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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.  
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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.” 

Larraine Wilde   

Ethics, Transparency and Audit Panel (ETAP) 

Larraine Wilde is an environmental scientist from Stretton, in Burton, who has 
worked on international projects in the mining and energy sectors and in post-war 
rehabilitation. She joined the panel in September 2015. Her work included due 
diligence auditing of large scale infrastructure assets to meet the requirement of 
international financing institutions including commercial banks and organisations 
such as the World Bank, The International Finance Corporation and the 
European Bank for Reconstruction & Development. For a number of years she 
was Chair of the BSI Technical Committee for Environmental Auditing and 
represented the UK at the ISO Technical Committee for the Environmental 
Management series of standards.  

She said: “ETAP plays an important role in shining the spotlight on policing in 
Staffordshire. I am pleased to be able to bring my experience to the panel as we 
carry out this vital work to make policing more transparent.”  

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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Mental Health Detention Review 
 

1. Executive Summary 

On the 5 March 2015, Mr A, a 48-year-old male, was detained under Section 136 Mental 

Health Act (1983) and placed in a cell at the Northern Area Custody Facility (NACF).  

Although attempts were made to place this person into a Psychiatric Intensive Care Unit 

(PICU), due to the non-availability of a PICU bed, he remained in custody for a total period 

of 63 hours and 59 minutes. Over the entire incident, there were at least 22 officers involved 

from start to closure, with 74 hours and 44 minutes of police time taken up. 

1.1 Objectives of the review 

The Ethics, Transparency and Audit Panel (ETAP) have been asked to review this case and 

report on the reasons why this individual was detained for an extended period and what 

actions if any, can be taken to prevent this from reoccurring. 

1.2 Summary Conclusions 

The panel has examined the statutory requirements and other good practice for Section 136 

detentions and feel that all attempts were made to meet the legal requirement and staff 

demonstrated a Duty of Care to the Detained Person (DP). The staff involved both within 

the detention team and the medical care team provided the highest levels of care. 

It cannot be denied that the circumstances surrounding this detention were unique. His 

behaviour, his Community Treatment Order (CTO) status and past history, created some 

hesitation on what to do for his welfare and for the protection of staff dealing with him. Mr A. 

was unable to understand his rights and entitlements due to lack of mental capacity. 

Under S136 Mental Health Act, the maximum period of detention is 72 hours and despite 

the issues, this period was not exceeded. At the time of his detention, a Community 

Treatment Order (CTO) was in place, which can be recalled when any type of psychiatric 

bed is found. However, in this case because of his history and behaviour, he had to be found 

a Psychiatric Intensive Care Unit (PICU) bed to be recalled. 

There were two separate Police National Computer (PNC) records for Mr A. meaning that 

information about his “wanted” status was not consistently declared to officers investigating 

incidents. However, there were two missed opportunities to detain him on the 5th March, 

which might have reduced the period he was without medication. 
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Mr A. was detained twice at Northern Area Custody Facility (NACF). After the first detention 

he was transferred to Harplands Hospital but then returned because his behaviour was such 

that he could no longer be managed and the facility was considered unsafe for him and other 

patients. This decision was taken jointly by the Medical Health Team (MHT) and the Police 

Officers who had been asked to remain. On his transfer back, his behaviour is recorded as 

“highly aggressive and hostile”, to a level where even the Police Officers involved expressed 

concern for their own safety. 

ETAP later established from the MHT that this individual had a known violent history 

including one of hostage taking. 

The potential for a recall of the CTO was a reason why the medical assessment did not 

occur within 3 hours and an Appropriate Adult not called for. 

Attempts to quickly access information regarding the mental health of Mr A. and also for 

availability of a suitable bed at the London hospital where the Responsible Clinician; the 

person in charge of his care was based were affected by the lack of South London and 

Maudsley NHS Trust (SLaM) hospital staff. Repeated requests by the MHT were made to 

source a suitable PICU bed, with 11 locations having to be contacted. The unavailability of 

a bed had significant impact on the period of detention. 

The mental health of Mr A. appears to have deteriorated further over the period of his 

detention with his behaviour becoming increasingly agitated, distressed and disoriented. 

Medical staff were unable to persuade Mr A. to take medication, which could not be enforced 

under the conditions imposed by the Act. Staffordshire Police made significant effort to 

improve his conditions by holding him in a wing of the custody facility where no one else 

was held, which resulted in a number of cells being unavailable for use. 

A PICU bed was located in Spinney Hospital, Manchester, and steps were in place for his 

transfer. However, this availability was withdrawn the same day before his departure from 

NACF. 

When a PICU bed was eventually found at Cygnet Hospital Trust, Bradford, hospital staff 

revoked this whilst he was in transit, forcing the driver to turn around and return to NACF.  

We consider this decision unacceptable as this may have created additional risk to Mr A. 

and accompanying officers. 

When Mr A. returned from Bradford to NACF, he was refused admission by the Custody 

Inspector as there were no legal grounds for his detention. He remained securely locked in 

the vehicle which was parked in the car park for more than two hours, whilst the MHT 

attempted to resolve the deadlock. It was then agreed that Mr A. would be returned to 

Harplands Hospital. During this time, medical assistance was provided. As there were no 

legal grounds for his admission to NACF, ETAP support this decision which eventually 

“forced” his admission to Harplands. Whilst accepting this was not an ideal location it was 

considered by the Health Team the most appropriate course of action. 
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Between April 2015 and November 2015 there have been 9 Section 136 detainees brought 

to NACF, none of whom remained in custody for a period in excess of 12 hours, meeting 

the requirements of the new Mental Health Act Code of Practice (2015). 

Future investment at Harplands will provide additional PICU beds and suites, which meet 

higher standards of security and safety. This will be completed in 2017. 

During our meeting with the MHT, they informed ETAP that they felt there was excellent 

cooperation and working relationship between the Police and the Health Care team during 

this detention period. 

A number of recommendations are proposed which can be found in Section 7. These include 

proposals where individuals are identified by officers as being in contravention of CTO 

requirements, a clear understanding of the policy involving missing persons, as there were 

two missed opportunities prior to final detention and using formal structures for case reviews.  

 

2 Introduction 

2.1 Overview and Background 

Mr A, a 48-year-old male, who had previously been in a South London and Maudsley NHS 

Trust hospital for treatment under Section 3 of the Mental Health Act 1983 (hereinafter the 

Act), came to the attention of Staffordshire Police in March 2015 and was detained under 

Section 136 of the Act. The circumstances of the detention were unusual, in that 

Staffordshire police spent a considerable amount of time and effort with a distressed and 

mentally unwell individual, who was detained in a police cell over a three-day period as no 

hospital bed was available.  

Mr A. had been assessed in London for Supervised Community Treatment (SCT) and was 

subject to a Community Treatment Order (CTO). Information later available to Staffordshire 

Police via the Police National Computer (PNC) showed that Mr A. had absconded from 

hospital on the 4th December 2014 and the hospital had notified the police that he was 

“wanted” on 12th December. The period between the absconding and reporting appears to 

be because of process requirements that have to be followed by the hospital to set up a 

recall to hospital and this involves notification to the patient. 

Mr A. first came to the notice of Staffordshire Police on the evening of Wednesday 4th March 

2015 as a result of a call to the police by a member of the public and then on several other 

occasions prior to his actual detention on Thursday 5th March 2015. In all, there were six 

separate calls and incidents reported before he was detained under Section 136 of the Act.  

The reasons for the delay in detention are discussed in more detail in section 4 below but 

can be summarised as follows: 

 Until the final call out, the incidents were mostly recorded as either suspicious or anti-

social behaviour rather than as mental health issues and when police 
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answered/responded to calls, there were indications of eccentric and possibly anti-

social behaviour, rather than criminality.  

