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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 independent inspection of all places of detention. The inspections focus 
on outcomes for detainees in three areas: strategy, individual rights and treatment and conditions, 
including health care.   
 
In Bedfordshire and Hertfordshire, custody facilities were in use at six courts, including two crown 
courts and four magistrates’ courts, of which one was a dedicated remand hearing centre. An 
immigration and asylum chamber was also attached to Yarl’s Wood Immigration Removal Centre. 
Serco Wincanton had been contracted on behalf of HM Courts & Tribunals Service (HMCTS) to 
provide court custody and escort facilities in the two counties. 
 
HMCTS and Serco Wincanton described their strategic relationships as positive but this did not 
always ensure positive outcomes for detainees held in court custody. All the agencies involved in 
strategic meetings were aware of the shortcomings of the estate. HMCTS however, did too little to 
drive forward improvements and there was not enough focus on the treatment, care and welfare of 
detainees while they were in custody. Some court delivery managers saw the issue of custody as 
solely the responsibility of Serco Wincanton, which was unacceptable. 
 
Staffing levels were adequate and there was an ongoing commitment to officer training and 
development. However, we were concerned that many staff did not know about local safeguarding 
arrangements and did not always demonstrate a good understanding of equality and diversity. 
Custody staff dealt with detainees professionally and courteously. Staff received limited guidance on 
the release process, which we regarded as inadequate for vulnerable detainees.  
 
Court custody facilities were physically secure; it was therefore unnecessary to routinely handcuff all 
detainees when they were moved around the custody suite and to court rooms. The application of 
handcuffs could be disproportionate. 
 
There was no formal systematic assessment of detainees’ risks on arrival to ensure they were 
identified and managed. Observation levels, particularly for the most vulnerable detainees, were not 
always conducted at the required frequency, despite some records suggesting they were. A number 
of factors, including the execution of court warrants, delays in obtaining warrants and poor 
prioritisation of court custody cases contributed to some detainees spending unnecessary periods 
and sometimes too long in court custody. 
 
Cleaning and maintenance had been contracted out and it was evident that the contract was not 
managed effectively to ensure conditions at each of the court custody suites were at least adequate. 
Too little had been invested in court custody facilities, which was poor. 
 
Overall this was a mixed inspection. We have a number of concerns about safety, risk management, 
care for the most vulnerable and the physical environment in court custody facilities across 
Bedfordshire and Hertfordshire. We have made a number of recommendations to improve the 
safety and care of people detained in court custody. 
 
 
 
 
Peter Clarke CVO OBE QPM June 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 Custody1 
about the appropriate treatment of detainees and conditions of detention, which have been 
drawn up in consultation with stakeholders. 

2.3 In February 2015 HMCTS added Cambridgeshire to the Bedfordshire and Hertfordshire 
court cluster. HMIP inspected Cambridge as part of the Essex and Cambridgeshire cluster in 
January 2014 and did not therefore re-inspect the Cambridgeshire courts; this inspection 
concentrated only on Bedfordshire and Hertfordshire. The inspection, completed over two 
weeks, consisted of observations, talking to staff and detainees and looking at policies and 
case records. We visited six court custody suites and one immigration and asylum chamber. 
Visits were also conducted over a weekend.  

2.4 The table below outlines the courts and immigration and asylum chamber, number of cells 
and the throughput of each custody suite: 

 
Custody suites Number of cells Throughput  

October 2015–March 
2016 

 
Hertfordshire courts 

  

St Albans Crown Court 9 699 
St Albans Magistrates’ Court 11 215 
Hatfield Magistrates’ Court 10  1302 
 
Bedfordshire  courts 

  

Luton Crown Court  11 340 
Luton and South Bedfordshire 
Magistrates’ Court 

9 812 

Stevenage Magistrates’ Court 7 707 
Yarl’s Wood Immigration and Asylum 
Chamber  

2 holding rooms 508 November 2015 – 
30 April 2016   

                                                                                                                                                                      
 
1 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 Bedfordshire and Hertfordshire operated as a 
single ‘cluster’ led by a cluster manager who delegated responsibility to three operations 
managers. Five delivery managers supported them, each of whom was separately responsible 
for the crown courts, magistrates’ courts, civil courts and the immigration and asylum 
chamber (IAC) at Yarl’s Wood Immigration Removal Centre (IRC). Prisoner Escort and 
Custody Services (PECS), part of the National Offender Management Service, commissioned 
Serco Wincanton to manage court custody and provide escort services on behalf of HMCTS 
in Bedfordshire and Hertfordshire. 

2.6 Formal meeting structures between key stakeholders were in place but there was not 
enough focus on the overall treatment of detainees in court custody. HMCTS failed to take 
ownership of court custody facilities and did too little to resolve some ongoing issues. It had 
all but absolved responsibility for court custody to Serco Wincanton staff and managers. 
Court delivery managers visited court custody suites rarely, if at all. It was evident from 
meeting minutes and lay observer reports that some of the custody suites had been in a 
poor state for a considerable time. At the time of the inspection some were dirty and 
covered with graffiti but HMCTS did too little to address these shortfalls.  

2.7 Staffing for court custody facilities was generally adequate. Serco Wincanton was committed 
to delivering ongoing training for its staff but it did not always focus properly on the most 
important areas, such as mental health awareness. Lessons from the training were not always 
understood or implemented in the workplace, for example, in the way transgender detainees 
were treated or how children or vulnerable adults were safeguarded. Some administrative 
processes were onerous and involved unnecessary duplication, diverting staff from their core 
role of looking after detainees.  

2.8 Lay observers2 visited court custody facilities fairly regularly. The reports they produced 
were thorough and highlighted some issues in the court custody suites but HMCTS did not 
do enough to address their concerns.  

2.9 Monthly meetings between PECS and Serco Wincanton predominantly focused on contract 
compliance but there was some evidence that matters concerning detainee care and welfare 
were also raised during these meetings. Outcomes of audits conducted by the PECS contract 
delivery manager were not always circulated widely enough. 

