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1 INTRODUCTION 

Lay Observers play a crucial role by monitoring the treatment and conditions of 
detention of people held in court custody and those in vehicles while being 
brought to and from the court.1  

1.1 Lay Observers (LOs) are appointed by the Secretary of State for Justice under the 
Criminal Justice Act 1991 (CJA 1991) to inspect the conditions in which prisoners are 
transported or held in pursuance of the arrangements and to make recommendations to 
the Secretary of State.2 

1.2 They are independent, unremunerated, public appointees with statutory powers to monitor 
the Prisoner Escort and Custody Services (PECS) run by His Majesty’s Prison and 
Probation Service (HMPPS) and court custody facilities run by His Majesty’s Courts and 
Tribunal Service (HMCTS). 

1.3 PECS has overall responsibility for overseeing the transportation and holding of detainees 
with the two contractors Geo-Amey and Serco providing the transport vehicles and the 
court custody officers. HMCTS manages and maintains the fabric and furniture of the court 
custody suites and all court operational matters. 

1.4 LOs are members of the National Preventive Mechanism (NPM) which is the United 
Kingdom’s structure for complying with its commitment to the United Nations Optional 
Protocol to the Convention Against Torture and Other Cruel, Inhuman or Degrading 
Treatment or Punishment (OPCAT). This guarantees that LOs can function independently 
and impartially of government, government agencies, the ministry, all agencies and their 
staff providing contracted services, custody suite managers and contract delivery 
managers. 

1.5 To perform their statutory duties LOs visit local courts, vehicle bases and prisons to 
monitor the conditions in which detained persons/prisoners (detainees) are transported or 
held. Each month the reports on visits are aggregated into a consolidated report to 
illustrate the national picture and the direction of key trends. This is circulated monthly to 
stakeholders and those with an operational or policy role in this criminal justice pathway - 
HMPPS, PECS, HMCTS central operations, HMCTS Property, His Majesty’s Inspectorate 
of Prisons (HMIP), National Police Chiefs’ Council (NPCC), Youth Justice Board (YJB), 
Youth Custody Service (YCS), National Health Service (NHS), Justice and Ministry of 
Justice (MoJ sponsor teams. 

1.6 This report for several reasons, as set out in Section 10 – page 24, covers a sixteen-month 
period to take account of these factors and provide a more detailed analysis and 
comments on the treatment of detainees. 

1.7 The report summarises the main issues of concern observed during the visits in that 
period. It recognises the developments initiated to improve the quality of the detainees’ 
experience. 

John J Thornhill – National Chair 

1 United Nations Subcommittee on Prevention of Torture and Other Cruel, Inhuman or Degrading 
Treatment or Punishment (OPCAT). Report on visit to United Kingdom of Great Britain and Northern 
Ireland undertaken from 9 to 18 September 2019, Para 93. 

2 Section 81 (1) (b) of the Criminal Justice Act 1991. 
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2 EXECUTIVE SUMMARY 

KEY FINDINGS FOR THE SECRETARY OF STATE 

2.1 Lay Observer reports are overall positive about the care offered by escort and custody 
officers whilst detainees are in their charge. This report recognises that such officers 
manage the needs of the detainees well, treating them with respect and decency and very 
often go the extra mile to manage their welfare positively in sometimes very difficult 
circumstances. It also appreciates that many of the concerns are out of the individual 
control of the escort and custody officers. 

2.2 However, the staffing shortages are having an impact on the treatment of detainees. 
Reports indicate courts do not always have sufficient staff to manage effectively the 
detainees.  In particular, children and young persons (CYPs) are often not escorted and 
supported by the appropriately trained dual - badged officers. 

2.3 Many of the issues occur because of failures in the system to remedy problems that arise. 
Far too often LOs’ reports indicate that the conditions in which the detainees are held do 
not show respect nor provide a decent environment for both the detainees and the staff. 
This is particularly the case with the quality of some custody suites. It is recognised that 
refurbishments and improvements have been undertaken but the pace of such is slow and 
uneven. This is often explained by a lack of adequate financial support, particularly to 
maintain many of the custody suites that are dated and very tired. This impacts adversely 
on refurbishment and the daily treatment of detainees and fails to recognise the basic 
human rights of those detained. 

2.4 There are serious concerns about the rights of those detainees who are released from 
custody by the court on completion of a trial, a remand on bail or found not guilty. Reports 
indicate that often these individuals are retained in custody – in some cases for up to five 
hours – waiting for the prison to authorise their release. We question why this should be if 
the court has released them from custody. We have expressed, in previous reports, our 
concern that this may be false imprisonment particularly as some of these individuals 
might have been released because they have been found innocent. The Digital Person 
Escorts Records (DPERs) which must accompany every detainee on any journey has a 
section that relates to this, often stating ‘To be released,’ but this may not be for many 
hours. We would request that this be dealt with as a matter of urgency. 