 The call for police help at the final incident, identified behaviour indicative of mental 

disorder, was classed as a mental health related incident and Mr A. detained 

accordingly. 

 The Police National Computer (PNC) held two records for this person, so initial 

information provided did not include his CTO status. This was actioned upon after the 

final incident and detention. There were earlier opportunities, which are explored in 

section 4. Changes in staff meant that it was some time before links were made 

between the separate incidents. 

Once detained, Mr A. spent 63 hours and 59 minutes in police custody, despite extensive 

efforts to secure a suitable hospital bed and to provide appropriate treatment. In all at least 

22 officers were involved with considerable time allocated to dealing with both the call out 

incidents and in managing his detention whilst in custody.   

After reviewing the records, it is clear that he had been subject to the attention of three other 

forces prior to entering Staffordshire. It is not within this remit of this review to examine any 

prior police contact.  

It is also clear from the ETAP review of events, that Mr A. had very likely not slept for at least 

36 hours prior to his detention and it is possible/probable that he had not been taking 

medication since absconding in December 2014. Both of these factors may have contributed 

to his apparently deteriorating mental health. 

A case review took place in July 2015 attended by Staffordshire Police and health officials. 

There appears to be no record or outcome of this meeting and to our knowledge, no 

recommendations put forward. 

2.2 Objectives and Scope of the Review 

The Police & Crime Commissioner (PCC) and ETAP considered that the seriousness of this 

case merited a full review and therefore wished to consider all aspects from the moment he 

came to the attention of Staffordshire Police, his eventual transfer to a Psychiatric Intensive 

Care Unit bed (PICU) and any subsequent follow-up contact. ETAP consequently: 

 Reviewed the circumstances to establish the reason for the long detention. 

 Sought assurance that this was an isolated incident or whether it could potentially 

occur again.  

 Examined how Staffordshire Police manage this type of detention. 

 Wish to determine if any lessons have been learnt from this case and if so, what 

specific steps have been taken to correct problems. 

To arrive at our conclusions, ETAP examined: 

 The circumstances leading up to him being placed into custody,  
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 The level of care provided whilst in custody, in particular that all procedures for 

Section 136 detainees were followed thoroughly. 

 The reasons for the delay in his transfer to a PICU bed. 

 That all issues concerning this person are satisfactorily concluded. 

To arrive at our conclusions, ETAP was given access to: 

 Police records (STORM), from when his behaviour was first brought to the attention 

of Staffordshire Police, his transfer to and from Northern Area Custody Facility 

(NACF) and one further incident of contact towards the end of March. 

 Custody Record System (NSPIS) for his detention periods. 

 Audio recordings of radio and telephone conversations related to these incidents. 

 Video footage of his transfer to a different cell to permit cleaning of Mr A. and the cell 

he had been held in. 

ETAP was also able to meet with senior management from the North Staffordshire 

Combined Healthcare NHS Trust, one of whom was directly involved in this case. 

2.3 Structure of the report 

The report is structured to: 

 Examine statutory requirements and other good practice for Section 136 detentions 

to determine compliance with requirements.  

 This assessment of compliance is only to determine if key aspects of the 

requirements relevant to this review have been met, and if not, where future 

improvements could be made. 

 Present our review methodology and the information sources used. 

 Determine the how long Section 136 detentions are held at NACF to determine if this 

is an isolated incident.  If not, how any subsequent detentions have benefitted from 

lessons learned from this particular incident and/or as a result of any policy changes. 

 Present our factual findings. 

 Prepare conclusions and recommendations based on the factual findings. 

The report will be submitted to Staffordshire Police and North Staffordshire Combined 

Healthcare NHS Trust for review so that any factual inaccuracies or sensitivities can be 

corrected.  However, the conclusions and recommendations are made on an independent 

basis and will not be changed unless justified by factual challenge. 
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3 Review methodology 

The ETAP team reviewed and analysed a range of information sources and spoke with 

police and health sector staff involved. The most relevant data was collated from: 

 STORM records of the six incidents prior to the detention.  These records are briefly 

summarised in section 4, Table 1 of this report. STORM provides a written record of 

the incidents and includes details of calls made to Staffordshire police, details of 

police response, checks on the Police National Computer (PNC), actions taken, the 

timing of each incident and the Exit code assigned at closure. 

 Listening to recordings of calls made by members of the public to the police to 

supplement the information provided in STORM. 

 Custody Records (NSPIS).  Entries made concerning all contact with and pertinent 

to the DP. These are summarised in Section 4, Tables 2 and 3. 

 Review of video footage of the transfer of the detainee from one cell to another prior 

to transfer and to allow cleaning. 

 Examination of Staffordshire Police policies in respect of Section 136 detentions. 

 NHS timeline of events summarised in Table 4. 

 

Note that for reasons of patient confidentiality it is not possible to access patient records in 

respect of the CTO nor is it appropriate or necessary to do so. However, we know from 

publically available information, conditions attached to the CTO include requirements for 

patients to make themselves available for medical examination and any appropriate 

treatment in hospital. Failure to do so can result in patient recall, hence the “wanted” note 
on the PNC. 

The information derived, was analysed to provide a factual summary of this case and from 

other Section 136 data, the context of Staffordshire Police Section 136 detentions generally.  

These findings underpin any conclusions drawn by ETAP, which are then in turn, used to 

develop a series of recommendations. These recommendations are intended to address 

any deficiencies found or to promote future improvements to service. The recommendations, 

where appropriate, will be aligned with the 2015 Codes of Practice and any revised Section 

136 policy to be implemented by Staffordshire Police. 

3.1 Policy for Section 136 Detentions 

Detention of people considered by the police to be possibly suffering from mental ill health, 

such that they pose a risk to themselves or others, is governed by Staffordshire Inter-Agency 

Policy for Section 136 detentions and informed by the 2008 Code of Practice: Mental Health 

Act (1983) (hereinafter the CoP 2008)  
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ETAP has been provided with a copy of the current Section 136 Policy which is an inter-

agency agreed document and has been prepared in order to meet the 2008 CoP. It was 

introduced in April 2015 and we understand that the next revision will be in March 2016. 

The CoP was updated in April 2015 and whilst not applicable to the case under review, 

ETAP has reviewed the revised CoP in order to: 

 Understand how compliance with the new CoP might have addressed some of the 

issues encountered in the current case and therefore provide a way forward for future 

S136 Mental Health Act detentions. 

 Determine if Staffordshire Police policy for Section 136 detainees has been updated 

to address 2015 CoP and if so, compare the possible handling of Section 136 

detentions subsequent to adoption of new policy against that of the case review. 

 

This report does not analyse the CoP in detail, but only presents aspects of the new CoP 

that are deemed to have relevance to these two issues. 

 

4 Review findings 

4.1 Incidents leading to the detention 

There were a series of incidents involving Mr A. as shown in table 1 below. The details are 

summary facts from the STORM records held. The period covered is from 4th to 8th March 

in respect of incidents and detention.   

A further call was made by Mr A. to Staffordshire Police control room on 27th March regarding 

his car. At this time, he had been returned to hospital in London, but his car remained in 

Stoke on Trent.  This final set of calls is referenced further in Section 6.3. 
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Table 1 STORM Pre-detention incidents 

Priority Call details Summary Exit Code 

Priority 3: 
Suspicious 
Incident 

Wednesday 
4th March. 

Call made 
from local 
Travel 
Lodge. 

