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About ETAP 
 
The Ethics, Transparency and Audit Panel (ETAP) is made up of members of 
the public, who test the accuracy of crime recording, examines the response 
of police to incidents and analyses the way they handle complaints about 
policing. 
 

ETAP was set up by Matthew Ellis the Police and Crime Commissioner for 
Staffordshire to make policing in Staffordshire the most open and 
transparent in the country. 
 

It rigorously challenges aspects of policing that are critical to us all. 

 

The panel is made up of members of the public. To find out more about ETAP 
go to www.staffordshire-pcc.gov.uk/eta/ .  

 

This report has been commissioned by Matthew Ellis the Police and Crime 
Commissioner for Staffordshire. 

 

Reports by ETAP can also be found on this website.  

 

 
 
  

http://www.staffordshire-pcc.gov.uk/eta/
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Report authors 
 
David Davies,  
Ethics, Transparency and Audit Panel (ETAP) 

 
David Davies joined the Ethics and Transparency Panel in January 2015. He is a former 
Manager for Technical Training for a leading car manufacturer, responsible for the training 
of more than 2,000 employees in the dealer network. During this time he was also a 
member of a working party, linked to the Institute of the Motor Industry, to update 
qualification standards for the Industry. 

David also held management positions in various companies earlier in his career including 
two major motor industry companies. 

David said: “My training background has provided me with a keen eye for detail, and an 
ability to challenge working methods, which I believe will help in my role on the ETAP.   
The PCC’s ambition for greater transparency in local policing is to be admired and I’m 
pleased to offer my full support in achieving this.” 

 
Michael Lowe,  
Ethics, Transparency and Audit Panel (ETAP) 

Michael Lowe joined ETAP in January 2014 and is a marketing manager for Staffordshire 
University Students' Union, responsible for all elements of the marketing mix. He has 
worked in higher education marketing for more than five years. Previously, he worked in 
political journalism for seven years, which gave him a strong understanding of how the 
public sector operates and the challenges the public sector faces. 

Michael said: “I joined the panel to enhance my skills and use my existing skills to help 
Staffordshire Police become more transparent and accountable to the public.” 

 
 
 

ETAP is made up of members of the public. To find out more about ETAP go 
to www.staffordshire-pcc.gov.uk/eta/ .  
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Custody and Detention 
 

Executive Summary 
 
Objective 
The objective of this review is to establish an understanding on the levels of care and 
attention provided to those being held in police custody. Moreover, ensure that all 
appropriate controls and guidelines are in place, and that these are administered 
effectively and in line with national authorised professional practice (APP). 
 
Conclusion 
The Ethics Transparency and Audit Panel (ETAP) are satisfied that the conditions where 
Detained Persons (DPs) are held, are fit for purpose, being clean, well maintained and 
appear to be well managed. The custody officers appear diligent and were aware of their 
individual responsibilities.   
 
The process for booking in and completing the Risk Assessment is robust. It requires 
completion of a questionnaire on the custody record system (called NSPIS), the outcome 
of which determines the level of observation set by the Custody Sergeant. Observation at 
level 1 was carried out at 30-minute intervals against a national standard of 60 minutes.  
All other levels were in line with requirements and health care was requested when it was 
felt the DP required medical attention. Details of Custody Officers’ responsibilities for the 
four different levels of observation are given out in card form, as well as being read out to 
the Custody Officer by the Custody Sergeant before handing over. See Appendix C. 
 
We observed the quality of the data captured on NSPIS during handover, and noted the 
improvements introduced in April 2015. This new procedure requires full details to be 
noted on the record at every handover with the reason for detention, the level of 
observation and any medical issues. As this is a comparatively new procedure, it needs 
regular monitoring to ensure that future input remains at the highest level of detail, 
including clarity on the level of care set, as this was not always evident. 
 
Our visit to the NACF gave us the opportunity to inspect cells and observe the video 
monitoring process. We had no reason to doubt that it is well managed; we evidenced 
observations, which suggest every care is taken to ensure the welfare of DPs. 
 