2.5 Similar delays affect the treatment of CYPs. Following a court appearance and a remand 
in custody or a detention order, young persons are often retained in a custody suite for 
several hours whilst appropriate accommodation is sought for them. This impacts on their 
mental health and welfare and results in unacceptable treatment. 

2.6 Those individuals who become involved with the criminal justice system may be managed 
and supported by a range of agencies and services. Reports indicate that there is a lack of 
co-ordination between these groups which impacts adversely on the necessary transfer of 
relevant information to protect the detainees and staff. 
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3 EXPECTATIONS AND REPORT STRUCTURE 

3.1 In late 2021 the Lay Observers’ National Council introduced a revised set of expectations 
for monitoring the treatment of detainees who are held in court custody suites whilst 
awaiting a court appearance or transported from police stations, prisons or courts. They 
were drawn up after consultation and are based on relevant international and regional 
human rights standards. This is in accordance with the UK’s responsibilities as a signatory 
to OPCAT. They set out the framework to allow Lay Observers to fulfil their statutory duty 
under the 1991 Act to deliver independent and objective assessments of the outcomes for 
detainees. 

3.2 They form the basis of the Lay Observers’ Respect, Decency and Welfare focus 
recognising that all detainees are human beings, have rights but are not able to speak for 
themselves. 

3.3 They also offer a guide for the public, PECS, HMCTS, HMPPS, the private contractors and 
other groups that manage detention facilities about the treatment we expect them to 
deliver when in contact with detainees. 

3.4 Lay Observers’ reports focus on five main inspection areas: 

i. transportation

ii. in the custody suite: reception processes, individual needs, diversity and legal

rights

iii. in the custody suite: welfare, safety and health care

iv. release and transfer from court custody

v. treatment of CYPs, females and vulnerable detainees.

3.5 Within each of these areas there are one or more expectations, each with a set of 
indicators to assist the Lay Observers to effectively observe, monitor, report and grade the 
assessment levels set out below. 

3.6 Assessment Levels 

4 Treatment of detainees is very good. 

There is strong evidence that significant and embedded good practice ensures 
detainees are fully treated with respect and decency and their welfare properly 
protected. 

3 Treatment of detainees is good. 

There is evidence that detainees are generally treated with respect and decency 
and that positive procedures are in place and implemented to protect their welfare. 

2 Treatment of detainees is not sufficiently good. 

There is evidence that there is some positive treatment of detainees. However, 
this is inconsistent and overall detainees are not always treated with respect and 
decency and that in some areas the management of their welfare lacks precision. 
Problems or concerns that if left unattended, are likely to become areas of serious 
concern. 

1 Treatment of detainees is unacceptable. 

There is significant evidence that largely the treatment of detainees lacks respect 
and decency. There is a failure to ensure even adequate treatment of detainees 
and poor protection of their welfare causes serious risks. Immediate remedial 
action is required. 
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4 SPECIFIC SUMMARY EXPECTATIONS 

4.1 This chart shows a summary of the five main inspection areas and the set of expectations 
within each area. 

4.2 The full set of Expectations and their accompanying Indicators is set out in Section 11 -
Appendix A – pages 25-27. 

4.3 LOs’ visits to court are based on these expectations and the accompanying indicators 
provide a guide to what LOs should look for in the treatment of the detainees. 

4.4 LO reports on each visit indicate the level of assessment as above, based on observation, 
interaction with detainees and officers and inspection of facilities. 

Section A: Transportation 

1    Expectation - detainees are transported decently in accordance with their needs. 

Section B: In the custody suite: reception processes, individual needs, diversity 
and legal rights 

2    Expectation - detainees are treated with respect and decency while in custody. 

3    Expectation - the welfare and safety of detainees is protected with risk 
assessments and safeguarding procedures. 

      Person escort records have accompanied detainees on their journey and have 
sufficient information to enable custody staff to make risk assessments on 
detainees. 

4    Expectation - detainees’ legal rights are respected to ensure decent access to 
justice. 

Section C: In the custody suite: welfare, safety and health care 

5    Expectation - the welfare and safety of detainees is ensured by being held in a 
clean environment in which their safety is protected. 

      The custody suite is clean and free from serious defects that impact adversely on 
the decency for detainees.  

      The custody suite and cells are free from offensive graffiti. 

6    Expectation - the welfare and safety of detainees is ensured by the effective 
management of their health care needs. 

Section D: Release and transfer from court custody. 