20.15 – 
22.13 

The caller notes that Mr A is behaving strangely 
although there is nothing that could be construed as 
criminal although he is refusing to leave the hotel even 
though there is clearly no room available.  Officer arrives 
and a PNC check is run at 21.17. The PNC check access 
record 1 which does not show that Mr A is wanted. 
Consequently is appears that there are no grounds for 
detention at this time and Mr A leaves in a taxi. 

Closed as 
Mental 
Health – 
Adult. 

G41/A 

Priority 3: 
Concern 
for safety – 
adult 

Thursday 5th 
March. 

Call made 
from local 
‘Spicy Grill’. 
01.53 – 
02.39 

Mr A had meal at the Grill at around 12.45 and is then 
reported by Grill staff as having returned when the Grill 
had closed and was kicking at the shutters and trying to 
open the door. Caller states that Mr A does not appear 
to be drunk however his trousers are falling down.  
Officer arrives at 02.23 and finds Mr A at a nearby bus 
stop.  

PNC check accesses reports 1 and 2 at 02.12 and 02.24 
respectively.   Report 2 notes Mr A. is wanted having 
absconded from hospital where he was receiving 
medication for mental illness. 

Officer checks with Mr A and decides that as he has 
money, is not drunk or smelling of alcohol and wants to 
go to Hanley, that “all is in order”.  
The decision is made not to detain him, but to 
organise a taxi to take him to another hotel. 

 

 

 

Closed as 
Mental 
Health – 
Adult. 

G41/A 

Priority 3: 
ASB 
Community 
Nuisance 

Thursday 5th 
March. 

Call from 
local hotel 
restaurant, 
Hanley. 

09.12 – 
09.50 

Caller states that Mr A has been there since 
approximately 02.00 but is not staying at the hotel. His 
trousers are falling down, although there is no exposure 
and he is talking to himself. Mr A has eaten and paid for 
his meal. Police arrive at 09.19 and Mr A refuses to give 
details although he does say that he is intending to buy 
a car and return to London. As there is no evident 
criminal behaviour and no PNC check possible without 
information, there is little the officer can do and the 
incident is closed. 

 

Closed as 
ASB – 
Rowdy. 

E70/F 

Priority 3: 
Suspicious 
Incident 

Thursday 5th 
March. 

Call from 
garage, 
Stoke on 
Trent. 

10.30 – 
11.49 

Caller states that Mr A has frightened a customer. Call 
is supplemented by information on log from CCTV that 
shows Mr A leaving for a Mercedes garage. By 10:50 
CCTV control (Golf Whiskey) identifies a male fitting the 
description of Mr A. By 11:01am, GW locates him near 
the Mercedes Garage with his trousers around his 
ankles. 11:06 GW reports Mr. A's trousers are now 
pulled up and by 11:42am an officer locates and detains 
him for purposes of checks, including PNC, where both 
sets of records are shared. The STORM log does not 
show that the absconding information was given, 
however, the radio airwave recording does. As no 
crimes have been committed Mr A is free to go on his 
way. 

 

Closed as 
Mental 
Health – 
Adult. 

G41/A 
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Priority 3: 
Suspicious 
Incident 

Thursday 5th 
March. 

Call from local 
Café, Hanley  

13.59 – 16.36 

Call regarding suspicious male, banging and shouting. Police 
arrive but he has already left.  Police spend two hours 
searching, but fail to find him. Incident closed. 

Closed as 
Mental 
Health – 
Adult. 

G41/A 

 

Priority 5 
Mental 
health - 
adult 

 

Thursday 5th 
March. 

Call from 
Shopping 
Centre, Stoke 
on Trent 

18.00 – 23.25 

 

Caller reports a man throwing things around, and his 
behaviour indicates mental issues.  Both his records are 
provided from PNC and he is detained under section 136 of 
the Mental Health Act (1983) at 19.05. 

 

 

At this stage it is realised that Mr A. has been the cause of 
previous calls prior to this incident and that there is duplication 
in the PNC records.   

 

Closed as 
Mental 
Health – 
Adult. 

G41/A 
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Notably, the existence of two sets of PNC records the latter created by the Metropolitan 

Police had slightly different names. Record 1 showed less information than Record 2 which 

included information that he had ‘absconded’ from a mental health hospital in London and 

is wanted. Mr A. absconded from hospital on 4th December 2014 and was reported on 12th 

December 2014, so he may possibly have been without appropriate medication and care for 

some months prior to entering Staffordshire.  This is further exacerbated by authorised 

mental health professionals’ inability to administer medication due to a lack of readily 

available/accessible detailed medical information.  

It is also evident from other records including Automatic Number Plate Recognition (ANPR) 

that the Mr A. had been stopped and PNC checks had been run by other police forces 

immediately prior to entering Staffordshire and he had also been arrested then released on 

bail on 2nd March 2015. The information on stops by other forces is outside the remit of this 

review. 

The summarised notes and the evidence of activities prior to his entry into Staffordshire 

indicate that in addition to the long period of detention in Northern Area Custody Facility 

(NACF), that there was a further extended period of police contact. It is also clear that Mr A. 

had very few opportunities to sleep prior to his detention and this, combined with a probable 

lack of medication, may have contributed to his deteriorating mental state. 

4.2   The detention periods 

Tables 2 and 3 provide information summarised from the custody records (NSPIS) and are 

of the sequence of events whilst Mr A. was in custody.   

Mr A. was detained twice at Northern Area Custody Facility (NACF).  After the first detention 

he was transferred to Harplands Hospital but then returned to NACF because the 

circumstances under which he was being held were considered unsafe, as when he woke 

his behaviour was considered highly aggressive and hostile. It is to be noted that at this time 

the Police Officers involved expressed concern for their own safety due to his abnormal 

behaviour.  A joint decision was subsequently made for the officers to return Mr A. to NACF.  

 

Table 2: Detention 5th March 

Time Summarised Notes 

19:35 Brought to NACF for Mental Health Assessment to take place. 

19:41 Risk assessment not recorded because DP is incapable of understanding. 

Initial Risk Assessment observation only. 

Not informed of his rights because incapable of understanding what is said. 

19:50 Reason for delay on arrival is because DP treated by ambulance at the scene and deemed 
medically fit. 

Risks identified:  Medical Condition/Mental Condition/Suicide/Self Harm/Vulnerable 

19:54 Officers have NOT explored 136 suites at this time due to the unmanageable risk Mr A. 
presents. 

On PNC he is a S3 absconded from the London area. 



 

 
14 

20:10 Enquiries under way with hospital in London from where he has absconded.  They have been 
contacted and appraised and are calling back within 15 mins.  Will reassess after contact. 

20:39 Form L9 completed 

20:49 Enquiries still ongoing.  He may have been discharged from S3 detention.  Still waiting for 
HCP (Health Care Professional) to come back. 

21:19 Record of conversation with London Hospital.  They are considering recalling male back to 
hospital.  Also spoken to Harplands to see if he can be accommodated at a S136 suite.  
Advised NO space on ward and reluctant to tie up the S136 suite for someone who is 
sectioned. 

21:33 Known that CTO is in place, which is different to S3 detention.  Harplands would seem the 
most appropriate place. 

23:06 Ambulance called at 23:00 to take to Harplands under S136. 

23:10 Ambulance arrives. 

23:21 Harplands agree to accept DP. 

23:26 Transfer to hospital where officers are asked to remain. 

 

The decision to recall the CTO, further exacerbated by the fact that he was out of area, 

delayed the decision for the S136 assessment. Mr A. was admitted to NACF at 19.35 and 

the ambulance for his transfer to Harplands arrived at 23.10. It is not unreasonable for the 

custody team to expect the S136 assessment to take place when he arrived at Harplands. 

 

 

Table 3: Second detention 6/8th March 

 

Time Summarised Notes 

6:27 Brought to back NACF for Mental Health Assessment. 