There is an on-going desire by Custody Inspectors to continually monitor the quality of 
care, which is evident through monthly “Dip Sampling” of around 30 cases.  
 
Despite this, however, we did have some concerns over compliance of the Police and 
Criminal Evidence Act, Codes of Conduct C (PACE C)* and the use of an “Appropriate 
Adult” (AA), together with a delay in healthcare professionals arriving at custody. 
Appropriate Adults are adults over 18, with no connection to the case involved, and are a 
statutory requirement when juveniles are being detained to ensure all of the rights and 
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entitlements are being carried as required.  
 
We also felt there needed more clarity in the custody records over the level of observation 
assigned, both on arrival at the custody suite and on subsequent shift changes, which we 
felt were not always clearly defined. 
 
From these concerns, a number of recommendations have been made and these can be 
found on page 12 of this report. 
 
Custody Inspector Chris Harrington supported us in our review and we extend our thanks 
to him for his support and cooperation. We also extend our appreciation to the 
Independent Custody Visitors who completed our on-line questionnaire, as it was 
important that their opinions were included in our findings. 
 
 
*Current versions of the Codes of Practice of PACE can be found at - 
https://www.gov.uk/guidance/police-and-criminal-evidence-act-1984-pace-codes-of-
practice 
 
  

https://www.gov.uk/guidance/police-and-criminal-evidence-act-1984-pace-codes-of-practice
https://www.gov.uk/guidance/police-and-criminal-evidence-act-1984-pace-codes-of-practice
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Process 
 
In order to complete this report, we were given access to NSPIS, the custody system, 
used to record all activity of detained persons (DPs) in the custody suites and we also 
visited the Northern Area Custody Facility (NACF) at Etruria, Stoke on Trent, to see where 
DPs were held and to observe the processes in action. 
 
There are five custody suites in Staffordshire which operate at two tier levels: Tier 1 and 
Tier 2. There are three Tier 1 custody suites and two Tier 2 custody suites covering the 
county. Between them, they have capacity for 99 detainees. See Appendix A.  
  
Tier 2 custody suites are only used on the rare occasion when accommodation is at 
capacity in the Tier 1 custody suites. At any one time, there will be four Custody Sergeants 
on duty covering the Tier 1 custody suites. If demand dictates that additional Custody 
Sergeants are required, a further 40 sergeants are trained for custody duty and would be 
made available. They are deployed on front line duty at other times. 
 
The Custody Sergeant has total responsibility and is accountable for the welfare of the 
detained person, and determining the level of appropriate care level for each detainee.  A 
person can be detained for up to 24 hours (from arrival at the station) and unless an 
extension is applied for and granted, the detainee must be released or charged. 
 
A healthcare professional is either on site or on call through a contracted healthcare 
arrangement. NACF has 24/7 cover, however the Central and Southern Area suites only 
have cover on demand, as have the Tier 2 custody suites. 
 
During detention, the detainee is regularly monitored in line with the level of care 
determined by the Custody Detention Sergeant. This monitoring is carried out by Custody 
Detention Officers (CDOs) contracted by Resource Group, who successful won the 
contract in June 2015. There are five CDOs at NACF and two at each of the other Tier 1 
suites. A “Team Leader” is appointed for each shift. 
 
In addition, there are 52 Independent Custody Visitors (ICVs) who make unannounced 
visits to check on the welfare of the detainees. These are “Statutory Volunteers” appointed 
by the Police and Crime Commissioner (PCC) to give an independent assessment of care 
levels. Custody suites are also subject to inspection by Her Majesty’s Inspector of 
Constabulary (HMIC), who last published an inspection report for Staffordshire in June 
2012. 
 
On arrival at a custody suite, the Custody Sergeant, obtains details of the detainee. This 
includes personal information such as name, address, current and past health issues, 
medication used, any drug dependencies and/or self-harm tendencies. The completion of 
this data forms the Risk Assessment and is the basis for determining the level of care 
appropriate for the detainee. The system requires the Risk Assessment to be fully 
completed before proceeding with other elements of the booking-in procedure. 
 