7    Expectation - arrangements are in place for ensuring detainees are safely released 
or transferred, without delay. 

Section E: Treatment of CYPs, females and vulnerable detainees 

8     Expectation - CYPs, females and vulnerable detainees are treated with respect 
and decency in accordance with their age and vulnerabilities. 
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5 STATISTICAL AND EXPECTATIONS DATA ANALYSIS 

5.1 Table 1 below provides statistical data for the visits undertaken since the last report and 
the number of each level of assessment given in four quarters of four months each. The 
total number of visits compared to previous years was restricted by Covid regulations 
particularly in Period 1. 

5.2 Columns B, C, D, E provide for each quarter: 

i. the total number of visits undertaken;

ii. the total number of detainees in each category present in the custody suite during

the visits;

iii. the total number of detainees interviewed during each visit;

iv. the number of DPERs with inaccuracies;

v. the number of each assessment level, as explained in Section 3.6 above.

5.3 On each visit LOs interview as many detainees as possible to discuss with them their 
concerns and treatment using the indicators and expectations as a guide. 

5.4 Column F provides the summary total of each category for the whole reporting period. 

5.5 Column G provides the relevant percentage information for the data, particularly the 
percentage of those detainees present in the custody suite who were interviewed by the 
LO on the visit. It shows the percentage of DPERs which were deemed to provide 
inaccurate or incomplete information on which the escort custody officers could make risk 
assessments and provide the necessary care for each detainee. 

A B C D E F G 

Period 1 Period 2 Period 3 
Period 

4 
Total % 

Total Visits 157 253 352 358 1120 

Adult Males on visits 643 1332 1723 2026 5724 

Adult Males Interviewed 442 814 1239 1479 3974 69.43 

Adult Females on visits 272 112 171 193 748 

Adult Females Interviewed 192 89 137 150 568 75.94 

CYP Males on visits 19 59 60 84 222 

CYP Males Interviewed 14 42 51 67 174 78.38 

CYP Females on visits 1 6 3 3 13 

CYP Females Interviewed 0 4 3 2 9 69.23 

Total Detainees on visits 6707 

DPERs inaccurate or 
incomplete 102 234 270 238 844 12.58 

Level 1 10 32 36 42 120 1.15 

Level 2 123 221 216 365 925 8.84 

Level 3 500 842 1180 1276 3798 36.29 

Level 4 742 1247 1964 1669 5622 53.72 

Total number of each level 1375 2342 3396 3352 10465 

Table 1 
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5.6 The main concern from this data is the number of DPERs which are considered insufficient 
in completeness or relevant information to allow effective risk assessments. 

5.7 The other relevant figures are that in 1.15% (Level 1) instances there was a failure to 
provide adequate treatment of some detainees and that in 8.84% (Level 2) instances 
detainees were not always treated with respect and decency or had their welfare 
effectively protected. 

5.8 Table 2 below provides greater granularity for each of the eight main and three sub 
expectations showing: 

i. the number of each level awarded;

ii. the total number of levels 1 and 2 and levels 3 and 4 awarded;

iii. the total number of levels awarded:

iv. the percentage of all Levels1 and 2 awarded over all the grades.

Table 2 

%

Expectations 1 2 3 4
1/2 

total

3/4 

total
Total % 1/2s

1
Detainees are transported 

decently in accordance with their needs
7 93 314 497 100 811 911 12.33

2
Detainees are treated with 

respect and decency while in custody
9 60 306 594 69 900 969 7.67

3
The welfare and safety of 

detainees is protected with risk assessments  

and safegarding  procedures

5 45 370 585 50 955 1005 5.24

Sub 1 

Person Escort Records have accompanied 

detainees on their journey, have suffiicent 

information to enable custody staff to make 

risk assessments on detainees

17 142 468 409 159 877 1036 18.13

4
Detainees' legal rights are  

respected to ensure decent access to justice
4 83 317 607 87 924 1011 9.42

5
The welfare and safety of detainees is ensured 

by being held in a clean 

environment in which their safety is protected

16 83 431 556 99 987 1086 10.03

Sub 2
The custody suite is clean and free from     

serious defects that impact adversely on the 

decency for detainees

16 160 463 457 176 920 1096 19.13

Sub 3
The custody suite and cells are free from 

offensive graffiti. 
7 80 415 581 87 996 1083 8.73

6
The welfare and safety of 

detainees is ensured by the effective    

management of their health care needs

1 50 323 598 51 921 972 5.54

7
Arrangements are in place for 

ensuring detainees are safely released or 

transferred, without  delay

6 71 249 420 77 669 746 11.51

8

Children (CYPs), females and vulnerable     

detainees are treated with respect 

and decency in 

accordance with their age and vulnerabilities

14 58 142 318 72 460 532 15.65

Totals 102 925 3798 5622 1027 9420 10447

Totals
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6 ISSUES OF CONCERN 

RESPECT, DECENCY AND WELFARE 

6.1 The concern about the number of Level 1 and Level 2 grades given in Table 2 raises the 
question about the respect, decency and welfare agenda. More details of these issues 
along with relevant extracts from specific report are included at Section 7 - Analysis of 
Expectations - pages 11 – 20. 