2.10 HMCTS and the judiciary made efforts to increase the use of the video link across 
Bedfordshire and Hertfordshire and it was now used more frequently, which was positive.  

2.11 The IAC at Yarl’s Wood IRC was used well and solely for residents of the centre.  

2.12 There was no HMCTS safeguarding policy or protocol. Serco Wincanton had its own 
standard operating procedure. Court custody staff across both counties did not always know 
how to report a safeguarding concern if one arose. 

 
 
2 Independent volunteers who check that prisoners escorted by private escort companies in England and Wales are 
  treated decently. 



Section 2. Background and key findings 

8 Bedfordshire and Hertfordshire court custody facilities 

Individual rights 

2.13 It was good to see that most detainees were moved from court relatively quickly. However, 
we found some excessive delays. We also found many other instances in which detainees 
were held in court for unnecessarily long periods. There were some unacceptable delays in 
obtaining warrants, particularly at Hatfield Magistrates’ Court. Cases, even for the most 
vulnerable detainees, were not always prioritised or progressed promptly and we found 
some lengthy delays before courts received the authority to release detainees who had been 
held in prison. Court enforcement officers who executed court warrants sometimes brought 
detainees into court custody unnecessarily. 

2.14 It was unacceptable that lengthy court sittings, particularly at Hatfield Magistrates’ Court on 
Saturdays, coupled with early reception closure times in prisons, frequently meant detainees 
had to spend the rest of the weekend in police custody. This not only reduced capacity at 
police stations but also meant detainees did not have access to all the services and facilities 
they would have been entitled to in prison.  

2.15 It was positive that leaflets containing details of detainees’ rights in custody and the local 
complaints process were routinely placed in cells. However, custody staff did not always 
check that the detainee could read or understand the information. Information about 
detainees’ rights was readily available in a number of languages but staff did not always hand 
it out to detainees. Arrangements for legal visits and access to legal representatives were 
good. 

2.16 We were pleased to see that telephone interpretation facilities were available in all the 
courts and were used. Data provided by Serco Wincanton indicated that there had been no 
complaints in the six months to the end of April 2016.  

Treatment and conditions 

2.17 Most cellular vehicles we inspected were covered with graffiti. While we were confident that 
children were transported separately, women sometimes travelled on the same vehicles as 
men. Most vehicle docks were secure and protected detainees from media or public 
attention. Where there was no secure vehicle dock, staff tried to ensure that detainees’ 
privacy and dignity were maintained.  

2.18 Throughout the inspection we observed court custody staff interacting with detainees in a 
professional and friendly manner. Staff were particularly good at dealing with detainees who 
were frustrated about their prolonged detention. 

2.19 Custody staff applied custody processes and procedures in the same way for all detainees 
without adequately considering certain individual needs. A number of staff were unclear 
about how to look after transgender detainees and some of the language they used was 
inappropriate. The procedure for searching transgender detainees was outdated and did not 
reflect prison or police policy. 

2.20 We were informed that none of the court custody facilities across Bedfordshire and 
Hertfordshire complied with the Disability Discrimination Act. Adaptations for detainees 
with disabilities were limited: hearing loops were only available in court rooms and there was 
no information in Braille or easy-read format. Staff, however, did their best to make 
detainees with disabilities comfortable while they were in court custody. 

2.21 There was no specific provision for children apart from a separate cell location in most 
suites. Custody suites did not have appropriate reading material or enhanced observations 
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for children. All court custody facilities had a wide range of religious material covering the 
main faiths. However, only detainees at St Albans Crown Court were explicitly told it was 
were available.  

2.22 There was a lack of investment in reading material; the limited amount available was not 
offered routinely to all detainees. Only microwave meals, which were low in nutritional 
value, were provided in all courts. Some courts only served one portion and only at 
recognised mealtimes, others were more flexible. The provision of drinks was good across 
all courts.  

2.23 Custody staff briefings were mostly good. They focused on detainees’ risks and welfare. We 
were, however, not confident that all staff received the briefing, particularly vehicle crew 
who arrived later in the morning. Sometimes briefings took place after detainees had been in 
their cells for some time. 

2.24 There was no formal systematic risk assessment process that brought together all the 
information about individual detainees so they could be managed as safely as possible. 
Detainees sometimes had to share cells and the cell-sharing risk assessment was not always 
completed beforehand. Staff mostly adhered to the required frequency of observations, but 
we were concerned that checks on the most vulnerable detainees requiring higher levels of 
observation were not always undertaken as necessary. Furthermore the records maintained 
did not always correspond to the actual visits the detainee received. The person conducting 
the checks did not always have an anti-ligature knife on them and we were concerned that 
staff would not have been able to preserve the life of a detainee who had attached a ligature. 

2.25 Arrangements for releasing detainees safely were inadequate. There was no systematic pre-
release risk assessment. Staff at most courts seemed reluctant to give detainees money for 
bus or taxi fares. While all detainees were offered travel warrants, we were concerned that 
they were not sufficient for some of the more vulnerable detainees who needed additional 
assistance.  

2.26 We were confident that staff de-escalated most challenging situations and that they only used 
force as a last resort. Documentation recording use of force was accurate and reliable. 
Documentation completed after incidents was thorough. Handcuffs were routinely applied, 
even on children and where court custody facilities were secure, without a robust risk 
assessment taking place to justify their use.  

2.27 Conditions in the court custody suites varied across the two counties. Custody suites in 
Hatfield and Stevenage magistrates’ courts were generally clean and well maintained. Those 
in Luton and South Bedfordshire Magistrates’ Court were by far the poorest; they were 
disrespectful and indecent; cells were covered with graffiti, some of which was racist and 
offensive, and they were dirty. Cleaning arrangements were inadequate overall. Conditions at 
the IAC at Yarl’s Wood IRC were very good. 

