delays were, however, 
recorded at several courts; during a four-week period prior to our inspection, children had, 
in some exceptional cases, been held in court custody for several hours before they 
appeared in court. 

4.3 There were some delays in obtaining placement orders (which determine where children 
under 18 should be held securely) from the Youth Justice Board. Across the majority of 
courts, records showed waits of up to two hours to receive the placement orders. This 
meant transport to take children to secure accommodation was not booked promptly 
leading to delays, which was unsatisfactory.   

4.4 HMCTS local operating procedures outlined that custody cases should be prioritised where 
possible to acknowledge that these detainees had spent a night in police custody or travelled 
from prison. We saw this happen at most of the courts but there were some issues in West 
Mercia. At Kidderminster Magistrates’ Court, for example, we saw six detainees waiting to 
appear in court from custody at 2.50pm, the last of whom went to court at 4.33pm. At 
Redditch Magistrates’ Court, two vulnerable detainees were the last to appear in court at 
3.12pm and 3.35pm respectively, despite court custody staff requesting at 9am that their 
cases be prioritised due to their vulnerabilities. HMCTS was reviewing the latter cases to 
clarify if there were particular issues that prevented them from being heard sooner, such as 
the availability of paperwork or legal representatives.    

4.5 National guidance specifies that a detention warrant should be produced within 30 minutes 
of a court hearing or appearance; this was achieved at most courts across the court cluster. 
At North Staffordshire Justice Centre we found routine waits of more than two hours. 
HMCTS staff told us that the centralised administrative system made the 30-minute target 
difficult to achieve. We were told that handwritten warrants could be produced if urgently 
needed; however, records we reviewed showed that detainees were held longer than 
necessary in cells because of the protracted process of producing a warrant. Prisons 
accepted returning prisoners, who were involved in long trials, on an existing warrant 
without a new one having to be issued, provided their status remained unchanged, which was 
good. HMCTS delivery managers said this worked well: it reduced the volume of requests 
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for warrants and allowed staff to organise transport for returning detainees more promptly.   
There were no reported issues relating to obtaining authority to release prisoners from 
prisons in the catchment area. 

4.6 During the inspection we found some significant delays – up to five hours at some courts – 
in detainees being transported to prison following their court appearance. From records we 
reviewed we found regular delays of between three and five hours at Kidderminster 
Magistrates’ Court and Burton-upon-Trent and Shrewsbury crown courts, with the longest 
delay being over seven hours at North Staffordshire Justice Centre. These delays were 
excessive and resulted in detainees remaining in court custody cells for longer than 
necessary. Only four detainees had been held at the tribunal hearing centre in the previous 
six months and there were no detainees at the centre during the inspection. 

4.7 Detainees in police custody should be able to appear before a magistrates’ court as long as 
the court is sitting, which was what we observed at many of the courts across Staffordshire 
and West Mercia and in records we reviewed. In North Staffordshire Justice Centre, for 
example, we saw two detainees being brought to court late on a Saturday morning, which 
meant they did not have to be held in police custody over the weekend, which was good. 

4.8 Court custody staff, in exceptional circumstances, made a telephone call to inform someone 
of a detainee’s whereabouts, provided they were satisfied they were not contacting a 
possible victim in a case. Common practice across all the courts was firstly to refer the 
request to the detainee’s legal representative, which was appropriate when there was no 
means of confirming who they were contacting on behalf of the detainee. 

4.9 At most of the courts a leaflet outlining detainees’ rights was displayed or placed in every 
allocated cell, but custody staff did not always check if the detainee could read it or if they 
needed it in a language other than English. Custody staff knew how to access the rights 
leaflet in other languages. All the court custody suites, except for Shrewsbury Crown Court, 
had been issued with a GEOAmey leaflet ‘Let us look after you’, containing useful 
information regarding detainees’ rights and entitlements. The document was clear, concise 
and helpful, but we saw very few of them handed out. 

4.10 Custody staff at all the courts liaised well with either court ushers or security staff to ensure 
detainees had legal representation when they arrived at the court custody suite. We saw 
legal representatives allowed access to detainees in suitable interview rooms; however, at 
Hereford Crown Court, legal representatives had to meet with their clients in the main 
corridor of the custody suite, compromising privacy.      