6.2 Whilst this report acknowledges the commitment of the escort and custody officers and 
examples of good practice, it emphasises that on some occasions detainees were not 
treated with appropriate respect and decency. LO reports indicate a lack of consistency of 
delivery across all the agencies involved and show that good practice is not always 
replicated. 

6.3 It is important that detainees are held in custody suites that are decent and are shown 
respect as human beings. The lack of respect is evidenced from the figures for expectation 
5 (10.03%) and sub-expectation 2 (19.13%). These indicate that the levels of cleanliness 
are not often as high as expected. There have been improvements since the last report but 
the conditions in many of the custody suites holding large numbers of detainees continue 
to fall below expected standards. The management of graffiti has improved with the figure 
of 8.73% (sub-expectation 3) lower than previously. 

6.4 The introduction of chalk boards has had mixed reception and success. Many reports have 
expressed concerns about the maintenance and repair of these boards and their use by 
detainees. 

6.5 There remains the risk to the welfare and access to justice with a figure of 9.42% in 
expectation 4, with undue waiting times after arrival at the custody suite for appearances in 
court due to a lack of prioritisation of cases for vulnerable, female and CYP detainees. 
These risks also result from the poor quality of information communication with 18.13% of 
DPERs not providing the necessary information to protect custody officers and detainees. 
Reports indicate that both police stations and prisons do not always complete the DPERs 
in sufficient detail. 

6.6 The figures that relate to transportation in expectation 1 (12.34%) and expectation 7 
(11.6%) reflect questions about the use of transport and avoidable delays. There are 
examples of unacceptable treatment of females and CYPs during transportation. 

6.7 It is now the default position that handcuffing should only be used when a full risk 
assessment has been conducted. Reports indicate that many detainees are being 
routinely handcuffed when moving from transport to the custody suites. Sometimes 
decency and respect are not afforded to detainees when being transferred in handcuffs 
from a public area in full view of members of the public. However, reports record that, 
whilst an LO may have observed handcuffed movements, there is no formal record of a 
risk assessment before their use in the DPER. LOs believe this should be the case, so the 
extent of this practice can be fully documented and understood. 

6.8 Many detainees experience more than two-hour delays after sentencing before being 
transported back to their establishments. Often timescales for detainees who are moved to 
prisons a long distance from the sentencing court are being unacceptably extended and 
sometimes they miss their evening meal as the prisons have effectively closed by the time 
they arrive back. 

6.9 The introduction of the DPERs has highlighted that differing systems used by the various 
agencies hinder effective communication. DPERs originated by one contractor are not 
always readable electronically by another as the escort and custody staff use different 
handheld systems to record information. This can result in serious omissions, as in the 



Lay Observers Annual Report 2021 – 2022 Page 10 of 29 

case of one CYP where there was no formal record on the system of him having been at 
court. 

6.10 The varied quality of communications between agencies engaged in the care and 
management of detainees including prisons, police, other agencies, the escort and court 
custody services has serious consequences for detainees in too many cases as evidenced 
by the report extracts in Section 7 with the DPERs being a major concern. 

PERSON ESCORT RECORDS 

6.11 The DPER is the major channel for transferring and communicating information about 
detainees between the agencies managing their care. The PER is a vital element of risk 
management and was introduced in May 2009 following the Zahid Mubarek Inquiry.3 

6.12 The DPER is the formal record of the detainees’ journey through the criminal justice 
process. The purpose of the document is to ensure that all staff transporting and receiving 
detainees are provided with the necessary information, including any risks or 
vulnerabilities that the detainee may present. The figures in Tables 1 and 2 suggest that 
there are inaccuracies and omissions in 844 of all DPERs inspected revealing that 18.12% 
are defective. This is a positive improvement on previous figures but can still place a 
significant number of detainees at risk. 

6.13 The poor quality of many DPERs prevents the escort and custody officers from making 
proper risk assessments for each detainee and may adversely affect the management of 
the healthcare needs during transportation and in court custody. The processes which are 
required to ensure that the health needs of detainees are not therefore properly met. The 
failure to include vital health information, particularly medication, places detainees at 
serious risk of harm and may impact on their mental and physical health and well-being. 

6.14 A failure to administer the prescribed medication in a timely and effective manner can 
mean detainees will not be in the best possible health for their court appearance. 

CHILDREN AND YOUNG PERSONS (CYPS) 

6.15 A previous report raised concerns about the escort and court custody arrangements and 
treatment of CYP’s facing court appearances especially for long trials. A new protocol was 
introduced in 2019 and reports suggest that there is considerable improvement in this 
area. 