2.28 Sure Care provided health advice, which staff could access over the phone. Medics could also 
be sent to court custody suites if necessary. Not all staff were aware of the full range of 
services that Sure Care provided. However, staff who had used the service told us it was 
responsive and helpful. 

2.29 All custody staff received first aid training on induction as well as three-yearly updates. We 
were concerned that training every three years was not frequent enough to ensure staff’s 
skills were adequate. 

2.30 We were concerned that medication was not always administered in the presence of two 
members of staff. Medication was not stored securely.  
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2.31 Mental health and substance misuse services were limited. Only Luton and South 
Bedfordshire Magistrates’ Court had a court diversion and liaison scheme so that those with 
such problems could be referred to appropriate agencies. Elsewhere staff assumed that most 
detainees requiring these services would get help in police custody or prison. None of the 
staff had completed any mental health or substance misuse awareness training. 

Main recommendations 

2.32 HMCTS should accept direct responsibility for the care and welfare of detainees 
held in court custody. 

2.33 There should be a safeguarding policy and all staff should be made aware of 
safeguarding procedures for children and adults at risk. 

2.34 HMCTS, PECS and the escort and custody contractor should investigate the 
reasons for the prolonged periods that detainees, including children, spend in 
court (and police) 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 Staff should complete a standard risk assessment for each detainee and receive 
training to do this.  

2.36 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 Bedfordshire and Hertfordshire operated as a 
single ‘cluster’ led by a cluster manager and three operations managers. Five delivery 
managers supported them, each of whom was separately responsible for the crown, 
magistrates’ and civil courts and the immigration and asylum chamber (IAC) at Yarl’s Wood 
Immigration Removal Centre (IRC). The delivery managers took charge of the day-to-day 
running of the courts. They took little ownership or responsibility for any problems affecting 
court custody operations. HMCTS had a clear line management structure in place for the 
cluster if any significant issues arose; however, we found management had little interest in 
matters specifically relating to court custody. Some managers said they had absolved 
responsibility for court custody to Serco Wincanton managers and staff.  

3.2 Prisoner Escort and Custody Services (PECS), part of the National Offender Management 
Service, commissioned Serco Wincanton to manage court custody and provide escort 
services in Bedfordshire and Hertfordshire. A regional operations manager had overall 
oversight and responsibility for court custody escort services. Six court custody managers 
and five deputy court custody managers reported to the court operations manager who was 
responsible for the day-to-day management of services. The contractual arrangement 
between PECS and Serco Wincanton was supervised by a PECS contract delivery manager. 

3.3 Strategic meetings between Serco Wincanton, HMCTS and PECS took place regularly. 
Minutes demonstrated that Serco Wincanton had raised some issues, such as the 
prioritisation of court custody cases, the poor environment and delays in warrants being 
generated. Other than this there was little focus specifically on the care and welfare of 
detainees.  

3.4 Working relationships between HMCTS and the court contractor Serco Wincanton were 
friendly. HMCTS did not focus enough on the efficient operation of court custody facilities 
or the care and welfare of detainees held there. HMCTS court delivery managers took little 
responsibility for the conditions of the court cells and visited them rarely, if at all. Daily 
communication between court and custody staff was generally by phone, except at St Albans 
Magistrates’ Court where there had been no internal phone for over a year.  

3.5 HMCTS had a protocol specifying that court custody cases should be prioritised. In practice, 
it was not always adhered to. Serco Wincanton staff tried to alert court staff when 
vulnerable detainees were in custody, but they were not always prioritised. 

3.6 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. Despite this we 
repeatedly found some conditions that were disrespectful and wholly unacceptable. HMCTS 
had a contract with Mitie to provide cleaning and maintenance services for the whole 
courthouse including court custody facilities. The contract was not delivered effectively and 
there was little evidence of any improvements that would have demonstrated that HMCTS 
held Mitie to account. Many cells were dirty and contained substantial amounts of graffiti (see 
paragraphs 5.43 and 5.44). Lay observers and staff from Serco Wincanton and PECS had 
repeatedly raised concerns about the poor environment and lack of cleanliness. 
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3.7 We were provided with little evidence that court user groups were held, apart from at 
Luton Crown Court. Attendance was often poor and HMCTS staff told us they would 
convene user group meetings on an ad hoc basis if they felt they needed to consult solicitors 
and judiciary agencies, such as probation and witness services, more widely on specific issues. 

3.8 Staffing for court custody facilities was generally adequate. Serco Wincanton was committed 
to delivering staff training. Staff received annual refresher training in control and restraint and 
the ‘essentials’ package, which covered topics such as equality and diversity and triennial first 
aid refresher training. Our inspection found that not enough attention was given to some 
issues such as mental health awareness and safeguarding detainees at risk. Lessons from 
training courses were not always reinforced in the work environment and we were not 
confident all staff understood their responsibilities when dealing with, for example, 
transgender detainees (see paragraph 5.7). 

3.9 Hatfield Magistrates’ Court was the only designated remand hearing centre in Hertfordshire 
and was therefore very busy. Throughout the inspection staff told us and provided us with 
evidence that the court often ran late, particularly on Saturdays. HMP Bedford did not accept 
detainees after 7.30pm on weekdays or 3.30pm on Saturdays. As a result, some detainees 
remanded by the court after this time were detained in police custody until at least Monday 
morning. This meant the capacity of the police custody suite was reduced unacceptably and 
detainees did not receive access to all services and facilities they would have been entitled to 
if they had been transferred to prison. Although aware of the issues caused to detainees by 
late court sittings and early prison cut off times, HMCTS had not done enough to challenge 
the practice within the court or to deal with the impact on detainees. 

3.10 We encountered administrative processes that involved unnecessary duplication. They put 
additional pressure on staff and sometimes took them away from their core responsibilities 
of looking after detainees. Serco Wincanton issued a range of standard operating procedures 
but they did not cover all areas, such as ensuring detainees were released safely; they were 
sometimes overly complicated or outdated, such as those on safeguarding and transgender 
detainees. 