Circumstances: Behaviour was such that he could no longer be managed. 

6:36 Risk assessment not recorded – constant supervision. 

6:47 Identified risks: Violent. 

10:23 At 9:10 DP refused medical examination.  Recommended Appropriate Adult. 

13:20 Health Care Professional Primecare called.  HCP not at station. 

15:34 Refused Medical Examination.  Recommended Appropriate Adult – NO. 

17:04 DP awaiting a PICU bed.  All PICU beds in the country full. 

18:54 Still no beds available.  Nearest is St Georges at Stafford.  MHT express concerns as DP not 
medicated and no treatment.  DP is on a CTO in London and can be recalled but only if a 
PICU bed available. 

22:01 MHT executive contacted to draft in extra staff to look after DP.  No staff available – suggest 
Triage nurses are asked to support.  Agrees conditions not acceptable and should not happen 
again. 

22:56 Still trying to find bed.  Liaise with partners in Stafford and Hospital in London.  Been informed 
bed in Manchester. 

23:00 HCP requested by police. 

23:10 DP was offered but refused Medical examination. 
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23:12 Update – bed found in Manchester. 

23:16 Medical entry made – details of prescription recorded. 

23:28 - 29 Medication given. 

 

7th March 

 

On-going Observations in line with Level 4 

13:29 Asked by CPN (Custody Detention Nurse) to establish current position for transfer to hospital.  
Advised Manchester will no longer accept Mr A. as they could not manage his behaviour.  
Harpland have escalated to Executive Level and asked to contact the ‘on-call manager’ at 
Mental Health Access Team.  Matter being raised with London Hospital,  Harpland also 
seeking another bed. 

14:10 DP being visited by HCP, doctor and Approved Mental Health practitioner. 

16:56 Medical examination carried out – recommends Appropriate Adult. 

DP under prolonged S136 because of lack of PICU beds. 

17:07 CDO (Custody Detention Officer) briefed to give regular meals/water, concerns about 
dehydration. 

17:12 Noted tablets on floor so to be aware of these if more are prescribed. 

21:42 Provisional arrangement made by health care professionals for DP to get bed in Sygnet 
Hospital Bradford, pending receipt of Risk Assessment.  Primecare immediately contacted to 
facilitate this. 

22:56 Medication given. 

 

8th March 

 

10:57 Attempt to move to another cell to clean up.  He refuses – not considered suitable to force 
entry. 

11:21 Health Care Professional requested. 

13:12/:13 Two attempts to give Medication– DP knocks them on the floor. 

14:48 Medication not given – DP knocks them on the floor. 

18:30 DP moved to another cell, cleaned for transporting Bradford Hospital. 

18:31/:32 Two attempts to give Medication– DP knocks them on the floor. 

18:32 DP now left custody in private agency vehicle. (The legal responsibility at this time is passed 
to the medical team and is no longer the responsibility of the custody team) 

 

Private agency vehicle leaves for approximately 1 hour and returns to NACF at 

approximately 19:45 stating that they have received a call to turn back, as paperwork is 

incorrect and Bradford will no longer accept. The health care professional that prepared the 

paperwork disputes this and the records show that Bradford had initially confirmed that the 

faxed paperwork was acceptable. 

NACF refuse to accept entry and the private agency vehicle stays on the front car park at 

NACF. Custody staff sent out a nurse to oversee any medical issues. The custody team 

advise the agency to go to a hospital, but they refuse. 
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At 22:00 on 8 March 2015 the private agency leaves and the individual is transported to 

Harplands. Approximately 2 hrs. 15 minutes are spent in the car park. 
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Table 4 Health Team Timeline - 5th- 10th March 2015 

 

05.03.2015  19:00 Street Triage Team informed Mr A placed on Section 136 at 19:00. 

• Picked up in Potteries Shopping Centre, displaying inappropriate behaviour 

05.03.2015 19:32 Arrived at NACF place of safety due to unmanageable high risk behavior. 

Section 136 72 hour clock starts here and will expire on Sunday 08.03.2015 at 19:32.  

05.03.2015 21:20 Harplands communication book – Police – further information – known to Forensic 
Team – Sothwark Hospital, London – Subject to CTO – missing person – London 
team recommend that CTO should be recalled. 

  Police requested to transfer patient to Harplands place of safety – DSN discussed 
with on-call manager – and agreed that this was appropriate.  Section 44 transfer to 
Harplands place of safety – conveyed by West Midlands Ambulance service. 

06.03.2015 00:15  Stat dose of Lorazepam prescribed to assist with agitation, accepted by Mr A.  

  AMHP for Stoke EDT had spoken to the team in London who know Mr A and also 
Consultant on-call Dr A.  Several options discussed: 

 CTO to be recalled – Dr S. on-call Psychiatrist in London not prepared to 
complete recall notice without seeing the patient as she does not know him.  

 London team suggested they fax over a form, which gives our on-call 
consultant permission/responsibility to recall the CTO, but they are unable to 
locate this form.  

 Bed manager at SlaM contacted who said they did not know what beds they 
had available and they would not know until the morning.  They also said that 
they would not accept the transfer during the night. 

 Dr S stated that Dr J, Mr A’s RC (Responsible Clinician) is on duty tomorrow 
and he should recall the CTO first thing in the morning and is confident that Dr 
J will be happy to do this.   

 Option to Section 44 the Section 136 to SlaM – the police unhappy to convey 
and it is too risky to convey him via ambulance.   

 Not appropriate to complete Section 136 assessment this evening as we are 
aware that he is subject to a CTO and SlaM are of the opinion that he needs to 
be recalled.  Current presentation does support this opinion.  

 CTO3 recall notice needs to be completed prior to the section 136 being 
discharged.   

 Discussions with bed manager in SlaM – agreed most appropriate action is for 
SlaM team to identify bed and complete CTO recall in the morning.   

 Police to remain present in place of safety at Harplands due to levels of 
aggression and known risks.   

06.03.2015 01:00 -
04:30  

Mr A asleep in place of safety suite.  

06.03.2015  04:30  On waking Mr A presented as highly aggressive and hostile, acutely unwell, in order 
for him to be safely supported he required seclusion due to the risks of injury to 
others.  No adequate seclusion facilities at Harplands, therefore following 
discussions with accompanying police officers and on-call manager – agreed to 
section 44 transfer back to police custody, no physical health concerns. 

06.03.2015  06:22  Section 44 transfer of Mr A back to NACF.  

DSN to liaise with duty AMHP this morning to progress recall.   

06.03.2015  11.00  Conversation with on-call RC from SlaM last night, who confirmed that she will hand 
this case over to his regular RC for him to locate an available bed and then complete 
CTO3 recall notice, which can be faxed or emailed through and either the AMHP 
going to assess Mr A in NACF, or CPN with criminal justice mental health team can 
serve the notice on Mr A on behalf of SlaM.  

AMHP asked for a medication review and On Call Psychiatrist asked the FME to do 
this. The FME reviewed Mr A but did not prescribe any medication. 
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06.03.2015  12.00 
midday 

Section 136 Mental Health act assessment completed in NACF 

Outcome – Consultant Psychiatrist from SLaM has kindly agreed to initiate 
CTO recall based on the outcome of this assessment.   

06.03.2015    

 

 

16:30 

 

 

 

 

19:30 

On-going liaisons throughout the day with team in SLaM regarding identifying a bed 
for recall.  

 

Meeting with AMHP Lead, Doctor and in-patient Head of Service to discuss the 
situation, responsibility of Slam, Bed management issues.  Advice that Mr A is 
reviewed by the on call consultant until a bed is identified. 