It was important to satisfy ETAP that detainees of different backgrounds were dealt with 
fairly and appropriately in line with the Police and Criminal Evidence Act 1984 Code C 
(PACE C) and for this reason we “dip-sampled” records involving people with mental 
health issues, juveniles (under 18), foreign nationals, those with alcohol/substance misuse 
and those with learning difficulty. ETAP members had a free choice to randomly select files 
for review from each group.    
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Monitoring, observation and engagement 
 
Four levels of observation are used which follow national guidelines. 
 
Level 1 General observation - This is the minimum acceptable level of observation 
required for any detainee and requires the following: 
Detainees are checked at least every 30 minutes, (national guidelines 1 hour). This was 
introduced to provide a greater regard for detained persons, above the national guidelines. 

 

 Checks are carried out sensitively in order to cause as little intrusion as possible. 

 If no reasonable foreseeable risk is identified, staff need not wake a sleeping 
detainee (checks of the sleeping detainee must continue and, where change in the 
condition of a detainee presents a new risk, the detainee should be roused). 

 If the detainee is awake, the officer should communicate with the detainee. 

 Visits and observations, including the detainee’s behaviour/condition, are recorded 
in the custody record. 

 Any changes in behaviour/condition must be reported to the custody officer 
immediately and added to the custody record and risk assessment as appropriate. 

 
Level 2 Intermittent observation - This is, subject to medical direction, the minimum 
acceptable level for those who are under the influence of alcohol or drugs, or whose level 
of consciousness causes concern. It requires the following: 
 

 The detainee is visited and roused at least every 30 minutes; 

 Physical visits and checks must be carried out – CCTV and other technologies can 
be used in addition. 

 The detainee is positively communicated with at frequent and irregular intervals. 

 Visits to the detainee are conducted in accordance with PACE Code C, Annex H. 

 Visits and observations, including the detainee’s behaviour/condition are recorded 
in the custody record and the risk assessment is reviewed and updated as 
appropriate. 

 Any changes in behaviour/condition must be reported to the custody officer. The 
use of technology does not remove the need for physical checks and visits.  

 
Level 3 Constant observation - if the detainee’s risk assessment indicates a heightened 
level of risk to the detainee (e.g. self-harm, suicide risk or other significant mental or 
physical vulnerability) they should be observed at this level. It requires the following: 
 

 The detainee is under constant observation and accessible at all times. 

 Physical checks and visits must be carried out at least every 30 minutes. 

 Constantly monitored CCTV and other technologies can be used. 

 Any possible ligatures are removed. 

 The detainee is positively communicated with at frequent and irregular intervals 

 Visits and observations, including the detainee’s behaviour/condition, are recorded 
in the custody record. 

 Any changes in behaviour/condition must be reported to the custody officer 
immediately (risk assessment will be reviewed and updated as appropriate) 

 Review by the healthcare professional. 

 The purpose of CCTV cell monitoring should be recorded in the custody record 
together with the name of the designated member of custody staff who will be 
responsible for the monitoring. 

http://www.official-documents.gov.uk/document/other/9780108512780/9780108512780.pdf
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Level 4 Close proximity - detainees at the highest risk of self-harm should be observed 
at this level. It requires the following: 
 

 The detainee is physically supervised in close proximity (to enable immediate 
physical intervention to take place if necessary). 

 CCTV and other technologies do not meet the criteria of close proximity but may 
complement this level of observation. 

 Issues of privacy, dignity and gender are taken into consideration. 

 Any possible ligatures are removed. 

 The detainee is positively communicated with at frequent and irregular intervals 

 Observations, including the detainee’s behaviour/condition, are recorded in the 
custody record. 

 Any changes in behaviour/condition must be reported to the custody officer 
immediately (risk assessment will be reviewed and updated as appropriate) 

 Review by the healthcare professional. 