4.11 There were notices outlining how to use the telephone interpretation service in all the court 
custody suites except at Kidderminster and Cannock magistrates’ courts and Worcester 
Crown Court. Custody staff knew about the service but were reluctant to use it because 
they were concerned about detainees gaining access to custody offices where the telephone 
was located. Only Stoke-on-Trent Combined Court had access to a hands-free telephone 
handset but it had not been used for interpretation. Custody staff at all the courts told us 
they used the court-appointed interpreter to check how a detainee was feeling, but the 
service was not routinely available when a detainee was initially admitted into custody. 

4.12 Data provided by GEOAmey recorded that there had only been one complaint in the six 
months prior to our inspection across all the court custody suites. Detainees were not 
routinely told on arrival that there was a complaints procedure. Notices detailing the 
procedure were displayed in all the custody suites, but detainees did not have enough time 
to read them and information they contained about the appeals process was incorrect.  
Detainees at North Staffordshire Justice Centre and Shrewsbury Magistrates’ Court were 
asked if they had any complaints about their treatment before their release or transfer to 
prison, which was appropriate. 
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Recommendations 

4.13 HMCTS should ensure that compliant defendants apprehended by court 
enforcement officers are not taken into court custody unless there are good 
reasons to do so.    

4.14 There should be sufficient private consultation rooms at Hereford Crown Court. 

4.15 Telephone interpretation services should be readily accessible in each custody 
suite and used as necessary. 

4.16 All detainees should be informed of the complaints process. 
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Section 5. Treatment and conditions 

Expected outcomes: 
Escort staff are made aware of detainees’ individual needs, and these needs are met 
during escort and on arrival. Detainees are treated with respect and their safety is 
protected by supportive staff who are able to meet their multiple and diverse needs. 
Detainees are held in a clean and appropriate environment. Detainees are given 
adequate notice of their transfer, and this is managed sensitively and humanely. 

Respect 

5.1 Cleaning arrangements for vehicles used to transport detainees were not sufficient and many 
of the vehicles inspected were dirty and unpleasant. Most cellular vehicles carried first aid 
kits and water but we found a vehicle without an anti-ligature knife, which was potentially 
unsafe. The partition in the vehicle was not always used to separate women and children 
from men transported in the same vehicle, which did not comply with the contractor’s policy 
and was poor practice.  

5.2 We found few journeys that were excessively long as detainees were generally transported 
between local police stations or prisons and courts. In some cases, such as at Worcester 
Magistrates’ Court, a private tunnel provided direct access between the police station and 
court. Immigration detainees attending the tribunal hearing centre would not travel longer 
than two hours to the centre for a 10am start.  

5.3 On arrival at courts detainees were generally disembarked promptly from vehicles. Most 
vehicle docks were secure, provided detainees with privacy and protected them from media 
or public attention. Where there was no secure vehicle dock, such as at Shrewsbury Crown 
Court and North Staffordshire Justice Centre, we were confident that staff tried to ensure 
detainees got on and off vehicles as safely and securely as possible and observed this to be 
the case.  

5.4 All necessary information accompanied detainees who arrived from police stations or 
prisons. Some senior custody officers contacted police stations to obtain any significant 
information before the detainee arrived. However, most documentation was only checked 
after the detainee had been taken into court custody and located in a cell, which delayed the 
risk assessment process. 

5.5 At three of the custody suites we visited, Kidderminster, Redditch and Worcester 
magistrates’ courts, whiteboards on which detainees’ names and cell numbers were written 
could be seen by other detainees, which was inappropriate. We also saw detainees looking 
at the information and on one occasion asking questions about another detainee whose 
name was on the board. At all the other suites, whiteboards were appropriately located out 
of detainees’ sight.  