 

Review of Mr A in NACF and rang On Call Psychaitrist as Mr A had not eaten or 
drank and was mentally unwell and he said he would come and review Mr A. Drinks 
and cereal bars were offered through the door. 

06.03.2015  20:40  Reviewed in NACF by Senior on-call Psychiatrist and AMHP to review his agitation.  
Medication plan regime suggested to FME, who will organize this.  

Sergeant in NACF concerned about Mr A’s welfare and is requesting RMN support 
from Harplands Hospital, request discussed with on-call manager.  

06.03.2015 22:00 On-call manager rang DSN asking if we could provide any staff to support Mr A in 
NACF, very agitated state.  Harplands site short staff with no room for movement.  
DSN suggested to on-call manager could street triage team provide support to 
officers in NACF.  

06.03.2015  22:40 Call received from consultant on call re: Mr A they want to give this gentleman some 
medication but think he will only accept Lorazepam which they don’t have at custody.  
Police have attempted to obtain some via a private prescription provided by FME but 
they had no funds to pay for.  Stated that due to the length of time the gentleman 
had been in custody and the obvious distress he was in it should be provide from 
Harplands.  Discussed with on call manager who was in agreement in the absence 
of any other alternative. 

06.03.2015 23:50 Liaison with SLaM bed manager, PICU bed available, Milton Ward, Spinney Hospital, 
Manchester.  

Stoke EDT contacted to ask them to send all information to be faxed to Spinney. 

Stoke EDT requested that the bed manager from Maudsley Hospital liaise with the 
PICU unit in Manchester and make arrangements for the CTO recall to be to PICU. 

06.03.2015 01:00 Call from Stoke EDT, Spinney in Manchester have accepted AA but will not be able 
to accept him to the ward until the morning.  

EDT advised to arrange CTO3 recall needs to be completed by Maudsley for recall 
to PICU at Spinney in Manchester.  Custody sergeant advised of the above.  

Once copy of CTO3 recall paperwork has been received by us, need to arrange 
secure transport for conveyance to Spinney Manchester.   

07.03.2015 09:20 to 
11:30  

Stoke EDT have agreed to lead proceedings regarding the CTO paperwork required 
for recall and are aware that transport needs to be confirmed.  AMHP on call LB 
spent the morning ringing around re: a bed 

CJMHT was on duty at NACF all day to nurse Mr A.  

07.03.2015 11:30 Dr Al wished to issue px (Medication Prescription) for Mr A who remains in police 
custody suite to commence treatment for psychosis, Awaiting CTO recall papers and 
conveyance arrangements from London hospital, bed available to return. 

07.03.2015  13:30 On call manager, 136 in custody escalating through police structure. PICU 
placement in Manchester and base Hospital in London unable to take or offer place 
at this time. Requested staffing levels and observation levels through p.m. and 
overnight. 

07.03.2015  14:30  Medication prescribed delivered to NACF. 
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07.03.2015 14:45  As part of this entry it is recorded that Spinney Hospital, Manchester are not refusing 
to accept the patient due to not feeling able to manage him. Escalating the matter to 
executive level – Escalated to Service on-call manager.   

07.03.2015 16:00 Doctor entry – discussed plan with senior on-call consultant – Dr K  

Doctor attended multi-professional meeting at NACF.  

EDT to continue to locate PICU bed via SLaM Trust.  

07.03.2015 16:20 Text sent out for qualified staff to cover custody suit to help police with the 136 patient 

07.03.2015  16:25 Several calls from on call manager re Mr A detained on 136 in police custody no bed 
available PICU declining to take gentleman due to risk he poses.  Liaised with 
Maudsley hospital who are actively seeking a bed. Bed found at Cygent Hospital 
Wyke Bradford.  Paperwork being completed and on call consultant arranging CTO 
Paper work section paper work.  Patient will not be able to be transferred until 
tomorrow morning.  Medication provided from the Harplands Hospital. 

07.03.2015 16:50  Notes Entry records that Section 136 is due to expire on 08.03.2015 at 19:32. 

AMHP on duty for Stoke EDT is looking into legal aspects of how Mr A can be 
detained if no bed has been found prior to this expiry date.  

07.03.2015 17:00 EDT informed that SLaM bed managers have tried at least 11 PICU units without 
any success.  

07.03.2015 21:10 Spoke with Street Triage, to liaise transport of 136 gentleman with Maudsley Hospital 
re: funding and organising, when accepted at bed in Cygent Hospital, Wyke, 
Bradford. 

07.03.2015 21:40 Various calls with on call manager re: Mr A, attempting to arrange staffing and 
transport for the morning to ensure a smooth transition. RMN currently being sought 
to support police 3am-7am urgent text sent.  RMN (Registered Mental Health Nurse) 
worked until 22:00. 

07.03.2015  23:00   Mental Health Act Assessment commenced in NACF by two doctors and 
AMHP.   

 Section 3 medical recommendations and application completed for admission 
to Cygnet Trust, Bradford.  

 PICU bed identified in Cygnet Trust, Bradford – telephone confirmation 
received to accept bed obtained from Charge Nurse.  

 Funding approved for transport and PICU admission by Maudsley, which was 
facilitated by on-call manager. 

 Transport to be arranged by duty nurse for Mr A to reach Austen Ward, 
Cygnet, Bradford PICU unit between 10.00 am and 11.00 am on Sunday 
08.03.2015.  

07.03.2015 23:10 Response to text received will be attending the custody suite 3am-7.30am. 

08.03.2015 02:40 Accepted for bed in Austen Ward, Cygnet, Bradford.  

Safe and Secure transport via Exclusive Secure Care Services.  

08.03.2015 07:00 Secure Transport - Exclusive Secure Care Services have been contacted. As yet 
they have been unable to secure staff, DSN to contact again at 08.30 and if no staff 
are available to proceed to the next provider ERS. 

08.03.2015 08:30 

 

 

 

 

 

 

 

 

Secure Transport - Contact made with Exclusive care as planned update given was 
that they had not been able to establish a team for the transport as yet. Contact made 
with alternative provider to arrange transfer – ERS all booked for 17.30. However 
Exclusive Secure Care Services has now a team to facilitate transfer at an earlier 
estimated time of 14.00, therefore transfer with ERS cancelled. Contact made with 
Custody Sergeant and Cygnet Hospital to advice of earlier arrival. On call manager 
updated with regards to the transfer. 

 

AMHP on duty rang in to EDT office and was asked to pick up medical 
recommendations from the office and attend NACF to complete the application. 
Same done. Medical recommendations had been faxed to Cygnet hospital by  
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08:30  

CJMHT and she had spoken to staff at the Cygnet hospital who confirmed they were 
happy with the papers and had accepted Mr A and were awaiting his arrival. Staff at 
NACF informed me that transport was coming between 10.30-11.00am but then was 
confirmed it would be later. AMHP application, gold faxed to Cygnet hospital followed 
up by telephone call to the hospital who confirmed that they had received the 
paperwork and were happy with it and the bed was available. 

08.03.2015 15:30 to 
18:00  

Police, Sergeant, Inspector and staff from Exclusive Secure Care Services 
discussed how to move Mr A from his cell in order to get him cleaned up, provide 
fresh clothes, prior to transfer to Bradford, as secure transport did not feel they could 
get him out of his cell without police assistance.  

Above done with the use of the police public order/cell extraction team with shields.  
Mr A moved into a clean cell, all filmed by the police, Mr A cleaned up and given 
clean clothes to wear.  

Ongoing liaison with on call manager throughout this period.  

5.30pm On call manager attends Harplands Hospital to offer support with patient Mr 
A case and other staffing /bed management issues.  