 Custody Sergeants should ensure that healthcare professionals working within their 
force are aware of local procedures. 

 
In the cases we reviewed, we were satisfied that every effort was made to adhere to these 
levels of care. Notation cards have been produced and have been handed out to Custody 
Officers since March 2015. In the case of Level 4 observation, the Custody Sergeant reads 
out the responsibilities before handing over to the Custody Officer. 
 
 
Custody Suite Visit 
Our visit to Northern Area Custody Facility (NACF) gave us the opportunity to inspect 
holding cells and observe the video monitoring process. At the time of our visit, five DPs 
were being monitored by video with two CDOs present. As no more than four DPs can be 
monitored by one CDO, the balance was in line with requirements. During this time we 
evidenced one camera being zoomed closer to a DP, which gave reassurance that careful 
monitoring was taking place.  We also witnessed a CDO making a physical check on three 
DPs, which he did thoroughly and with consideration for their privacy.  
 
Great detail was given about the need to ensure cells are well maintained to minimise any 
possibility of self-harm by DPs. Every attempt has been made to ensure that adjacent 
rooms, such as an interview room, are free from any material that could pose a threat to 
the DP’s or officers. 
  
Custody Inspectors conduct their own “dip sampling” of around 30 cases each month.  
From this procedure, any shortcomings are noted with appropriate action taken. We were 
given a copy of the audit form used for this purpose, which highlighted twenty areas for 
review, any learning opportunities presented and actions recommended. We were satisfied 
with the way this was being managed. 
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Project Details 
 
There are specific Government guidelines, to cover the following areas and we 
wished to be satisfied that these were met as a minimum: 
 
Handover procedures 
It is essential that enough time is allowed for a full and effective briefing and debriefing 
between custody officers and staff when handing over responsibility for detainees, 
particularly at shift change over. This ensures that all relevant information is passed on 
and understood by the person taking over responsibility. If handover has to take place in or 
around the booking-in desks, the Custody Suite should be cleared of other personnel.  
Custody officers and other custody staff should carry out the handover together. 
 
Information should be communicated verbally. Where CCTV exists within the custody 
area, handover should be undertaken within sight and sound of an appropriate camera 
and microphone. If CCTV is not available, written acknowledgement that all custody 
officers and staff have been fully briefed on the risks and needs should be made on the 
custody record. 
 
The information entered should include the risks, vulnerabilities, emerging issues, control 
strategies and welfare needs of each detainee. It should also cover the status of each 
investigation, including the actions required to achieve effective and lawful resolution of the 
matter for which the person has been detained. The incoming shift of custody officers and 
staff must ensure that they are fully aware of all of this information. 
 
Written record 
A written record must be made in the custody record following each and every check 
carried out on detainees, and in all cases where a detainee has been roused. 
 
The custody officer should record the following in the custody record: 

 The level of observation required for a detainee. 

 The reasons for the decision. 

  Clear directions that specify the name and title of the persons carrying out the 
observations. 

 The name of the person responsible for carrying out the review of the required 
observation level. 

 
Healthcare professionals should ensure that their directions for custody staff on the 
frequency of checks and/or any recommendations on the rousing of a detainee are written 
in the custody record, in addition to being verbally passed on. 
 
Signs indicating increased risk 
Custody staff should be familiar with the signs or behaviours of a detainee that may 
indicate that there is an increased level of risk and/or requirement for a higher level of 
monitoring. An increased level of risk, illness or change in behaviour should always be 
brought to the attention of the custody officer. 
 
Where there is evidence that risk to the detainee has reduced, the level of monitoring 
should be reduced accordingly. This change should be carefully considered and applied, 
for example, detainees should not go straight from level 4 observations to level 1. 
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Project Details - Continued 
 
In reviewing each case, and to satisfy the above criteria, we based our observation 
on the following: 
 

1. That on arrival at the custody suite a correct assessment of the detainees’ mental 
and physical health is taken and where appropriate, medical attention is sought.  
(Drugs/Alcohol/ injuries/self-harm). 