5.6 Most staff in court custody across Staffordshire and West Mercia interacted well with 
detainees; they were friendly and respectful. They understood that court appearances were 
stressful and tried hard to alleviate anxieties. Staff knew some detainees who had been in 
custody before and at Shrewsbury Magistrates’ Court, for example, we saw this knowledge 
put to good use when one of the detainees was more subdued than normal – staff 
monitored him more closely. Some detainees exhibited challenging behaviour and staff used 
good skills to de-escalate these situations. Despite some positive interactions, once detainees 
were allocated to a cell, staff engagement was more limited.  
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5.7 The court contractor had introduced a ‘reception sheet’, which was used at some courts to 
determine detainees’ specific needs, including whether they could read or write or had any 
religious requirements or medical needs. It also prompted staff to remind detainees about 
their rights and entitlements and the complaints procedure. The form was not well 
embedded but where it was used staff asked detainees consistently about some important 
issues. However, we found that some staff could not respond appropriately when they had 
identified a specific need. At Stafford Combined Court, for example, when a detainee said 
they could not read or write we observed that the staff member did not offer the detainee 
any further support or help to understand the written rights and entitlements sheet or the 
information about the complaints procedure. 

5.8 Initial training for custody staff had a minimal focus on diversity and was not updated in light 
of new legislation or developments. There was no training on child protection. We found 
some staff using inappropriate terminology, such as ‘backward’, ‘girlies’, ‘pikey’ about 
detainees with protected characteristics. We judged this to be as a result of a lack of 
understanding. We had particular concerns about the attitudes and language used by some 
vehicle escort staff, however. 

5.9 The GEOAmey standard operating procedure covering transgender detainees was overly 
complicated, not in line with Prison Service or police protocols and not widely understood. 
Many staff did not know how to search or refer to transgender detainees. Despite this we 
saw a transgender detainee offered some very good individual support at Worcester 
Magistrates’ Court. Staff interacted with the detainee sensitively.  

5.10 We were advised that Worcester Magistrates’ Court in West Mercia was the only court 
that should have been used for detainees with disabilities, where some adjustment was 
needed, and that there were no suitable facilities across Staffordshire. Facilities at Worcester 
Magistrates’ Court were reasonable and included an accessible vehicle dock, toilet and court 
dock as well as two wheelchairs. There were, however, no adapted cells with lowered call 
bells. HM Courts & Tribunals Service (HMCTS) informed us that some detainees with a 
physical disability where some adjustment was needed, had to have their court hearing in 
Birmingham Magistrates’ Court, which had accessible facilities, rather than in Staffordshire. 
HMCTS acknowledged this was unacceptable and there were plans to make improvements 
to disability access at North Staffordshire Justice Centre. Hearing loops were only available 
in courtrooms, although we were told that in some suites they could be borrowed in 
custody if required. There was no information in Braille.  

5.11 No specific provision was available for children, they were not allocated a named member of 
staff, they did not receive enhanced visits and there was no reading material to keep them 
occupied. A young person’s cell allocation form should have been completed before 
allocating a child to a cell but we found some staff were not aware of this requirement and 
many forms were incomplete. Some suites had dedicated cells for children which were 
located away from adults. When there were no designated cells, children were generally 
located in the women’s corridor and efforts were made to keep them separate from adult 
detainees. Staff were not aware of safeguarding procedures (see paragraph 3.11). 

5.12 Most courts had separate corridors or cells for women and staff told us they would ensure 
men and women were kept separately during their stay in custody, but no women were held 
during the inspection so we could not observe this taking place. There was little other 
provision specifically for women; court custody staff told us that they did not routinely ask 
women if they were pregnant and did not offer sanitary products, but would make them 
available on request. Sanitary products were freely available outside the women’s toilet at 
Worcester Magistrates’ Court but not at the other suites. 

5.13 The court custody suites did not have a stock of mattresses or blankets for detainees who 
might have found the wooden benches uncomfortable. Those with disabilities, older 
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detainees and women who were pregnant were particularly affected by having to wait, for 
sometimes lengthy periods, on uncomfortable seating. While most of the custody suites 
were an acceptable temperature when we visited, there was generally no stock of warm 
clothing or blankets for detainees who felt cold. Some court staff had acquired items, such as 
a blanket, cushion or sweatshirt, to try and improve conditions. However, the items were 
not laundered between uses and were not consistently available. 