6.16 However, there are still too many CYPs who are not accompanied by appropriately trained 
dual-badged officers. This means they do not have the necessary support at court and are 
often detained in unsuitable accommodation. 

6.17 Many CYPs have long travel times to attend trials and delays in release from court custody 
due to finding places. It is appreciated that there are limited detention facilities for CYPs, 
but reports suggest there is a lack of co-ordination of the facilities and significant time 
delays experienced by CYPs after their court appearance has concluded before being 
transported back to holding establishments. 

6.18 It is also reported that there is a lack of prioritisation of court appearances with some CYPs 
waiting a long time before appearing in court. 

6.19 It is understood that given the high volume of movement of CYPs the number of incidents 
of concern may be low, however they are still unacceptable, and the treatment is not 
decent or respectful. 

3 The Inquiry into the racist murder of Zahid Mubarek at HMYOI Feltham in March 2000. 
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7 ANALYSIS OF EXPECTATIONS

7.1 This section contains commentary on each of the eight main numbered and three sub-
expectations. 

7.2 The extracts on specific courts which are shown in pink express concerns whilst those in 
green indicate actions and conduct by officers which show respect and decency. A small 
number have been slightly adapted for security and confidentiality reasons. The full set of 
expectations with the accompanying indicators is set out in Section 11 - Appendix A. 

1 DETAINEES ARE TRANSPORTED DECENTLY IN ACCORDANCE WITH THEIR NEEDS 

7.3 Our expectation in accordance with OPCAT principles is that all detainees are transported 
in a timely manner and that females and CYPs should always be transported separately 
from males. 

Kingston Crown Court 

I was advised that the vehicle was held outside Wandsworth Prison for over 90 
minutes before being allowed in to collect prisoners. No explanation given to drivers 
but prisoners were somewhat grumpy when getting on the van. One prisoner 
confirmed this delay and added that they got up at about 6 a.m, a long time before 
normal collection time, let alone a 90 minute additonal delay. Therefore, a long wait 
for transport. 

7.4 It seems practice that for short journeys, often from police stations, females are 
transported in vehicles with males with a screen deployed. It is our expectation that this 
should never happen. 

Portsmouth Magistrates Court 

Male from HMP Winchester arrived at 09:20. The female had been brought from 
Portsmouth police on a vehicle with one other female and four adult males. She did 
not complain about her transport, but the screen could not have been deployed with 
two females in the vehicle. 

7.5 Another report, however, confirms that a single female transported in a van with males 
was subject to verbal abuse during the short journey and was in a very distressed state 
when the LO spoke with her just after her arrival at court. 

2 DETAINEES ARE TREATED WITH DECENCY AND RESPECT WHILE IN CUSTODY 

7.6 Staffing, which can appear to be numerically sufficient, does not often take account of the 
geography of and space restrictions in a custody suite, the number of movements and 
crowding. This is more acute in the reception of detainees where engagement is a 
particularly important aspect of the custody officer’s role. Many of the detainees have 
language difficulties, various levels of understanding or other relevant special needs.  A 
failure to respond to these individual circumstances can disturb already anxious and 
vulnerable detainees, some of whom have never experienced this situation previously and 
many of whom might be innocent. 

7.7 Whilst generally detainees are treated with respect, this is sometimes cursory and with no 
detailed discussion of their individual needs and requirements. Far too often language 
difficulties are not fully met nor are they offered support leaflets in their native language, 
reading materials or chalk for the chalk boards. 
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7.8 Chalk boards were introduced to give detainees something to focus on and distract them 
whilst waiting for their court appearance. Their success has been mixed as often cleaning 
and repairs have proved difficult resulting in reduced usage. 

7.9 Overall escort and custody officers take positive steps to support the detainees, but their 
engagement is often restricted by staffing shortages. The geography of the custody suite is 
also a contributory factor as reported at Westminster Magistrates. 

Manchester Magistrates Court 

Staff treated detainees with respect and decency when engaging with them. All 
detainees that we had asked said they knew what to expect and had a rights leaflet, 
one DP was also reading a first night leaflet. No handcuffs were used in custody that 
we had witnessed. Staff could engage more with detainees in a casual manner as 
although short staffed during the visit, there were periods of time that could have 
been utilised more effectively for this if detainees required support. 

Westminster Magistrates Court 

It is probable that the number of staff meets the criteria for the number of detainees 
but fails to account for the complex nature of so many in custody. In such a busy 
court the reception process must be efficient and quick but it does not give time for 
any member of staff to engage effectively with any detainees.  

There was only a maximum of three PCOs [prison custody officers] on duty in the cell 
blocks to look after the detainees housed in four separate cell areas and to manage 
the movement to the legal visiting rooms. Over the lunch time there are only two 
PCOs left on cell duty. During that time the custody officers did not look at the cells in 
those areas and were thus unaware of what could have been an emergency.  