2. There was evidence of a care plan where appropriate. 
3. That an appropriate adult was appointed for juveniles and mental health issues. 
4. Only approved restraint techniques and equipment were used (if appropriate). 
5. That the level of monitoring, observation and engagement match the levels set by 

the Custody Sergeant. 
6. That “Review Times” are in accordance with procedures. 
7. Entry in the custody record is made for all actions taken. 
8. Information is accurately communicated to all relevant staff, especially on shift 

change. 
9. When used, CCTV is monitored with provision for breaks etc. Operators’ details are 

recorded in the log. 
 
In order to conduct our audit, we developed two checklists, which formed the basis of our 
approach. The percentage score is factored from the “Yes” or “No” responses. Any 
questions not appropriate to the case reviewed are excluded from the calculation.  
Therefore the first column “Cases”, relates to the number of cases out of the 10 reviewed, 
which were relevant to the question. 
 

Level of Care Assigned 
                    Key:  Y = Yes,        N = No,         Cases Y N % 

1.  Entries are legible, accurate and appropriate 1   10 1  10  100 

2.  Compliance with PACE and the Codes of Practice. 1   10 6  6 4 60 

3.  All entries are signed, timed and dated. 1   10 1 10  100 

4.  The condition of the detainee on arrival is accurately recorded. 
(including details of the detainee’s actions, mood and emotional 
state) 

1   10 1 10  100 

5.  The condition of the detainee at each check is accurately 
recorded. (including details of the detainee’s actions, mood and 
emotional state) 

8   8 8  8  100 

6.  The condition of the detainee on release or transfer is 
accurately recorded (including details of the detainee’s actions, 
mood and emotional state. 

1   10 1  10  100 

7.  The waiting time for examination of detainee by a healthcare 
professional is within acceptable timeframes 

7    7 2  2 5 29 

8.  Medical needs and administration of medication identified are 
met in accordance with instructions. 

7    7 7  7  100 

9.  Quality of risk assessment and control strategies are 
commensurate with risks. 

9    9 9  9  100 

10.  The detainee’s intelligence records reflect any vulnerability 
identified in the risk assessment. 

2    2 2  2  100 

11. Dietary or religious and cultural needs are identified and met 4    4 4  4  100 

12. A PER has been completed for every detainee going on an 
external movement to any destination. 

0    0 0  0 0  
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The NSPIS requirement meant that a full Risk Assessment has to be carried out on arrival 
and that all entries in the record log are dated, timed and with the name of the officer 
making the entry. For this reason we were satisfied that all written entries and the initial 
risk assessment process met all requirements. 
 
Non-compliance identified 
Item 2.  There were four deviations from PACE. Two where an “Appropriate Adult” was not 
present: One when an interview was carried out on a detainee with learning difficulties and 
one involving the search of a juvenile. A third had incomplete information on the record to 
make a judgement. The fourth concerned the late release of a detainee. This was justified 
on the record by the Custody Inspector, as there was concern for the wellbeing of the 
detainee. ETAP considered the correct decision had been taken on this occasion. 
Item 7.  The delay in a healthcare professional arriving was unacceptable on five cases 
and relates to locations where a healthcare professional was not based at the Custody 
Suite. We considered 60 minutes acceptable but there were examples of 70 mins, 90 mins 
and one where a delay of 2.5 hours was recorded. 
Item 12.  The PER (Person Escort Record) form used for the transfer of detainees is a 
separate document and not held on NSPIS. There were no recorded transfers. 
 
Handover procedures 
As above, the percentage score is factored from the ‘Yes’ or ‘No’ responses. Any questions 
not appropriate to the case reviewed are excluded from the calculation. Therefore, the first 
column ‘Cases’, relates to the number of cases out of the 10 reviewed, which were 
relevant to the question. 
 

                    Key: Y = Yes.        N = No.       Cases Y N % 
1.  Information has been communicated verbally and when CCTV 
exists within the custody area, handover should be undertaken 
within sight and sound of an appropriate camera and microphone. 