08.03.2015 18:25 Mr A left the custody suite with secure transport. Cygnet hospital telephoned and 
spoke to staff nurse - informed him that Mr A was on his way. 

08.03.2015 18:55 Telephone from senior staff nurse at the Cygnet Unit – he stated they had turned Mr 
A back as they felt the section 3 paperwork was invalid – call transferred to AMHP 
involved.  Numerous telephone calls by AMHP for support in securing evidence that 
paperwork was legal to send to the Cygnet hospital - NO SUPPORT available - 
eventually received support from AMHP Team who quoted a reference from the 
Mental Health Act guidance. Reference given to Cygnet hospital. 

 

Mr A was returned to NACF by secure transport and he remained on the car park in 
the secure transport car, hand cuffed and leg cuffed with 2 staff as Custody Inspector 
refused admission to NACF as there were no grounds to do so. 

 

 

5 Other relevant information 

 From our meeting with the NHS team, Mr A. had a known history of violence, including 
one incident involving the taking of a hostage. This is significant considering the 
interactions with Staffordshire Police which highlight possible “Near Miss” incidents. 

 His medical records also showed that he could have adverse reactions to medication. 

 The NHS, together with a number of Private Hospitals who have adapted their 
facilities to accommodate such patients, provides PICU beds. 

 Private hospitals have no legal requirement to accept a patient. 

 The Maudsley hospital in London had five patients already on their waiting list for 
PICU beds. 

 The table below outlines placement of S136 detentions. The total going into NACF 
has come down significantly due to joint work between Staffordshire Police and North 
Staffs Combined Healthcare NHS Trust to deliver this. It involved North Staffs 
Combined Healthcare NHS Trust staff delivering mental health awareness sessions 
to police and the Community Triage. 

  

Date NACF Harplands 

April 2014-March 2015  52 211 

April 2015-Nov 2015 9 167 
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6 Factual findings 

The data and information reviewed and received by ETAP has produced the following factual 

findings. 

6.1 Prior to detention 

The period of police contact with Mr A. was significantly longer than the period of actual 

detention and it also involved other forces as well as Staffordshire Police.  There may be 

lessons learned and recommendations that could be made for the police in general 

regarding repeated contact with an individual moving from one area to another, but these 

are beyond the remit of this review. 

The sequence of events (based on ANPR evidence on STORM incident reporting) show 

that there were very limited opportunities for Mr A. to sleep over a period of at least 36 hours 

prior to his detention which may have exacerbated his existing ill health. 

The six separate incidents recorded by Staffordshire Police span a period of almost 24 hours 

from 20.15 on Wednesday 4th March to actual detention at 19.05 on Thursday 5th March. 

At least two of these incidents had not been linked by Staffordshire Police but came to light 

as part of this review. The call centre did not link the records, which was only made after Mr 

A. was detained.  The calls were not noted as mental health issues until the sixth call.  

Previously the behaviour was recorded as either “suspicious” or “anti-social”. 

The existence of two separate PNC records for Mr A. meant that information regarding his 

“wanted” status was not readily declared to officers investigating incidents.   

There were two missed opportunities to detain him between the hours of 01.53 – 02.39 and 

11.42 – 11.49 on 5th March, rather than at 19.05 as actually happened. If Mr A. had been 

detained earlier, it may have allowed an earlier resolution of his CTO status, administration 

of medication etc. but would not have materially altered the outcome which hinged on the 

availability of PICU beds. 

 

6.2 Period of detention 

 The return to custody from Harplands hospital prior to the second period of detention 
was based on the officers’ assessment of safety and appears to have been 
unavoidable. 

 Attempts to quickly access information about the mental health of Mr A. by 
Staffordshire Police and for identification of a suitable bed from the London hospital 
were affected by a lack of available hospital staff at SLaM. 

 Repeated requests were made to source a suitable PICU bed. 11 locations were 
contacted before a bed was found.  Despite the clear requirements of the 
Staffordshire Section 136 Policy, there seems to be a disconnect between policy and 
practice due to lack of PICU available facilities.   
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 Section 136 ends once the assessment has been made and this took place at 12.00 
midday on the 6th March. As soon as practicable after the assessment and 
interview, the person should either be discharged, informally admitted, further 
detained under the Act, or other arrangements made for the person’s treatment or 
care in the community. The person may continue to be detained while these 
arrangements are being made, provided that the maximum period of detention is 
not exceeded. In this case, due to his history and behaviour, the only option was to 
locate a PICU bed. 

 Under S136, the maximum period of detention is 72 hours and despite the issues 

surrounding this case, this period was not exceeded. 

 Appropriate Adult - the PACE code of practice relating to Appropriate Adult page 71 
states: ‘E4 There is no requirement for an Appropriate Adult to be present if a 
person is detained under section 136 of the Mental Health Act 1983 for 
assessment’. 

 The Policy recognises that use of police custody can cause additional anxiety and 
distress to those with mental health problems, hence the Policy statement that use of 
Custody as a PoS should only be used in exceptional circumstances and that, in the 
event NACF is used, it should be for as short a period as possible. 

 The mental health of Mr A. appears to have deteriorated further over the period of his 
detention.  His behaviour became increasingly agitated, distressed and disoriented 
during detention, despite the efforts of Staffordshire Police in offering care and 
medication. Staff were unable to persuade Mr A. to take offered medication and 
cannot to enforce this under the conditions imposed by the Act.  Staffordshire Police 
made every effort to improve his conditions by holding him in a wing of the Custody 
facility where no one else was held. This meant that Mr A. would not be subject to 
noise and disturbance from other DPs. It also meant that a number of cells were 
unavailable for use. 

 Mr A. was unable to understand his rights and entitlements due to lack of mental 
capacity. 

 Numerous attempts were made to administer medication without success. 

 Eventually conditions in the cell in which Mr A. was held were such that it was 
necessary to transfer him to a clean cell. This was done under video surveillance and 
in a manner to protect both the safety of Mr A. and the officers affecting the transfer.  
To minimise distress, it also coincided with his transfer to a place of safety. 

 A PICU bed was located in Spinney Hospital, Manchester, but later withdrawn. 

 A CTO can be recalled, when a psychiatric bed is found, it doesn’t have to be PICU 
bed but in this case due to his behaviour and history, it was considered essential. The 
unsuccessful efforts to find a PICU bed had serious impact on the period of detention. 

 After initially accepting the patient, Cygnet Hospital reversed the decision and this 
was notified whilst the patient was in transit. The transport therefore had no 
alternative but to return to the NACF Stoke. This was potentially stressful to the 
patient who was being returned to an unsuitable environment.  As there were no legal 
grounds for detention at NACF, this action turned out to be an aborted transfer which 
created additional pressure and potential risk to police staff and others involved in the 
process. 
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 The secure transport was booked at 07.00 hours, but we are given to understand 
from the NHS Trust team that they believe the delay in arrival was caused by the 
Transport Company not being able to put a team together. Given Mr A’s needs and 
behaviour, a request had been made for one of the team to be a qualified member of 
staff. Their belief is it is often more difficult for the Secure Transport companies used 
to get qualified staff members at short notice  

 Discussion concerning the eventual transfer of Mr A. did not commence until 15.30 
hours and the transport left at 18.50 hours.  We we do understand there was a delay 
caused by the requirement to clean Mr A.  ETAP question this time delay and wonder 
if this is in line with the contractual agreement. 

 Further expansion of Harplands is scheduled for completion in 2017 with funding 
secured.  The expansion programme will increase the number of PICU beds and 
addition S136 suites with improved security. 