3 THE WELFARE AND SAFETY OF DETAINEES IS PROTECTED WITH RISK

ASSESSMENTS AND SAFEGUARDING PROCEDURES

7.10 Those detained in custody cannot manage their own needs and it is imperative that their 
welfare, safety and health needs are managed on their behalf by escort and custody 
officers. However, they normally only engage with each detainee when they are 
transported or detained in the custody suite. It is vital that they can make risk assessments 
on each detainee to protect the safety and security of all involved. The DPER is their 
source of information which does not always provide enough detailed information to assist 
the staff in making the risk assessments. It is reported that staffing levels can impact on 
this aspect of their role. Where the DPERs are complete the treatment offered is very 
considerate as this extract from Sefton records. 

Sefton Magistrates Court 

I must stress again that the adult male being held at Sefton today was 
extremely well cared for and the staff were very professional in dealing with 
him. However, I use this section of the report to highlight concerns raised to me 
about working practices that, although not experienced today, could impinge on the 
safety and welfare of detainees if not addressed. Normal manning at the court is 5 (1 
CCM plus 4 staff), those numbers are sufficient for a single court being open and with 
only one DP in custody there was no problem today. However, the actual number of 
courts regularly being covered by the staff is three and those staff numbers are not 
sufficient to run three courts. Escort personnel are brought in to supplement staff 
when DP numbers are increased but are said to be barely sufficient, particularly 
when vulnerable detainees with complex needs require two officers to escort them.  
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7.11 This extract from Chelmsford indicates that with the right facilities and caring officers 
detainees have a safe environment based on informative risk assessments. 

Chelmsford Magistrates Court 

DPER records did have information on them to assess risk, and possible individual 
needs. Staff appeared to be sensitive and vigilant in this respect. The very vulnerable 
individual in cell one was under constant observation through the two ‘glass walls’. All 
cells have constant CCTV monitoring on them, and this is recorded and observed in 
the staff room/centre, on a large screen. 

PERSON ESCORT RECORDS HAVE ACCOMPANIED DETAINEES ON THEIR JOURNEY,
ARE COMPLETE IN EVERY DETAIL AND ESCORT STAFF COMMUNICATE OTHER 

RELEVANT INFORMATION TO CUSTODY STAFF

7.12 Reports regularly indicate that relevant information is omitted from the DPER and is often 
incomplete, out of date or inaccurate. Often the management of the process and additional 
confidential information lacks precision. This can affect the treatment received and impact 
adversely on health issues. 

Birmingham Magistrates Court 

DP from HMP Birmingham as taking Naproxen daily for depression and anxiety and 
under medication given was recorded ‘not known’. Other detainees from HMP 
Birmingham were also taking daily medication with the same comment. One DP from 
Birmingham was taking 4 types of medication but the different names given were 
difficult to comprehend. For example, he was taking codeine and had last been given 
it at 20:02 with the next dose due at 8:00 – no dates or times were provided. 

Thames Magistrates Court 

The DPERs advised that four of the Detainees were ‘violent’. However one DP was 
stated as being not violent in the main risk section but in the ‘other risk information’ 
section it was stated that he had a marker for violence but no further details were 
given.  

7.13 Relevant information about health issues should be clearly stated in full, properly labelled, 
and securely attached so that they are not lost or misplaced. In this case, if an emergency 
occurred it is questionable whether the custody officers could have effectively dealt with it, 
as some emergencies require immediate response. Whilst it is appreciated there is access 
to an on-call paramedic, the impact of any undue delay in contact could be very serious 
and even fatal if the staff cannot quickly respond. 

Thames Magistrates Court 

Several of the PERs from Barking custody had a brown envelope loosely included in 
the PER. In some cases the envelope was completely blank not even detailing the 
name of the DP and furthermore the envelope was not stapled or otherwise attached 
to the PER. In some cases the name of the DP was added and sometimes the 
envelope was stapled to the PER. In none of the cases was the envelope marked as 
confidential. Not having the envelopes stapled, or otherwise attached to the PER, 
runs the risk of the envelopes becoming misplaced or confused. 