5.14 Guidance about religious observance was included in an operational update and a standard 
operating procedure outlined how staff should respond to detainees’ religious and cultural 
needs. All courts had respectfully stored boxes containing a wide range of religious articles 
and books. Detainees were not routinely asked if they wished to observe their religion; at 
Worcester Magistrates’ Court, for example, we saw a detainee who was praying in the cell, 
but staff did not ask him what his religion was or if he wanted access to the stored religious 
articles, which was thoughtless. 

5.15 GEOAmey did not provide reading material at any of the courts and detainees had very little 
to keep them occupied during their sometimes lengthy stays in court cells. The suites only 
had limited reading material that custody staff had brought in. The books and magazines 
available were in poor condition and out of date. There were no publications in languages 
other than English or material suitable for children. Some courts had photocopied puzzles 
but they were not provided routinely. Arrangements for securing detainees’ property were 
adequate. 

5.16 The provision of food and drinks was good. Sandwiches and microwave meals were generally 
available in all courts and some also provided crisps and biscuits. Drinks were offered on 
arrival and at other times when detainees asked for them. Food was provided at mealtimes 
and sometimes at other times on request. Except at Cannock Magistrates’ Court and 
Hereford Crown Court, food preparation areas were generally clean and appropriately 
located. 

Recommendations 

5.17 Cellular vehicles should be clean and free of graffiti and men, women and 
children should be carried in separate escort vehicles, or the partition should be 
used.  

5.18 Information about detainees should not be displayed in public view. 

5.19 Staff should receive guidance on how to use the ‘reception sheet’ and training to 
meet the diverse needs of detainees held in court custody.  

5.20 GEOAmey should produce a policy, in line with police and Prison Service 
guidance, setting out the correct approach to caring for transgender detainees, 
and ensure that staff implement it.  

5.21 Staff should routinely provide detainees with access to religious items and all 
courts should have a stock of appropriate reading material, including some 
suitable for children and non-English speakers, which should also be offered to 
detainees routinely. 



Section 5. Treatment and conditions 

20 Staffordshire and West Mercia court custody facilities 

Safety 

5.22 Custody staff at all courts should have received an early morning briefing to outline any 
changes in policy or procedure and confirm who was going to be detained and what risks or 
vulnerabilities they presented. Overall, we found staff briefings to be poor. They often did 
not focus properly on detainees’ care, welfare or risks and did not always involve all staff. At 
Stoke Combined Court information about a detainee on an open assessment care in custody 
and teamwork case management document for prisoners at risk of suicide or self-harm was 
not shared; he was described during the briefing as having ‘no problems’. Senior custody 
officers generally required staff to sign a form to confirm they had read and understood the 
briefing, which sometimes included updates on standard operating procedures and security 
bulletins. We were not assured that staff always read the information or that they always 
understood the contents. 

5.23 Some person escort records (PERs) from the police and prisons contained inadequate 
information about the risks posed by a detainee. For example we saw one PER that recorded 
a detainee as being a ‘suicide risk’ without providing specific details, which did not assist 
court staff in looking after the detainee properly.  

5.24 There was no systematic risk assessment process. Records from Hereford Magistrates’ 
Court and discussions across the custody suites with staff demonstrated that custody 
officers were aware of detainees’ vulnerabilities, such as it being their first time in custody, 
being charged with a serious offence or previous self-harm attempts. Some staff were very 
good at checking the warning markers (indicators showing that a person has previously had a 
problem) on PERs. This information along with a brief discussion with the detainee was 
mostly used to determine the frequency of observation levels required. Detainees were 
rarely required to share cells, but when they were, a cell-sharing risk assessment was 
completed. 

5.25 All custody staff we spoke to understood the level of observations required for detainees 
experiencing their first time in custody, those received ‘off bail’ (where someone is bailed 
straight from the police to attend court without being held in custody) and for anyone with a 
recent history of self-harm. There was a requirement to observe these detainees six times 
every hour. Others detainees were generally observed at least once every hour. Some staff 
were aware that risks were dynamic and we saw them respond appropriately by increasing 
the level of observation and interaction appropriately if risk factors or circumstances 
changed. However, we were concerned during our observations and reviews of records that 
set levels of observation, particularly for more vulnerable detainees requiring more frequent 
checks, were not consistently adhered to.  