3.11 Lay observers visited all court custody suites in Bedfordshire and Hertfordshire, except 
those at Yarl’s Wood IAC. Their reports were thorough and appropriately focused on 
detainees’ conditions. Some HMCTS court delivery managers were not aware of lay 
observers or their reports. Reports repeatedly highlighted concerns about the physical 
conditions in some courts and on escort vehicles but HMCTS did not use them to identify or 
address issues in court custody. 

3.12 The PECS contract delivery manager convened monthly performance meetings with Serco 
Wincanton. The meetings generally focused on contract compliance. There was evidence 
that some issues to do with detainee care were raised on an ad hoc basis. The contract 
delivery manager conducted ‘safe, secure, decent and compliant’ (SSDC) audits in each court 
custody facility. Reports from these audits were sent to both HMCTS and Serco Wincanton. 
However court delivery managers and the cluster manager told us they did not receive 
them. Some 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, even when improvements were needed. 

3.13 PECS was advised of and scrutinised all reports of use of force in court custody. Serco 
Wincanton’s figures indicated that there had been 16 incidents involving force in the six 
months to the end of April 2016. We were confident reporting processes were accurate and 
reliable (see paragraph 5.37). 

3.14 Court hearings were conducted remotely via video link where possible and monitoring took 
place to improve its use. Across Bedfordshire and Hertfordshire, HMCTS and the judiciary 
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made efforts to increase the use of the video link and overall it was being used more often. 
Current legislation does not permit use of video link in trials and therefore it was generally 
used more frequently in magistrates’ courts than in the crown courts. However, data 
supplied by HMCTS suggested that it was not well used in Crown courts for cases where it 
would have been appropriate.  

3.15 The IAC dealt solely with appeals and bail hearings for residents of Yarl’s Wood IRC, which 
was run by Serco Wincanton. The IAC was managed by an HMCTS team leader. There were 
508 hearings in the six months to the end of April 2016.  

3.16 There was no HMCTS safeguarding policy or protocol that set out how detainees at risk, 
including children, would be protected from harm, abuse or maltreatment. Serco Wincanton 
had its own standard operating procedure on safeguarding but staff were not always aware 
of their responsibilities and did not always know how to report a safeguarding concern if one 
arose. 
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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 At most courts, custody officers checked the documentation that accompanied each 
detainee to ensure they had the correct authority to detain them; however, they sometimes 
did this once the detainee had already been placed in their cell. HM Courts & Tribunals 
Service (HMCTS) confirmed no arrangements had been made for court enforcement 
officers, who executed warrants on behalf of courts, to deliver compliant individuals directly 
to the court room. This meant detainees would have had to experience unnecessary 
detention in court cells and excessive handcuffing and searching procedures in the custody 
suites (see section on use of force). We found several examples in records we reviewed of 
detainees apprehended by court enforcement officers being held in the court cells at Luton 
and South Bedfordshire Magistrates’ Court in the month prior to our inspection.  

4.2 Custody staff at all courts we visited said they had a good relationship with representatives 
from their local youth offending service (YOS), who were either notified by the police or the 
court when a child was held in court custody. YOS workers attended when a child was 
detained in the court cells so the child’s needs, risks and circumstances could be presented 
to the court. Custody staff were aware that children’s cases should be prioritised to 
minimise the amount of time they were detained. 

4.3 We were advised, however, that delays often occurred; during our inspection, for example, a 
child in custody at St Albans Magistrates’ Court was held for just under six hours before he 
appeared in the youth court. In records we reviewed at Hatfield Magistrates’ Court we 
found a case where a child was held in court custody for six hours and 50 minutes before 
they appeared in court, which was unsatisfactory. 

4.4 Staff told us of historic delays in obtaining placement orders (which determine where 
children under 18 should be held securely) from the Youth justice Board. We were advised 
that the situation had improved and that they were now obtained between one to two hours 
after a child was remanded or sentenced.   

4.5 HMCTS local operating procedures outlined that custody cases should be prioritised where 
possible to acknowledge that detainees had spent a night in police custody or travelled from 
prison. We saw this happen at most courts but we identified a number of significant delays.  
In records we reviewed for April 2016, we found 19 detainees at Luton Crown Court and 
22 at St Albans Magistrates’ Court had arrived at the courts early in the morning but did not 
appear in court until at the earliest 2pm and at the latest 3.27pm. In records we reviewed at 
Hatfield Magistrates’ Court for April 2016, a number of significant delays were recorded, the 
worst being eight hours 20 minutes before the detainee appeared in court. Custody staff told 
us and we observed that regular delays were experienced at Hatfield Magistrates’ Court, 
despite it dealing solely with remand cases.  

4.6 National guidance specifies that a detention warrant be produced within 30 minutes of a 
court hearing or appearance; this was achieved at most courts across the cluster. At Hatfield 
Magistrates’ Court staff told us they were regularly delayed while waiting for warrants and in 
records we examined we found routine waits of over one hour and some significantly longer 
delays of up to just over three hours 40 minutes. HMCTS managers were scheduled to meet 
with Serco Wincanton representatives in the near future to review the particular issues at 
Hatfield Magistrates’ Court as these delays had been taking place for a considerable time.  
Prisons accepted returning prisoners, who were involved in long trials, on an existing 
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warrant without a new one having to be issued, provided their status remained unchanged, 
which was good. This allowed custody staff to organise transport for returning detainees 
more promptly. 

4.7 We were told detainees who had been bailed or acquitted but previously remanded in 
custody usually had to wait long periods before the prison they had come from authorised 
their release. These delays were sometimes attributed to the detainee being released subject 
to licence conditions. At Stevenage Magistrates’ Court and Luton Crown Court detainees 
had to wait four hours and three hours respectively before HMP Bedford authorised their 
release and produced and signed the licence. 