7.14 In this extract there is ambiguity about the content of documents indicating the lack of 
consistent communication between the agencies involved. 
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Stockport Magistrates Court 

When the Young Person (YP) arrived, the CCM asked for his DPER; he was told that 
they are completely paperless now. A PCO pulled this information up onto her 
computer and this was when they realised that there was a discrepancy between 
the information on the electronic DPER and the paper one accompanying the 
YP; the officers said that the young man was not for release, whereas the court’s 
system said he was for release. When I had made notes on the YPs details from our 
online information, I also recorded that he was for release. The young boy was 
certain that he was going back to his secure accommodation and so the CCM had to 
call up to clarify his release status. He was not for release, so the DPER that the 
custody staff and I could see was incorrect. These inaccuracies could have led to 
his release. Furthermore, this YP’s PER was bare. Obviously, there cannot be history 
written down if there is no history, however, one of the custody officers remarked that 
it was unhelpful to have no information to aid them in looking after him whilst in 
custody. However, as the YP was accompanied by a team of officers who were 
familiar with him and his case, and they stayed in the cell with him at all times, they 
were in a good position to make risk assessments on him. The boy presented with no 
risks. There appeared to be good communication between the team of officers who 
arrived in the court and the PCO who took the YP to his cell. 

7.15 Fortunately for this detainee the inaccuracy and incompleteness of the DPER did not 
present any issues as the YP was accompanied by vigilant and supportive officers. This is 
not always the case for CYPs. 

Westminster Magistrates Court 

When reading the DPERs I noted one DP was flagged as having learning difficulties 
and requirng a responsible adult to assist whilst in police custody, but this was not 
noted.  

4 DETAINEES’ LEGAL RIGHTS ARE RESPECTED TO ENSURE DECENT ACCESS TO

JUSTICE

7.16 A right in the criminal justice system is that detainees should have prompt and easy 
access to timely legal representation and justice. 

7.17 Very often detainees, particularly vulnerable detainees are not given their court 
appearance promptly. The prioritisation of cases is inconsistent, with some courts making 
detainees wait until all defendants not in custody have appeared. This can mean waits of 
up to five hours alone in a cell. 

Taunton Magistrates Court 

One DP was noted as suffering a number of serious issues. (Asperger’s, epilepsy, 
extreme anxiety, communication needs, T2 Diabetes, Asthma, Tinnitus). The undue 
delay in seeing his legal advisor from his arrival in custody at 08.33 to the eventual 
legal visit at 12.18, undoubtedly added to the stress experienced by this vulnerable 
DP. The custody staff engaged very positively. The solicitor appeared alone in 
court on behalf of the DP. The DP was released at 13.34, having been in custody for 
almost exactly 5 hours during which the CCM and custody team did their very best to 
support him. 

7.18 This was a serious ‘system failure’ for this vulnerable individual. Fortunately, the custody 
officers were alert and provided supportive care. The detainee was not even required to 
appear in person in the court and was released. HMCTS have regularly given their 
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assurance that where possible priority is given to vulnerable detainees in custody, 
however this is often unsuccessful. 

7.19 Another impact on access to justice is the lack of adequate facilities. This extract shows 
that despite custody officers making every attempt to provide detainees with good access 
their efforts are frustrated by the lack of adequate facilities. 

Birmingham Magistrates Court 

Detainees were meeting their legal representatives face to face throughout my visit 
and some had their legal papers with them. Two of the three interview rooms are 
out of action and were first reported a year ago, due to a problem with the lights in 
these rooms. This is a frustration for the CCM who showed me his log and emails 
detailing contact with HMCTS over this matter going back some months. This 
shortage of interview rooms has resulted in delays in court appearances as legal 
representatives have had to wait for the sole interview room to become free and 
there have been complaints from the courts.  

Staff shortages are also impacting on detainees legal rights as the CCM was forced 
to suspend visits yesterday for a short time. 

7.20 This extract identifies that impact of undue delays in accessing professional services on 
vulnerable detainees. The confusion over advice given to him also contributed to his 
anxiety, despite positive efforts by the custody officers to support him. 

Southwark Magistrates Court 

The DP who was on the open ACCT [assessment, care in custody & teamwork] was 
due in court before lunch. This was deferred because he needed to see a probation 
officer which he did just after the lunch period. This delay had caused the DP to 
become rather agitated. During the meeting the probation officer apparently told the 
DP that he would be released and the fact that he was placed back in his cell after 
the meeting caused him further significant aggravation. Before I saw him he had 
been banging on his cell door demanding to see his legal representative and the cells 
officer was trying to explain to the DP that her colleagues had been trying to 
contact the legal representative but as yet he was still not in the court. 

5 THE WELFARE AND SAFETY OF DETAINEES IS ENSURED BY BEING HELD IN A

CLEAN ENVIRONMENT IN WHICH THEIR SAFETY IS PROTECTED. 

7.21 In several courts, the facilities are not satisfactory and compromise officers’ ability to 
provide a satisfactory environment in which to detain individuals. The state of this custody 
suite, which has been stressed in previous reports, is deplorable and the filthy conditions 
in which the detainees were detained, and their food stored are not appropriate in a 
society that promotes respect and decency. 