6 6  100 

2.  If CCTV is not available, written acknowledgement that all 
custody officers and staff have been fully briefed on the risks and 
needs and are made on the custody record. 

6 5 1 83 

3.  The information entered includes the risks, vulnerabilities, 
emerging issues, control strategies and welfare needs of each 
detainee.  

10 10  100 

4.  The information entered includes the actions required to 
achieve effective and lawful resolution of the matter for which the 
person has been detained. 

10 10  100 

5.  The incoming shift of custody officers and staff must ensure 
that they are fully aware of all of this information. 

6 5 1 83 

 
Non-compliance identified 

Item 2.  All handovers are conducted at the custody desk where both video and 
recording devices are present. There were four cases where the detention period was 
too short for a handover to be carried out.  However, from the other six cases, one had 
inadequate notes to support ‘…. written acknowledgement that all custody officers and 
staff have been fully briefed on the risks and needs and are made on the custody 
record’.  See item 5 below. 
 
Item 5.  The note on one custody record was deemed not comprehensive enough as it 
did not give details of the case or level of care, merely that “A full handover had been 
conducted”. This statement could not support the requirement ‘that they are fully aware 
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of all of this information’. However, in April this year the level of detail to be recorded on 
handover was improved so that the case facts/reasons for detention are entered on the 
record at each handover and signed by the incoming CDO. The case in question was 
in January 2015 and whilst was within guidelines at the time, would not be acceptable 
under the new requirement. 

 
To broaden our understanding, we sought the opinions of the ICVs who make regular visits 
and therefore have experience of the day-to-day running of the Custody Suite. To gain 
their views, an on-line questionnaire with five open questions was developed. Although the 
response was disappointing, those that did reply were positive on the care offered and a 
few positive suggestions came forward, which are shown below for consideration. 
 
Q1. From your experience are there areas the police could consider to improve the care 
provided to people in custody, in particular when appropriate medical care may be 
required? 

 I think that waiting times to see a doctor or nurse are sometimes far too long. 

 Prompt response from medical professionals. 

 Quicker access to medical review. Availability of staff to provide pastoral 
care/reassurance role - floating CDO or DP liaison role to support. 
 

Q2. Do you believe the police could do anything different with juveniles and/or vulnerable 
persons in custody? 

 Help with communication using pictures for people with learning disabilities. 

 Availability of staff to provide pastoral care/reassurance role - floating CDO or DP 
liaison role to support enhanced environment to calm/reassure. 

 More suitable reading materials for younger detainees could be made available. 
 
Q3. How could communication be improved among custody teams to ensure detainees get 
the appropriate care and attention when necessary? 

 I think the main thing with communication is keeping the detainee updated on what 
is happening.  The most common thing we hear is "I don't know what I'm waiting for 
or what happens next". 

 Use of floating role, additional member of team to handover to with specific remit to 
focus on vulnerable etc. - provides focus for those DPs who are vulnerable and 
frees time for CDOs to continue business as usual with remaining DPs 

 I believe custody CDO staff are mostly, but not always undermanned, so 
communication is/will be limited. 

 
Q4. Do you believe certain elements of society are treated differently in custody? If so, 
how could this be prevented in future? 

 Possibly are - in part about the relationship struck between CDO and DP - not 
always easy to strike up an immediately positive relationship.  Staff training - 
possible 'be a DP for the day' training experience, unconscious bias training DP by 
experience talking about how it was for them, what would have made it 
different/better 

 
Q5. Have you any ideas on improvements to the current procedures, which will 
bring about greater efficiencies without reducing the level of care? 

 No I do not. 
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Recommendations 
 

 More clarity within the custody records on the level of observation set after the risk 
assessment at check in, and at any subsequent revisions to the level of care. 

 Ensure compliance with PACE (Police and Criminal Evidence Act 1984), especially 
when an appropriate adult is required. 