4.8 During the inspection we found that detainees were in most cases transported to prison 
promptly following their court appearance; however, we found significant delays at some 
courts. From records we reviewed we found delays of just over six hours at Luton Crown 
Court and between three and six hours and 30 minutes at Hatfield Magistrates’ Court. We 
were particularly concerned about detainees who appeared at Hatfield Magistrates’ Court 
being regularly ‘locked out’ of prison on a Saturday as the court sat too late for them to be 
transported to HMP Bedford, which regularly closed its reception at 3.30pm, which was too 
early. Data supplied by Serco Wincanton showed that in the previous six months, 17 
detainees had been ‘locked out’ on a Saturday at Hatfield Magistrates’ Court, including five 
detainees on the same day – they all had to be held at the adjacent police station until the 
following Monday. This not only reduced the police service’s capacity to hold additional 
detainees but also meant that the detainees could not access the services and facilities they 
were entitled to at prison. These delays were excessive and resulted in detainees remaining 
in court (and police) custody cells for much longer than necessary, which was unacceptable 
(see paragraph 3.9). 

4.9 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 the area. At 
Hatfield Magistrates’ Court we saw a detainee being accepted after 2pm, which was good as 
it meant he did not have to be held overnight in police custody.  

4.10 Court custody staff in some of the magistrates’ courts told us that, in exceptional 
circumstances, they made a phone call to inform someone of a detainee’s whereabouts 
provided they were satisfied they were not contacting a possible victim in a case. Otherwise 
they referred the matter to the detainee’s legal representative. 

4.11 Leaflets outlining detainees’ rights and the complaints process were placed in cells before a 
detainee’s arrival. Custody staff, however, did not always explain that the information was in 
the cell and failed to check if detainees could read or understand it. The information about 
detainees’ rights was available in a number of languages, but staff did not always hand it out 
to detainees.   

4.12 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. 

4.13 Notices in all the court custody suites outlined how to use the telephone interpretation 
service and a useful welfare interpretation record was also available; it helped staff prepare 
the information they needed to pass on to a detainee and to establish with them what their 
needs were. Hands-free telephone handsets with a loudspeaker were available at all the 
courts to facilitate the use of the interpretation service and staff who had used it were very 
positive about it; it had allowed them to communicate with non-English speaking detainees to 
establish their emotional and physical health. 
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4.14 Data provided by Serco Wincanton showed that there had been no complaints in the six 
months prior to our inspection across all the court custody suites in the area. Detainees 
were not routinely told on arrival that there was a complaints procedure, as staff believed 
they would read about it in the information about detainees’ rights and complaints in their 
cells. Notices detailing the complaints procedure were displayed in all the custody suites, but 
detainees did not have enough time to read them. Detainees who could not read English 
were not provided with information about the complaints process in their own language. 
Custody staff did not know if detainees could appeal to an independent body if they were 
not satisfied with the outcome of any complaint they lodged; information about the appeals 
process was not included in any of the complaints documentation.    

Recommendations 

4.15 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. 

4.16 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 inadequate. Most of 
the cellular vehicles we inspected had graffiti etched on the chairs and across surfaces in the 
compartments; the environment was unpleasant. Both the lay observers and the contract 
delivery manager had raised the poor condition of some of the transport with Serco 
Wincanton but there had been no improvement. The cellular vehicles carried first aid kits 
and water. Vehicle crews told us children were transported separately and Serco 
Wincanton’s standard operating procedure outlined safeguards during the transportation of 
children, which was good. Women sometimes travelled on the same vehicles as men and the 
partition in the vehicle was not always used to separate them.  

5.2 We found few excessively long journeys; the longest to the courts in Bedfordshire and 
Hertfordshire were from London police stations and Peterborough prisons. Mostly, 
detainees were transported between local police stations or prisons and courts. In some 
cases, such as at Hatfield Magistrates’ Court, which shared the police custody facility, staff 
walked detainees through an adjoining door and at Luton and South Bedfordshire 
Magistrates’ Court a private tunnel provided direct access between the police station and 
the court. Similarly immigration detainees attending the immigration and asylum chamber 
(IAC) at Yarl’s Wood Immigration Removal Centre (IRC) were taken there through a 
private entrance directly from the IRC.  

5.3 On arrival at the 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 Luton and South 
Bedfordshire Magistrates’ Court, 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. However, at Hatfield Magistrates’ Court, which was very busy, staff did not 
thoroughly check whom they were taking into detention, which led to the wrong detainee 
being accepted. At the other sites detainees’ details were checked and a brief conversation 
took place to confirm their identity. There was far too much loose information in some of 
the person escort records (PERs) accompanying detainees who were transferred from 
Bedfordshire police custody suites, such as risk assessments and non-confidential medical 
information. They could easily have been lost. PERs are meant to consist of a single 
document to highlight any mental, physical or safety concerns that need to be communicated 
(see paragraph 5.21). 

5.5 Throughout the inspection we observed friendly and professional interactions between court 
custody staff and detainees. Staff were particularly good at reassuring and calming detainees 
who were frustrated about their prolonged detention.  
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5.6 Serco Wincanton was committed to training and developing their staff but there were some 
gaps (see paragraph 3.8). 

5.7 Custody staff applied the custody processes and procedures in the same way for all 
detainees without adequately considering some detainees’ individual needs. A number of staff 
were unsure about how to look after transgender detainees and some of the language they 
used was inappropriate and demonstrated a lack of understanding. There was no specific 
standard operating procedure that staff could refer to on transgender detainees and the only 
information available was embedded in the standard operating procedure for searching 
detainees. The procedure for searching transgender detainees was outdated and not in line 
with Prison Service or police protocols. 

5.8 Contrary to Serco Wincanton’s standard operating procedure, none of the facilities in 
Bedfordshire and Hertfordshire complied with the Disability Discrimination Act. At St 
Albans Magistrates’ Court there were adapted toilets and wide cells on the ground floor that 
could accommodate a detainee in a wheelchair. They were only used if a detainee required 
adaptations or had a physical disability. Staff told us that the cells had been used but 
infrequently. There were, however, no adapted cells with lowered call bells. HM Courts & 
Tribunals Service (HMCTS) informed us that some detainees with a physical disability who 
needed adjustments had to have their court hearings in a Cambridgeshire court. Hearing 
loops were only available in courtrooms, although we were told that in some suites they 
could be borrowed if required. There was no information in Braille or easy-read format. 
Staff, however, did their best to make detainees with disabilities comfortable.  