5.26 At least one anti-ligature knife was available in all custody suites but the person conducting 
cell checks did not always carry one. Cell visits were not always undertaken by the same 
member of staff and the anti-ligature knife was not always handed over to the person 
conducting the checks. We were concerned that staff would not have been able to respond 
quickly to preserve the life of a detainee who had attached a ligature. 

5.27 There were no significant delays in presenting detainees to court. There were generally 
sufficient affray alarms in the vicinity to summon assistance if required. There were, however, 
no affray alarms on the stairs to court at Hereford Crown Court. 

5.28 Detainees received no formal pre-release planning. All courts had stocks of rail warrants and 
petty cash for bus and taxi fares where appropriate. Not all senior custody officers asked 
detainees if they had any issues or enough money to get home. We saw a detainee leave 
custody only to report to reception in the court to ask how he was supposed to get home. 



Section 5. Treatment and conditions 

Staffordshire and West Mercia court custody facilities 21 

He was then provided with a rail warrant but the situation could have been avoided if he had 
been asked some basic questions about how he was getting home prior to his release. We 
saw records that showed some staff had made efforts to secure a safe release for detainees. 
Vulnerable detainees were often given taxi fares to get them home safely. We saw one 
member of staff at Worcester Magistrates’ Court make several telephone calls to homeless 
charities to try and secure emergency accommodation for a released detainee. In another 
case, a member of staff at Kidderminster Magistrates’ Court contacted the police to make 
arrangements for clothing when the detainee’s bail conditions did not allow him to return 
home.  

5.29 Few detainees were offered the leaflet providing information about general support services, 
although more received it towards the end of the inspection. It was positive that in Hereford 
Magistrates’ Court a list of local support services was also available. 

5.30 Detainees attending the tribunal hearing centre who had been granted bail could not be 
released from the centre. They had to be returned to the immigration removal centre where 
arrangements were made for them to obtain their property and get to their destination. 

5.31 When a detainee was remanded or sentenced to prison, court custody staff ensured that the 
PER was updated with relevant information about any risks that had been identified in 
custody. Where suicide or self-harm concerns were apparent, they also completed a 
separate form. Most courts had some information about the local prisons they served but it 
was not always provided to detainees before they left the court. 

Recommendations 

5.32 All custody staff should receive a briefing focused on risk management and the 
care of vulnerable detainees at the start of duty.  

5.33 Set levels of observations should always be adhered to. 

5.34 Staff undertaking observations and cell visits should carry anti-ligature knives at 
all times.  

5.35 Custody staff should check whether detainees being released have any 
immediate needs or concerns that should be addressed before they leave 
custody.  

Use of force 

5.36 We were informed that there were very few incidents involving the use of force against 
detainees. We came across two incidents, one of which we observed and another that was 
recorded in an incident report; in neither case could we find any use of force 
documentation. We were concerned this suggested an under-reporting of incidents. Staff 
received annual refresher training in control and restraint techniques and those we spoke to 
focused on using their interpersonal skills to de-escalate situations and were aware that 
force should only be used as a last resort. The few use of force forms we were able to 
review were completed thoroughly. 

5.37 All detainees had rubdown searches after using the toilet, seeing legal advisers and returning 
from the courtroom, which was excessive. We observed a detainee who was received off 
bail who was searched by an officer; the officer walked him to his cell, yet another officer 
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searched him again before he was located in the cell. We observed that searching not only 
excessive but so automated that it was unlikely to have yielded anything useful.  

5.38 There were three levels of handcuffing; the most secure level of handcuffing required the 
detainee to have a pair of handcuffs applied to their wrists and to be handcuffed to an officer. 
Handcuffing practices varied between courts but mostly complied with the local standard 
operating procedure. Court custody provided a secure environment and it was 
disproportionate that compliant detainees were routinely handcuffed without a risk 
assessment to support it. At Cannock Magistrates’ Court, all detainees had the most secure 
level of handcuffing from the vehicle in the secure dock to court custody, which was 
excessive; we could find no justification for it and other courts with secure yards did not 
carry out the same level of handcuffing. Inconsistent levels of handcuffing were applied to 
detainees when they were taken to court and during movements around the custody suite, 
for example, to see legal visitors. Staff had a mixed response when asked about handcuffing 
children. Many staff contravened the standard operating procedure by routinely handcuffing 
children who should only have been handcuffed when a risk assessment justified its use. 