 Detention sergeants regularly review each “others risk assessments” and why they 
set the level of care. They then have an opportunity to learn from each other and 
have “like minds” when defining levels of care. 

 We recommend that Staffordshire Police revisit their arrangement with the 
healthcare provider(s) at all Tier 1 and Tier 2 suites, to establish a minimum 
response time of less than one hour from the point of a request being 
logged. If more pressing engagements make this difficult or impossible to achieve, 
every effort should be made to seek alternative arrangements so that a maximum 
time lapse from initial request to visit, is no more than 90 minutes. 

 Although Custody Inspectors carry out their own dip sample of cases, we evidenced 
non-compliance with PACE, so feel that ETAP should conduct independent dip 
sampling of cases, at not less than 6 month intervals. The objective is to ensure 
compliance with PACE, specifically in using an Appropriate Adult where necessary 
and comprehensive handovers take place. 

 PER (Person Escort Record) form should be contained within the custody record. 

 The level of observation set should be clearer when booking in and we felt that 
within the “Risk Assessment Screen” an additional entry should be made to 
highlight the level of care assigned. This could then be automatically populated to 
the Custody Record. Similarly, any future changes to the level of care i.e. from level 
2 to level 3 or other, the new level should be more prominently displayed. This 
could be a consideration for future software development. 

 
From the above list, the following were considered as priority 

1. More clarity within the custody records on the level of observation set after the risk 
assessment at check in, and at any subsequent revisions to the level of care. 

2. Ensure compliance with PACE, especially when an appropriate adult is required. 
3. Look for a way forward to reduce the time it takes for a healthcare provider to arrive 

at Tier 2 Detention Suites that do not have 24/7 cover. 
 

Governance / Risk 
The frequency in not adhering to PACE may have influence on the outcome of cases, 
especially those that are referred for court action. Additionally, if ever reaching the public 
domain, such action will influence public opinion of policing work. 
 
We had concern about the waiting time for the arrival of the healthcare professional in 
those custody suites without 24/7 cover, as priority is rightfully given to more urgent cases. 
However, this does impact on the arrival time after the initial request and there is a danger 
that undue delay may lead to more serious issues.  
 

Conclusion 
 
In general, we felt that care by custody officers and healthcare professionals met the 
required standard. We have no evidence to doubt that officers conduct themselves in a 
professional way and they evidenced concern for Detained Persons. However, the non- 
conformity of PACE on four occasions (of which two related to the failure to have an 



 

13 

 

Appropriate Adult present) means that constant reminders and regular reviews should be 
undertaken to ensure the highest levels of care are constantly maintained. 
 
Concern over the delay in healthcare professionals visiting custody suites without 24/7 
cover is expressed and is something we feel effort should be made to correct. 
 
The custody record system (NSPIS) whilst adequate has shortcomings in the way data is 
referenced, as it proved quite difficult and time consuming to select the profiles we 
required for our report. Also, it is reliant on “Free Text” data entry, so the quality of data by 
individual custody officers can differ.  Whilst free text is important, ideally there should also 
be some “built-in” mechanism that automatically enters significant information. i.e. level of 
care, or flags up any failure to comply with observation, based on the time between inputs.  
With impending changes to the IT systems, we have not recommended an upgrade of 
NSPIS, but hope these considerations may be reviewed at any future upgrade or 
replacement system. 
  
 
 

Appendices 
 
 
 
Appendix A 
 

Custody suite  Number of cells 

Northern area custody facility (Stoke-on-
Trent)  

50 

Burton-on-Trent  17 

Watling House, Gailey (near Stafford)  15 

Stafford (Tier 2)  8 

Tamworth (Tier 2)  9 

Total  99 
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Appendix B 
Cases for Review 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Case 21SL/12311/14 was substituted by case 21SL/6178/15 as we considered a 2015 
case file of more relevance to current practice.  This later case file was randomly selected 
when in NSPIS on the day. Cases marked with  were taken for further investigation by 
the Custody Inspector   
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Appendix C 
OBSERVATION LEVELS 

 
Duplication of four cards handed to Custody Officers. 
 