5.9 There was no specific provision for children apart from a dedicated cell located away from 
adults at most suites. They were not allocated a named member of staff, there were no 
enhanced observations for children and there was no reading material to keep them 
occupied. Staff were not sufficiently aware of safeguarding procedures (see paragraph 3.16). 

5.10 Most courts had separate corridors or cells for women and staff told us they would ensure 
men and women were held separately during their stay in custody. There was little other 
provision specifically for women and they were not routinely asked if they were pregnant. 
Sanitary products were freely available outside the women’s toilet at all magistrates’ courts 
but not at the two crown courts. 

5.11 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 
detainees and women who were pregnant were particularly affected by having to wait, for 
sometimes lengthy periods, on uncomfortable seating.  

5.12 Guidance about religious observance was included in the standard operating procedure. 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, except at St 
Albans Crown Court, where each detainee was asked if they had any religious needs and if 
they wanted any religious books, which was good.  

5.13 Serco Wincanton had not invested in reading material for detainees, some of whom spent all 
day in court cells with nothing to do. Court custody staff had brought in a limited selection 
of books and old newspapers but despite their efforts, they did not routinely offer them to 
detainees. 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. 

5.14 The provision of drinks was good but only microwave meals, which were low in nutritional 
value, were provided in all courts. There were no sandwiches or other snacks. This was 
particularly an issue for detainees appearing at court for long trials who only received meals 
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of a limited range and quality each day. Some courts served only one portion and only at 
recognised mealtimes but others were more flexible and generous with portions. Food 
preparation areas were generally clean and appropriately located. 

5.15 Detainees at the IAC at Yarl’s Wood IRC described a good level of care and attention to 
their individual needs.  

Recommendations 

5.16 Cellular vehicles should be free of graffiti and men and women should be 
transported in separate escort vehicles or the partition should be used. 

5.17 Serco Wincanton 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.  

5.18 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. 

Safety 

5.19 Custody staff at all courts were meant to receive an early morning briefing to outline any 
changes in policy or procedure and confirm who would be detained and what risks or 
vulnerabilities they presented. Overall, we found staff briefings good, but not all staff received 
them, specifically vehicle crew staff who arrived later in the morning. Sometimes briefings 
took place long after detainees had been located in cells. The briefings we observed at Luton 
and South Bedfordshire Magistrates’ Court were particularly good; the court custody 
manager ensured that all staff understood the level of observations the detainees were 
placed on and advised them of anyone who had any medical issues that needed additional 
monitoring.  

5.20 We were concerned that changes in important procedures and practices were 
communicated via email and that court custody managers were expected to inform staff as 
part of the briefing. We observed updates for specific standard operating procedures being 
sent to the court custody manager; the manager and staff were unsure about how they 
should implement some of the new processes. The method of communication was 
ineffective, particularly where staff were required to understand and implement consistently 
the updated procedures.   

5.21 Some PERs from the police and prisons contained inadequate information about the risks 
and needs of detainees. For example at Luton and South Bedfordshire Magistrates’ Court we 
saw one PER that recorded a detainee had had ‘heart, stroke, cholesterol’ problems. The 
PER was accompanied by several loose sheets containing medical information that should 
have been summarised and recorded on the PER to help staff look after the detainee 
properly (see paragraph 5.52). The court custody manager appropriately contacted the 
police custody suite to clarify the needs of the particular detainee. 

5.22 There was no formal systematic risk assessment that brought together all the information 
and outlined how the detainee would be managed during court custody. Custody staff 
reviewed the information in the PER and discussions took place with vehicle crews to find 
out how the detainee was during the journey. We observed some staff having a short 
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interview with anyone with a self-harm warning marker (indicators showing a person has 
previously had a problem) to establish how they were feeling, but the outcome of the 
interview was not recorded on either the PER or the Serco electronic recording system 
(SERS). These interviews were not always conducted in private. Detainees were rarely 
required to share cells, but when they were, a cell-sharing risk assessment was completed. 
However, on one day at Luton and South Bedfordshire Magistrates’ Court a cell-sharing risk 
assessment was not completed before two detainees were placed in a cell together; once the 
information was reviewed they had to be placed in single cells; this process was potentially 
unsafe. 

5.23 All custody staff we spoke to understood that detainees with a recent history of self-harm or 
who were very vulnerable had to be observed every five minutes. Everyone else was 
checked every 30 minutes. We were concerned that checks on the most vulnerable 
detainees were not always completed at the required intervals. At more than one court, 
where there were detainees subject to five-minute checks, staff did not carry out the checks 
at the required frequency, yet the records said that they did.  

5.24 General observations for low risk detainees were mostly adhered to and the communication 
between the cells officer and the member of staff inputting the information on the SERS was 
mostly good. We were concerned that the custody suite ‘cell checks sheet’ (which cells 
officers completed every time they visited a cell and which was used to update detainees’ 
records) was affecting custody staff’s workload and duplicated what was already being 
entered into the SERS and recorded in the PER. Staff were not clear why they had to 
complete the sheet; it was sometimes completed in retrospect and rarely at the time the cell 
checks were completed.   

5.25 Part of the staff briefing covered informing all court custody staff who was carrying the anti-
ligature knife; this was usually the cells officer at all the courts. At least one anti-ligature knife 
was available in all custody suites. 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 potentially not have been able 
to preserve the life of a detainee who had attached a ligature. 