Recommendations 

5.39 All incidents involving the use of force should be accurately reported and have 
appropriate documentation completed to justify its use. 

5.40 Searching procedures should be reviewed to ensure that it is proportionate to 
the risks posed.  

Physical conditions 

5.41 Staff at all courts checked custody suites to ensure cells were fit for occupancy and cell bells 
were working. They did not, however, always focus on potential ligature points or trying to 
limit the risks they posed. There was a system for reporting basic maintenance defects to the 
private contractor at both the courts and the tribunal hearing centre. Maintenance issues 
were generally dealt with promptly. Cells were cleaned every day but in busy suites when 
they were used by more than one detainee, they were only cursorily cleared of rubbish 
between uses. 

5.42 Most custody suites were in good condition: they were generally clean and contained 
minimal graffiti. Exceptions included Cannock Magistrates’ Court and Shrewsbury Crown 
Court which were dirty, oppressive and contained substantial amounts of graffiti, some of 
which was racist. We were concerned that staff at these courts had not identified these 
issues during their daily cell checks and it was clear that some custody staff were not 
rigorous enough when they checked cells or scrutinised graffiti for offensive remarks. All 
cells in Stoke-on-Trent Combined Court, North Staffordshire Justice Centre and two cells in 
Worcester Magistrates’ Court were covered by CCTV. This helped staff monitor some 
detainees, but did not replace physical checks.   

5.43 The tribunal hearing centre was clean and bright. The holding room had two toilets in use 
and was well equipped with soap and hand-washing and drying facilities. The facility was not 
used frequently and cleaning arrangements were adequate. 

5.44 The toilets at all the court custody suites were generally clean and gave detainees enough 
privacy. Hand-washing facilities were good; soap, toilet paper and paper towels were 
generally available in most suites.  
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5.45 Staff were aware of fire evacuation procedures, which were mostly clearly displayed. At 
some suites, staff discussed how to respond to a fire evacuation as part of a staff briefing, but 
few emergency evacuation drills had taken place. 

5.46 We saw most staff explain the cell call bell to detainees, particularly when they were new to 
custody, but this did not always happen. We observed cell bells receiving a prompt response. 

Recommendations 

5.47 All court cells should be clean and free of graffiti and all ligature points removed.  

Health 

5.48 Each court custody suite had access to health care advice from specialist health adviser 
Taylormade Medical Services, which could also provide a doctor within four hours. Notices 
with contact details for Taylormade were clearly displayed in most suites, although some 
staff thought the company was purely an advice line. Custody staff told us they occasionally 
telephoned for advice, mostly about detainees’ medication, and while some staff said 
responses were helpful, staff generally seemed reluctant to use the service. Most custody 
staff said they waited too long for a doctor to attend and rang for an ambulance if they 
needed a more urgent response. The contract monitoring data confirmed that Taylormade 
had only received six calls in total from six custody suites during the six months up to 
January 2016. Health care interventions were appropriately recorded.  

5.49 A protocol was in place to deal with health emergencies, although not all custody staff were 
aware of it. However, they said they would call an ambulance if they had any concerns; staff 
said the ambulance service responded promptly. 

5.50 Custody staff said that incidents requiring first aid intervention were rare. All custody staff 
received first aid training on induction, which included basic life support skills and three-
yearly updates as part of GEOAmey’s mandatory training programme. However, we were 
concerned that the small number of reported problems meant training every three years was 
not frequent enough to ensure staff’s skills were adequate. Some courts had an automated 
external defibrillator (AED) in the court building or nearby but none had access to other 
onsite resuscitation equipment such as suction or oxygen. The basic first aid kits we found in 
all suites were not suitable for dealing with most predictable emergencies. The contents 
varied, were not all routinely checked and in some cases contained out-of-date or insufficient 
stock.  