 

1 March 2015 

 
  

Level 1 – General Observation 
 

Following full risk assessment this is the 

minimum acceptable level of observation 

required for any detainee. It requires the 

following: 

 

 Detainees are checked at least every 

30 minutes (risk assessment  is 

updated where necessary) 

 

 Checks are carried out sensitively in 

order to cause as little intrusion as 

possible 

 

 If no reasonable foreseeable risk is 

identified, staff need not wake a 

sleeping detainee (checks of the 

sleeping detainee must continue and, 

where change in the condition of a 

detainee presents a new risk, the 

detainee should be roused) 

 

 If the detainee is awake, the officer 

should positively engage with the 

detainee 

 

 Visits and observations, including the 

detainee’s ehaviour/ ondition, are 
recorded in the custody record 

 

 Any changes in behaviour/condition 

must be reported to the custody 

officer immediately and added to the 

custody record and risk assessment 

as appropriate. 

Level 2 – Intermittent Observation 

 

This is, subject to medical direction, the 

minimum acceptable level for those who are 

under the influence of alcohol or drugs, or 

whose level of consciousness causes concern. 

It requires the following: 

 

 The detainee is visited and roused at 

least every 30 minutes; 

 

 Physical visits and checks must be 

carried out – CCTV and other 

technologies can be used in addition 

 

 The detainee is positively engaged 

with at frequent and irregular 

intervals 

 

 Visits to the detainee are conducted 

in accordance with PACE Code C, 

Annex H 

 

 Visits and observations, including the 

detainee’s ehaviour/ ondition are 
recorded in the custody record and 

the risk assessment is reviewed and 

updated as appropriate 

 

 Any changes in behaviour/condition 

must be reported to the custody 

officer immediately. The use of 

technology does not remove the 

need for physical checks and visits. 



 

16 

 

 

Duplication of cards handed to Custody Officers 
 

 

1 March 2015 
 

Level 3 – Constant Observation 
 

If the detainee’s risk assessment indicates a 
heightened level of risk to the detainee (eg, 

self-harm, suicide risk or other significant 

mental or physical vulnerability) they should be 

observed at this level. It requires the following: 

 

 The detainee is under constant 

observation and accessible at all times 

 

 Physical checks and visits must be 

carried out at least every 30 minutes 

(and ROUSED if required) 

 

 Constantly monitored CCTV and other 

technologies can be used (Issues of 

privacy, dignity and gender must be 

considered.) 

 

 Any possible ligatures are removed 

 

 The detainee is positively engaged with 

at frequent and irregular intervals 

 

 Visits and observations, including the 

detainee’s ehaviour/ ondition, are 
recorded in the custody record 

 Any changes in behaviour/condition 

must be reported to the custody officer 

immediately (risk assessment will be 

reviewed and updated as appropriate) 

 

 Review by the healthcare professional 

must be completed 

  

The purpose of CCTV cell monitoring 

should be recorded in the custody record 

together with the name of the designated 

member of custody staff who will be 

responsible for the monitoring.  
 

Level 4 – Close Proximity 
 

Detainees at the highest risk of harm 

(including self-harm) should be observed at 

this level. It requires the following: 

 

 The detainee is physically supervised 

in close proximity (to enable 

immediate physical intervention to 

take place if necessary) 

 

 CCTV and other technologies do not 

meet the criteria of close proximity 

but may complement this level of 

observation (Issues of privacy, dignity 

and gender are taken into 

consideration) 

 

 Any possible ligatures are removed 

 

 The detainee is positively engaged with 

at frequent and irregular intervals (and 

ROUSED if required) 

 

 O servations, in luding the detainee’s 
behaviour/condition, are recorded in 

the custody record 

 

 Any changes in behaviour/condition 

must be reported to the custody 

officer immediately (risk assessment 

will be reviewed and updated as 

appropriate) 

 

 Review by a healthcare professional 

must be completed 
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