5.26 There were no significant delays in presenting detainees to court. There were generally 
sufficient affray alarms in the area so assistance could be summoned. Arrangements for 
releasing detainees safely were inadequate. There was no systematic pre-release risk 
assessment. All courts had stocks of rail warrants and petty cash. At most courts staff were 
reluctant to provide detainees with bus fares to get home and only offered travel warrants 
even if it meant detainees taking a circuitous route. While all detainees were offered a travel 
warrant, we were concerned that this on its own was not sufficient for some more 
vulnerable detainees who needed additional assistance to get home safely. 

5.27 Few staff understood they had a duty to refer detainees if they had concerns about them 
leaving court custody. At best they would try to refer the matter to the youth offending 
team or probation service; at worst they would do nothing, which was the case with two 
detainees during the inspection. We saw some vulnerable detainees being released with just 
a travel warrant and were concerned about how they would get home safely. For example, 
at one court a hearing- and sight-impaired detainee was given a travel warrant to get home 
when a taxi would have been more appropriate. She was not told where the train station 
was, she could not read a map and could not effectively communicate with others to find her 
way home. Her solicitor was aware of her vulnerabilities and seeing her predicament took 
her home. Another example was of a detainee with a mental health problem who was finding 
it difficult to walk due to a medical condition and who was tearful when he was leaving the 
custody suite. He was given a travel warrant and released without anyone asking him why he 
was upset or who would be at home to offer him support. 
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5.28 Detainees were not offered information about general support services; the court custody 
manager at Luton Crown Court knew the local area well and could direct detainees to 
homeless shelters and support services.  

5.29 Detainees released from the IAC were taken back in to Yarl’s Wood IRC where centre staff 
addressed their resettlement needs. This included ensuring they had a suitable address and a 
means of getting home.  

5.30 Not all detainees received the ‘What happens next’ leaflet when they were remanded or 
sentenced to prison and there was no specific information about the local prisons to which 
detainees were transferred. At Hatfield Magistrates’ Court however, the leaflet was placed in 
all cells, which was not appropriate as it was specifically for those going to prison and could 
have distressed some detainees.  

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. 

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 and accurately recorded. 

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.  

5.36 Staff should provide detainees with information about local support 
organisations and custodial establishments. 

Use of force 

5.37 Force was used infrequently across Bedfordshire and Hertfordshire court custody suites (see 
paragraph 3.13). All staff received annual refresher training in control and restraint 
techniques. 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. Documentation 
recording use of force was accurate and reliable. Documentation completed after incidents 
was thorough, clearly recording the circumstances in which force was used and attempts 
made to de-escalate the situation. 

5.38 Handcuffs were applied routinely without an individual risk assessment taking place to justify 
their use, even on children and when the court custody facilities were secure. It was 
disproportionate that compliant detainees were routinely handcuffed without having a risk 
assessment.  

5.39 At Luton and South Bedfordshire Magistrates’ Court we observed a 69-year-old man being 
received into court custody from Bedford police station; he had a walking aid, which he used 
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to walk around the suite and up to court. Staff did not carry out a risk assessment to check 
whether it was proportionate or necessary for this man to be handcuffed and he was 
handcuffed when he got off the van, around the suite and up to the court dock, which was 
unnecessary and demonstrated staff’s inability to provide individual care to certain detainees 
(see also paragraph 5.7). (See main recommendation 2.36.) 

5.40 Detainees coming from prison were searched on arrival, which was unnecessary as they had 
already been searched by Serco Wincanton staff. All detainees had rubdown searches after 
using the toilet, seeing legal advisers and returning from the courtroom, which was 
excessive.   

Recommendation 

5.41 Searching procedures should be reviewed to ensure they are proportionate to 
the risks posed. 

Physical conditions 

5.42 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 try to 
limit the risks they posed. There was a system for reporting basic maintenance defects to the 
private contractor but staff told us that reported defects in the suites were not dealt with 
promptly, which documents we reviewed confirmed. Magistrates’ Court staff had been 
waiting several months with no progress made and no date set for when repairs would be 
completed. Similar situations arose across the other court custody suites.  

5.43 The custody environment varied across the two counties. The suite at Hatfield Magistrates’ 
Court was by far in the best condition; it was shared with police and owned and maintained 
by Hertfordshire constabulary and any maintenance issues were reported to the police and 
resolved promptly. Cells at Stevenage Magistrates’ Court were clean; it was a quiet court 
and did not cater for the large number of detainees that other courts did. Court custody 
staff at Stevenage looked after the suite and made sure any graffiti or poor cleaning was 
reported to the cleaning contractor or dealt with the issue themselves. The crown courts 
and St Albans Magistrates’ Court required a deep clean and the graffiti on the walls and 
benches needed to be removed.  

5.44 The suite at Luton and South Bedfordshire Magistrates’ Court was the poorest; it was 
disrespectful and indecent – cells were covered with graffiti, some of which was racist and 
offensive, and they were dirty. The walls were grimy and stained. We were concerned that 
staff 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. Cleaning arrangements were inadequate overall. 

5.45 The environment at the IAC at Yarl’s Wood IRC was very good. There were two 
comfortable and well-equipped holding rooms where detainees were located when they 
were not in one of the two courts. Serco Wincanton staff looked after detainees in holding 
rooms.  

5.46 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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5.47 Staff were aware of fire evacuation procedures, which were mostly clearly displayed on 
posters. 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. 

5.48 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. 

Recommendation 

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

Health 

5.50 Custody staff identified detainees’ health concerns on their arrival. Sure Care became Serco 
Wincanton’s medical services provider in July 2015, providing telephone advice and a visiting 
health care professional if required. Staff could also contact the ambulance service in urgent 
situations, and response times were reported to be good. Notices advising staff how to 
contact the medical services provider were clearly displayed in each suite but had not been 
updated since Sure Care took over the contract; however, new notices were distributed 
during the inspection. Staff we spoke to were aware of and positive about the service, 
although most believed it offered telephone advice only. We spoke with one detainee at 
Luton and South Bedfordshire Magistrates’ Court who was concerned that if he was held at 
court for a lengthy period he would require prescribed medication, which he did not have in 
his possession. Custody staff explained the circumstances to Sure Care who agreed to 
dispatch a doctor but indicated it would be a minimum two-hour attendance time. The staff 
asked the court to expedite the detainee’s case and he was subsequently dealt with and 
released on bail. 