6.3 Follow up 

On the 27 March 2015, Mr. A. calls the control room and asks for his car, believing 
Staffordshire Police had it in their possession which they did not.  He then believes it must 
be lost or stolen. A PNC (Police National Computer) check is carried out by the call taker, 
who calls the return number back. The call taker speaks to an unnamed and unidentified 
male, that the call taker records on STORM as a staff nurse, which was incorrect to assume. 
The call taker tells this male to instruct Mr. A. not to call back, as the car is not stolen. The 
call taker then closes the log and does not place a lost/stolen marker on the vehicle. 

A member of the public calls the control room on the 10th April 2015 and advises that a car 
matching Mr. A's vehicle, may be abandoned. The call taker runs a PNC vehicle check and 
confirms there is no information to support that. The call taker did not record or create a 
STORM log, and there is no known location of where the vehicle was, or who the caller was. 

Mr. A. again contacts the Metropolitan Police on the 10th April and 12th April 2015 and they 
also undertake PNC searches, but nothing is marked to indicate the lost/stolen status. 

We have ascertained that his vehicle is no longer in Staffordshire, as it was identified by 
ANPR leaving Staffordshire on the 5th May 2015 and last seen in Jan 2016 in another region. 
However, as the owner of this vehicle was in secure mental health accommodation during 
this period, he is not believed to be the driver. 

The Ward Manager at Maudsley Hospital has been contacted to enquire whether or not Mr. 
A did indeed have his vehicle in his possession. Mr. A. believes that it is at his flat in London. 
He was not aware it was in Staffordshire and was not able to retrieve it. He is described by 
staff as being not fully lucid. 

Following a discussion with Intelligence and Contact Services, a PNC flag has now been 

placed on the vehicle as a vehicle of interest, so that police officers can ascertain who is 

driving the vehicle and how they came about using it. It is believed to be possibly stolen, or 

taken without the owners’ consent. 
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7 Conclusions and recommendations 

ETAP has drawn the following conclusions as a result of the review and make a number of 

recommendations for consideration by Staffordshire Police. The principal conclusion is that 

the circumstances of this case were unusual and no further cases of lengthy detention in 

custody have occurred in Staffordshire. In addition:   

1. It is evident that there were at least two missed opportunities to detain this person 

when details of him absconding from hospital were known at 01.53 and 11.42 on the 

5th March.  He was detained at 19.05 on the 5th March, 17 hours 12 minutes later.   

Whilst this may not have changed the outcome, it would have reduced the time lapse 

from the initial detention to when medication was administered.  Clear policy should 

be established in instances involving missing persons. 

2. It is evident that PICU beds are currently in short supply, however new policy 

requirements include arrangements for sufficient hospital beds to meet peak demand 

and for contingency arrangements. These requirements are scheduled and once the 

policy is fully functional, should prevent such cases as this occurring in the future. 

ETAP recommends the responsible authority follows up this to ensure compliance. 

3. Where use of a custody facility is unavoidable, police detention is limited to a 

maximum of 24 hours in line with the New Mental Health Act Code of Practice (2015). 

4. Mental Health Act assessment of all S136 detainees starts within 3 hours, irrespective 

of any external factors, such as a CTO. 

5. There were several different groups and agencies involved in the care of Mr A. and 

there must be one person with overall responsibility for medical attention whilst in 

custody. The Medical Team felt this was not always clear. The CTO requirements 

specify that it is the “responsible clinician” who has defined responsibilities for their 

patients, which was difficult in this case as he was based in London. A fall-back 

process must be in place if faced with similar situations in the future. 

6. Review meetings need to be structured with a formal agenda, minutes taken, 

improvements identified, implemented and reviewed. 

7. Although not within the remit of this panel, we strongly recommend the NHS Trust 

review their arrangement with the transport provider Exclusive Care. The unusually 

long delay for the transport to arrive after the initial instruction was unacceptable. 

8. The local Clinical Commissioning Group (CCG) would usually be responsible for 

purchasing a bed from a NHS/Private PICU provider. In this case the local CCG were 

not responsible and it would have been a CCG from Mr A’s home area. ETAP 
recommends the NHS Trust writes to the chief executives of the organisations 

involved in placing and transferring Mr A, to inform them of the concerns raised. 

This report will be distributed to relevant Force officers and staff and health officials for their 

review and comment on factual accuracy and sensitive content, which should not be in the 
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public domain.  However, the findings, conclusions and recommendations are provided by 

ETAP on the basis of our independent review and will remain unless challenged on grounds 

of accuracy or sensitivity. 
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8 Attachments 

8.1 Community Treatment Order 

 

This provides information on community treatment orders (CTO) and explains how a CTO 
is made and what an individual’s rights are. It also gives information about challenging a 
CTO if a person does not agree with it. 

 

• If a person has been in hospital under the Mental Health Act, a responsible clinician 
(the person who is in charge of the care, usually the psychiatrist) can arrange for a 
community treatment order (CTO). 

 

• This means that the person will have supervised treatment when leaving hospital.  
The responsible clinician will be able to bring the person back to hospital if needed. 

 

• The person will have to follow conditions if on a CTO. These conditions make sure 
of continued treatment. Conditions can also protect the person from self harm or to 
other people. Conditions can include where the person will live or where they get 
treatment. 

 

• A ‘care coordinator’ will help to manage the community treatment order. If the 
conditions of a CTO are broken or the responsible clinician thinks that the person 
has become unwell again, they can be brought back to hospital for up to 72 hours 
while they decide what should happen next. 

 

• The responsible clinician can keep the person in hospital and put them back on the 
section they were on, when the CTO was made. This is known as the CTO being 
“revoked”. 

 

• The CTO will continue until the responsible clinician discharges it. There are no 
conditions in the community when the CTO ends. 

 

• While on a CTO, an appeal against it can be made. Legal aid is available to pay for 
a solicitor to help with this. 

 

• The person also has the right to see an Independent Mental Health Advocate 
(IMHA) if on a CTO. An IMHA can help the individual understand their rights and 
could also help if they are not happy with any of the CTO conditions. 

 

• A CTO can be challenged if the person does not think they should be on one. 
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8.2 2008 Code of Practice: Mental Health Act (1983) 

The Code of Practice: Mental Health Act (1983) published in 2008, does not impose a legal 

duty to comply with the Code but requires doctors, Approved Medical Health Practitioners 

(AMHP) and other medical professionals to have regard to the Code.  The Code is 

considered beneficial to the police and others involved, in providing services to people 

subject to compulsory measures under the Act, including the removal of people from public 

places under Section 136 of the Act.  Section 136 allows the removal to a place of safety of 

any person who appears to a police officer to be suffering from mental disorder and to be in 

immediate need of care and control where it is necessary in the interests of that person or 

for the protection of others. The purpose of such 136 detentions is only to allow the person 

to be examined by a doctor and interview by an Approved Medical Health Practitioner 

(AHMP). 

Relevant elements of the CoP are summarised below: 

 The maximum period a person may be detained under Section 136 is 72 hours and 

this includes both time spent in police custody and/or hospital with the clock starting 

from the time of detention.  The imposition of consecutive periods of detention under 

S136 is unlawful. 

 Regarding the most appropriate place of safety, the CoP states “A police station 
should be used as place of safety only on an exceptional basis”, recognising that it 
may be necessary to do so because the person’s behaviour would pose an 
unmanageable high risk to others.  The CoP notes that the use of a police station 

may lead the detainee to consider they are suspected of a crime and any related 

distress and anxiety may affect their co-operation with and therefore effectiveness of 

treatment.  

 It is the responsibility of health and social care agencies to work with the police in 

arranging transfer to a more suitable place of safety and that examinations should be 

carried out as quickly as possible so that the detainee spends no longer than 

necessary in police custody. 