5.51 Custody staff identified health concerns from the PER forms. Some custody staff were 
concerned that medical information supplied by the police and prisons was incomplete, 
although they said they would contact police custody or the prison the detainee had come 
from to clarify issues. Health interventions were consistently recorded on the PER form, 
however the PER forms we saw were variable: some had an appropriate amount of detail but 
others contained little health information and generally did not clarify health risks, which 
made it difficult for custody staff to provide effective care. At Telford Magistrates’ Court we 
observed a detainee who arrived with a PER stating he had chest pains while in police 
custody, but no details about him receiving hospital treatment was recorded. The escort 
who brought him to court said he had seen documentation stating the detainee had been 
assessed at hospital and was now medically fit to attend court; however, if the detainee had 
been remanded, prison staff would have been unaware of this information as it was not 
recorded on the PER. 
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5.52 We observed sealed envelopes with ‘medical in confidence’ information attached to the PER 
at some courts. At Kidderminster Magistrates’ Court, however, we were told that sealed 
medical envelopes were never supplied. At Telford Magistrates’ Court we saw unsealed 
medical notes for two detainees included in their PERs, compromising medical confidentiality.   

5.53 Some detainees arrived from prison with medication and clear instructions for administering 
it; staff recorded the information on the PER at relevant times. However, this was not the 
case for those coming from police custody, who rarely came to court with any medications, 
even if it had been prescribed and administered while the detainee had been in custody. This 
was a particular concern for detainees arriving with ongoing alcohol withdrawal symptoms as 
there was a risk of severe health complications. We were concerned by the inadequate 
support offered to a female detainee at Stoke-on-Trent Crown Court. She had been given 
medication for the symptomatic relief of opiate withdrawal in police custody prior to arrival 
but did not arrive with any further medication. No attempts were made to contact the 
health provider to assess the impact on her health if her detention was prolonged. Staff were 
later more responsive when the detainee was remanded.  

5.54 Subject to a risk assessment, detainees could keep inhalers and sublingual sprays with them. 
At each suite, heat-sensitive medicines were stored in a refrigerator, but temperature checks 
did not take place regularly in all suites. Most custody staff we spoke to were not aware of 
the GeoAmey drug administration policy, but they all described appropriate safe practices 
and medicines were stored securely.   

5.55 Detainees with mental health issues were usually identified and assessed prior to arriving 
from prison or police custody. Three different NHS trusts ran established court liaison and 
diversion services at five of the 16 courts. Each team was comprised of mental health 
professionals who advised the courts and offered access to further mental health assessment 
and treatments. The criminal justice liaison scheme, which covered Telford and Shrewsbury 
magistrates’ courts and Shrewsbury Crown Court, provided a good weekday service, which 
custody staff valued. At the North Staffordshire Justice Centre, a criminal justice mental 
health team provided a proactive weekday service and had an office in the centre. At 
Cannock Magistrates’ Court, a forensic team provided a good mental health service every 
weekday morning. Other courts had access to crisis or community mental health teams, but 
had no dedicated service, which meant detainees with mental health problems did not always 
receive prompt access to mental health services. Young people received mental health 
support through the youth offending service. 

5.56 Some custody staff we spoke to showed a reasonable awareness of mental health issues and 
said they would welcome formal mental health awareness training to identify and manage 
detainees with mental health problems more effectively. 

5.57 The demand for substance misuse support services was low as detainees with substance 
misuse problems had usually been seen in police custody or at the transferring prison. Input 
from specialist substance misuse workers was not available in most courts but a substance 
misuse worker visited Shrewsbury Magistrates’ Court when required.  

5.58 Some custody staff demonstrated a reasonable understanding of drugs and alcohol issues and 
most were aware of the particular risks associated with alcohol withdrawal; however, they 
were less knowledgeable of the effects of opiate withdrawal and lacked formal training in 
drug- and alcohol-related risks.  

5.59 Young people were directed to specialist services and to youth offending team workers. 
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Recommendations 

5.60 Custody staff should be appropriately trained and annually updated in 
emergency response skills, including basic life support and the use of AEDs. 

5.61 First aid equipment should include sufficient up-to-date kit, including basic 
equipment to maintain an airway and AEDs in custody areas. 

5.62 PERs should clearly identify each detainee’s health risks while ensuring 
confidentiality is appropriately maintained. All inadequately completed PERs 
that have the potential to affect the safe provision of health care should be 
captured on the incident reporting system and the information formally 
escalated to the sending establishment. 