5.51 All staff had completed a first aid at work qualification and received updates every three 
years, but needed specific training every year to maintain an adequate skill level. Many staff 
had not used or practised their skills, and resuscitation equipment, suction, oxygen or 
automated external defibrillators (AEDs) were not available on site. The contents of the 
basic first aid kits we found in most suites varied and were not suitable for predictable 
emergencies. The kits were not routinely checked and in some cases contained out-of-date 
stock and loose unwrapped bandages, which was inappropriate. 

5.52 Custody officers relied on information on the PER form and information from detainees, but 
health issues were not always adequately identified on the form (see paragraph 5.21). 

5.53 Some detainees arrived from police custody or prison with their prescribed medication, 
along with clear instructions; staff handed the medication to detainees for them to 
administer themselves and recorded this on the PER at the administration time. Staff were 
aware of the requirement for safe drug administration; however, at Hatfield Magistrates’ 
Court we were told it was acceptable for medication to be handed to detainees through the 
cell door hatch, with only one member of staff monitoring the self-administration, which ran 
the risk of the medication being taken incorrectly.      

5.54 Staff reported, and we saw, that detainees often arrived from police custody without the 
medication they needed while they were at court. Although they attempted to speed up 
court and transfer processes to enable detainees to access their medication after release or 
in prison, the unavailability of prescribed medication while the detainee was in court was 
unacceptable.  
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5.55 Detainees could keep their asthma inhalers (to relieve difficulty in breathing) with them in 
their cells. They could not keep angina sprays (to relieve heart pain or tightness), insulin pens 
or blood sugar testing equipment; however, we were told these items were usually stored in 
the custody suite offices and were accessible if they were required. We did not see any 
formal risk assessments relating to detainees keeping medication with them. Medications 
were stored with the PERs in the custody suite offices and were not secured, which was 
unsafe. 

5.56 Mental health services were limited except at Luton and South Bedfordshire Magistrates’ 
Court where there was a court diversion and liaison scheme so that those needing help 
were referred to the appropriate agencies; mental health professionals could also direct 
detainees to local substance misuse services. Custody staff at Luton and South Bedfordshire 
Magistrates’ Court were positive about the service provided. The sending prison or police 
custody staff usually identified detainees with known mental health problems on the PER 
form; they might have been seen while in police custody or at the sending prison. In 
Hertfordshire custody staff had contact numbers for local mental health providers and at 
Hatfield Magistrates’ Court we were advised that staff had used the services of mental health 
staff based at the adjacent police station on an informal basis. Mental health and substance 
misuse services were limited. Other than at Luton and South Bedfordshire Magistrates’ 
Court, staff assumed that most detainees requiring these services would access them in 
police custody or prison. Custody staff had a reasonable awareness of mental health issues 
but none had completed any mental health or substance misuse awareness training. 

5.57 We were advised that Serco Wincanton was due to introduce a one-day mental health 
awareness training package for court custody staff in the near future. 

5.58 Across Bedfordshire and Hertfordshire, most detainees with substance misuse issues were 
seen in police custody but no drugs workers visited the court custody suites. Custody staff 
had a reasonable awareness of substance misuse issues but lacked any formal training. 

5.59 Detainees who attended the IAC were residents of Yarl’s Wood IRC. Any medical issues 
were dealt with by health professionals at the centre. 

Recommendations 

5.60 Custody staff should receive appropriate training in: emergency response skills, 
including the use of AEDs; mental health awareness and drug and alcohol 
awareness. Staff should also receive annual refresher training in emergency 
response skills.       

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 All medications should be stored securely and detainees who require prescribed 
medication while in court custody should have access to it. 
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Section 6. Summary of recommendations 

Main recommendations 

6.1 HMCTS should accept direct responsibility for the care and welfare of detainees held in 
court custody. (2.32) 

6.2 There should be a safeguarding policy and all staff should be made aware of safeguarding 
procedures for children and adults at risk. (2.33) 

6.3 HMCTS, PECS and the escort and custody contractor should investigate the reasons for the 
prolonged periods that detainees, including children, spend in court (and police) 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) 

6.4 Staff should complete a standard risk assessment for each detainee and receive training to do 
this. (2.35) 

6.5 Handcuffs should only be used if necessary, justified and proportionate. (2.36) 

Recommendations 

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. (4.15) 

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

Treatment and conditions 

6.8 Cellular vehicles should be free of graffiti and men and women should be transported in 
separate escort vehicles or the partition should be used. (5.16) 

6.9 Serco Wincanton 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. (5.17)  

6.10 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. (5.18) 

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

6.12 Set levels of observations should always be adhered to and accurately recorded. (5.33) 

6.13 Staff undertaking observations and cell visits should carry anti-ligature knives at all times. 
(5.34) 
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6.14 Custody staff should check whether detainees being released have any immediate needs or 
concerns that should be addressed before they leave custody. (5.35)  

6.15 Staff should provide detainees with information about local support organisations and 
custodial establishments. (5.36) 

6.16 Searching procedures should be reviewed to ensure they are proportionate to the risks 
posed. (5.41) 

6.17 All court cells should be clean and free of graffiti and all ligature points removed. (5.49) 

6.18 Custody staff should receive appropriate training in: emergency response skills, including the 
use of AEDs; mental health awareness and drug and alcohol awareness. Staff should also 
receive annual refresher training in emergency response skills. (5.60)     

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

6.20 All medications should be stored securely and detainees who require prescribed medication 
while in court custody should have access to it. (5.62) 
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Section 7. Appendices 

Appendix I: Inspection team 

Kellie Reeve Lead leader 
Vinnett Pearcy Inspector 
Fiona Shearlaw Inspector 
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Graffiti inside cellular vehicle 
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Graffiti in Luton and South Bedfordshire Magistrates’ Court 
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