 A person detained under Section 136 is deemed to be “arrested” and subject to the 
powers conferred by the Police & Criminal Evidence Act 1984, (PACE) and the rights 

of the detainee including the right of access to legal advice and notification of their 

rights and entitlements. 

 Detention under Section 136 does not confer any power to treat the detainee without 

his/her consent 

 A detainee on SCT that has absconded from hospital should be considered for return 

to hospital and effort made to contact the detainee’s responsible clinician as soon as 
possible. Where the detainee is known to be on SCT and compulsory admission is 

indicated the recall power should be used. 
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 Transfer of detainees to hospital is the responsibility of health officials and not the 

police. 

 Local Authority Social Services (LSSAs), hospitals, NHS Commissioners, police 

forces and ambulance services should have a clearly defined and agreed policy for 

the use of Section 136 (note that this also applies in all cases to Section 135 detention 

buts these are not the remit of this review) and the policy should include: 

o Defined responsibilities for the provision of secure places 

o Agreeing the most appropriate place of safety 

o Provision of prompt mental health assessments 

o Safe and timely transfer between places of safety (recognising that police 

transport is a last resort) 

o Record keeping, monitoring and audit of Section 136 practice 

In addition, there are also policy requirements for dealing with children, young people and 

those under the influence of drugs and/or alcohol. 

8.3 The 2015 CoP 

One key aspect of the new CoP is the increased degree of legal compliance imposed by the 

2015 CoP on the health sector.  Whereas the 2008 CoP required doctors AMHPs etc. to 

have due regard to the Code, the 2015 update “is statutory guidance for registered medical 

practitioners and other professionals in relation to the medical treatment of patients suffering 

from mental disorder”, although it remains as “beneficial” for police use, rather than a 
statutory requirement.  Consequently there will be a greater demand on health sector 

agencies to deal with their responsibilities than were in place in March 2015 and this should 

assist Staffordshire Police in future similar situations, such as the March case, in the event 

that they occur. 

Other elements of the CoP that have been strengthened or are new are as follows: 

 Section 136 is not intended to be used as a way to gain access to mental health 

services and the police could encourage or escort a person to an appropriate service 

rather than impose a Section 136. (Note that this would not have applied to this case 

due to lack of mental capacity of the individual). 

 In respect of local policies for Section 136 there is a requirement for the parties to the 

policy to meet regularly to discuss its’ “effectiveness in the light of experience” and to 
amend where necessary. Also: 

 Responsibilities for agreeing the most appropriate place of safety should also include 

“contingency arrangements for those cases where the preferred place of safety is not 
available”. Once this policy aspect is effective it may assist in addressing the key 

deficiency, i.e. lack of a suitable bed. 

 Escalation and review decisions. 
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 Securing the attendance of police at health-based places of safety where they are 

needed for protection of individuals and staff. 

 The locally approved policy should contain a list of identified places of safety and this 

should be a hospital or other health based place where mental health services are 

provided and that health based places should ensure they have arrangements in 

place to cope with peak demand. Again had this policy been in place and effective in 

March 2015 it may have assisted Staffordshire Police in 

o having information on places of safety readily available and 

o a greater likelihood of an available bed. 

 If exceptionally a police station is used, the police should set out the time within which 

health and social care professional will attend the police station in order to assess the 

person or to assist in arranging transfer to a more suitable place. 

 Section 16.40 of the 2015 CoP is particularly relevant as it notes that although a limit 

of 72 hours is set on Section 136 detentions, “when a police station is used as a place 
of safety in the absence of a health-based place of safety being available, an 

assessment should be made as quickly as possible and made a priority by the doctor 

and the AHMP” (and this should be within three hours). ……”Wherever practicable, 
detention in a police station under Section 136 should not exceed a maximum 

period of 24 hours”. 

 A person should never be moved from one place of safety to another unless it is 

confirmed that the new place is willing and able to accept. 

Monitoring of the use of Section 136 in both the 2008 and the 2015 CoPs note that policies 

should include monitoring the circumstances and outcomes of the use of Section 136 in 

relation to people from black or ethnic minorities, children, young people and (in the 2015 

CoP), people with protected characteristics under the Equal Opportunities Act 2010.  

8.4 Police & Criminal Evidence Act (PACE) 

PACE Code of Practice C refers to persons removed to a police station under Section 136 

in respect of safeguards and entitlements of access to e.g. legal advice, availability of an 

appropriate adult where needed and in advising detained persons of the maximum period 

of detention and access to copies of PACE. 

8.5 Policy for Section 136 Detentions 

The following notes provide information relevant to this review and specific to Staffordshire: 

 The policy is based on the 2008 CoP and the listed requirements in the Policy accord 

with the CoP. 

 The Policy lists agreed Places of Safety (PoS) including the Harplands Hospital. 

 Two key elements of the policy are particularly emphasised in the document.  
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o That Police Custody Facilities are only to be used as PoS on an exceptional 

(document emphasis) basis and lists the Northern Area Custody Facility 

(NACF) as such an exceptional PoS. The Policy also notes that if a detainees 

behaviour is considered to constitute a risk to others at a healthcare facility, 

then the detainee may be held in custody although every effort should be made 

to ensure that the detainee is transferred to a psychiatric PoS as soon as it is 

appropriate to do so.  Where police are asked to remain at a healthcare facility 

because of perceived risk, the decision on whether police remain in support, 

is made by the Nurse in Charge and not the police.  

o The detained person should not be kept in the PoS longer than necessary for 

the mental health assessment to be completed. Once the assessment is 

complete the authority to detain under Section 136 ceases. The Policy states 

that “within Staffordshire and Stoke on Trent that the assessment should 
begin within three hours of the start of the detention period” (document 

emphasis). 

 The Custody Officer (where police PoS is used) is responsible for the application of 

the Policy and of PACE and to make contact with the AMHP. Part of that responsibility 

is to make the detainee aware of their rights under PACE and the Policy but this was 

not possible in the March case due to the lack of capacity of the detained man. 

 The policy allows for escalation where there is dispute between the detaining officer 

and the Nurse in Charge; firstly, the Duty Inspector/Hospital Manager, then Section 

136 Locality, and finally the Multi-agency Strategic Change Group. However, we are 

informed that the final stage involving the Multi-agency Strategic Change Group is no 

longer applicable after the the Multi-agency Strategic Change Group was disbanded. 

 Monitoring of the application of the Policy lies with the Staffordshire Police & Mental 

Health Partnership, which evaluates information from L9 Forms (which are records 

of Section 136 detentions).  Monitoring information is presented to the locality Section 

136 Groups (one in Staffordshire and one in Stoke-on-Trent) and forwarded to the 

Performance Development Unit at Staffordshire Police on a monthly basis in addition 

to attendance and escalation procedures raised between police and Locality 136. 

 The Local Section 136 Forum is a sub-group of the interface between Police and 

Mental Health Services Pan Staffordshire Group and its purpose includes, among 

others, the role of monitoring of Section 136 Policy and ways to improve standards. 

The Forum analyses “difficult cases” that stray significantly outside of the Guidance 

and also repeated detentions. Finally, the Forum is to analyse Local S136 data to 

identify emergent trends and measure performance against both county and national 

standards to determine changes to be made in the light of monitoring results. It is 

chaired by the AHMP Lead and includes: 

o Police Northern Custody Unit Inspector 

o Local Policing representation 
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o A representative of Duty Senior Nurses 

o Harplands Hospital Manager 

o Representatives of social services, youth offending team and health 

professionals. 

o The policy includes Section 136 Exception Monitoring Forms (EMF) to be 

completed where professionals involved in Section 136 detentions consider 

the policy not to have been met.  EMF includes information on time standards 

and unresolved issues.  Completed EMF are sent to Staffordshire Police 

Protective Services. 