5.63 All detainees who require prescribed medication while in court custody should 
have access to it.  

5.64 Mental health liaison and diversion schemes should be available at all courts. 

5.65 Custody staff should have regular training to enhance their mental health and 
drug and alcohol awareness. 

 
 
 
 
 



Section 6. Summary of recommendations 

26 Staffordshire and West Mercia court custody facilities 

Section 6. Summary of recommendations 

Main recommendations 

6.1 HMCTS, PECS and the escort and court custody contractor should investigate the reasons 
for the prolonged detention of detainees, including children, in court custody cells. Measures 
should be put in place to ensure detainees in custody have their cases prioritised where 
possible and are transferred and released without delay. (2.34) 

6.2 Sufficient staff should be on duty at all times so that the safety and welfare of detainees and 
staff are maintained. (2.35) 

6.3 Staff should complete a standard risk assessment for each detainee and receive training to do 
this. (2.36) 

6.4 Handcuffs should only be used if necessary, justified and proportionate. (2.37) 

Recommendations 

Leadership, strategy and planning 
 

6.5 There should be a safeguarding policy and all staff should be made aware of safeguarding 
procedures for children and adults at risk. (3.12) 

Individual rights 

6.6 HMCTS should ensure that compliant defendants apprehended by court enforcement 
officers are not taken into court custody unless there are good reasons to do so. (4.13)   

6.7 There should be sufficient private consultation rooms at Hereford Crown Court. (4.14) 

6.8 Telephone interpretation services should be readily accessible in each custody suite and used 
as necessary. (4.15) 

6.9 All detainees should be informed of the complaints process. (4.16) 

Treatment and conditions 

6.10 Cellular vehicles should be clean and free of graffiti and men, women and children should be 
carried in separate escort vehicles, or the partition should be used. (5.17) 

6.11 Information about detainees should not be displayed in public view. (5.18) 

6.12 Staff should receive guidance on how to use the ‘reception sheet’ and training to meet the 
diverse needs of detainees held in court custody. (5.19) 
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6.13 GEOAmey should produce a policy, in line with police and Prison Service guidance, setting 
out the correct approach to caring for transgender detainees, and ensure that staff 
implement it. (5.20) 

6.14 Staff should routinely provide detainees with access to religious items and all courts should 
have a stock of appropriate reading material, including some suitable for children and non-
English speakers, which should also be offered to detainees routinely. (5.21) 

6.15 All custody staff should receive a briefing focused on risk management and the care of 
vulnerable detainees at the start of duty. (5.32) 

6.16 Set levels of observations should always be adhered to. (5.33) 

6.17 Staff undertaking observations and cell visits should carry anti-ligature knives at all times. 
(5.34) 

6.18 Custody staff should check whether detainees being released have any immediate needs or 
concerns that should be addressed before they leave custody. (5.355.35) 

6.19 All incidents involving the use of force should be accurately reported and have appropriate 
documentation completed to justify its use. (5.39) 

6.20 Searching procedures should be reviewed to ensure that it is proportionate to the risks 
posed. (5.40) 

6.21 All court cells should be clean and free of graffiti and all ligature points removed. (5.47) 

6.22 Custody staff should be appropriately trained and annually updated in emergency response 
skills, including basic life support and the use of AEDs. (5.60) 

6.23 First aid equipment should include sufficient up-to-date kit, including basic equipment to 
maintain an airway and AEDs in custody areas. (5.61) 

6.24 PERs should clearly identify each detainee’s health risks while ensuring confidentiality is 
appropriately maintained. All inadequately completed PERs that have the potential to affect 
the safe provision of health care should be captured on the incident reporting system and 
the information formally escalated to the sending establishment. (5.62) 

6.25 All detainees who require prescribed medication while in court custody should have access 
to it. (5.63)  

6.26 Mental health liaison and diversion schemes should be available at all courts. (5.645.64) 

6.27 Custody staff should have regular training to enhance their mental health and drug and 
alcohol awareness. (5.65) 
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Section 7. Appendix 

Inspection team 

Vinnett Pearcy Lead inspector 
Ian Macfadyen Inspector 
Kellie Reeve Inspector 
Fiona Shearlaw Inspector 
Maureen Jamieson Health services inspector 
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