Birmingham Magistrates Court 

Toilets – The water temperature was satisfactory (neither too hot nor too cold). 
However, both men’s and ladies’ toilets had dirt built up around the edges and 
around the toilet bases. Pieces were missing from the lino flooring around the base of 
the 3rd toilet, and beneath the sink and around the base of the toilet the ladies’ 
toilets, leaving raw edges which could be levered up and broken further. Sanitary 
provision was available and neatly packaged in a plastic box near the toilet. There 
were low levels of toilet paper and hand towels in the ladies’ toilets. 
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Birmingham Magistrates Court 

Kitchen area – both microwaves and the sink area were not clean, and there was 
evidence of food left on the side. There was good evidence of a range of food for 
detainees (sandwiches and meals). However, whilst there was a variety of hot meals 
for vegetarian and vegan options there was no evidence of vegetarian/vegan cold 
options. All food was within ‘use by’ dates. The overflow fridge for sandwiches had 
no fridge thermometer, or chart for recording fridge temperatures. 

THE CUSTODY SUITE IS CLEAN AND FREE FROM SERIOUS DEFECTS THAT IMPACT

ADVERSELY ON THE DECENCY AND WELFARE OF DETAINEES. 

7.22 It is recognised that a programme of refurbishment and upgrading has been instigated at 
some courts but even where this has been undertaken sub-standard facilities are still 
being reported. 

Thames Magistrates Court 

For someone visiting Thames MC for the first time it would be difficult to comprehend 
the fact that this custody suite had been refurbished in December 2021. There are, 
however, some improvements in the state of the custody suite. In the toilet areas 
there are now new plastic paper towel dispensers which were all full of paper towels. 
There are no bins in which to place used towels and in the male toilet areas there 
were a few sad looking unused old bars of soap (something unseen in other custody 
suites for many years).The sinks in one male cell area were dirty and partly blocked 
so the water did not drain away. The hot water didn't run hot at any time no matter 
how long it ran. The toilet areas for staff are little better. The sink in the female staff 
toilet area is broken and unusable. We were told by the CCM that this had been 
reported to the court manager on 27 January 2022, but no action taken. Had this 
been a similar fault with the DP washing facilities the cell block would probably have 
been deemed as unusable but female staff have had to cope with unacceptable 
facilities. New chalk boards were installed as part of the refurbishment. Most are now 
unusable. Most have much etched graffiti and some have been almost scratched off 
the wall. There was a large amount of graffiti including a significant amount of 
offensive graffiti. There appears to have been no improvements in the state of this 
custody suite since the last LO visit in February 2022.  

7.23 The below report is positive for many factors and indicates that overall positive 
management of cleaning and care can ensure a hygienic and safe environment. 

Liverpool Combined Court 

Toilets were clean. Hand driers working. Soap available. Custody area clean. I spoke 
with a cleaner who cleans each cell as it becomes free. In the women's toilet there 
was a well stocked box of sanitary products. Main kitchen dry with clean microwaves, 
fridge temp correct with the hygiene/temp/cleaning record signed daily and up to 
date. Interview rooms are clean and well lit. Paintwork in cells clean from graffiti, but 
some chalk boards scratched and in need of repainting. No chalk was available as 
the ‘new order’ hasn't arrived yet. 

The second smaller ‘holding’ fridge in the mini kitchen had no thermometer but had 
plenty of frost. Needs defrosting and a thermometer. 

7.24 However, there are concerns about other aspects of this custody suite and the report 
indicates that such issues have previously been raised by LOs. It is unsatisfactory that 
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females and CYPs cannot have access to their own area. It is expected that by the time 
this report is published such serious issues have been improved. 

Liverpool Combined Court 

As in the previous report there is still the ongoing situation with hot meals, flasks of 
hot water and food being carried through 3 sets of doors from the main kitchen to get 
to the smaller holding kitchen. Deputy CCO [court custody officer] explained 
plans/proposals for new cells and new kitchen arrangements are progressing but no 
fixed date yet for the start of the build. The female/CYP area is closed due to damage 
to an interview room and toilet ceiling. An interview room has the glass door panel 
shattered. One of the close observation cells near the reception desk is out of action. 

THE CUSTODY SUITE AND CELLS ARE FREE FROM GRAFFITI 

7.25 There has been improvement in the management of graffiti however the maintenance of 
chalk boards is a recurring challenge which we understand HMCTS is tackling, but there is 
currently not an effective remedy. The graffiti is often abusive, threatening and on occasion 
provides information about other detainees. In some cells it is etched into the benches 
which suggests a sharp implement was used and raises concerns about how such an 
instrument was available and why it was not found during searches. 

Swindon Crown Court 

Many of the wooden benches in this custody suite have deeply ingrained graffiti. 
None particularly offensive was noted although one cell has been taken out of use as 
an inapproptoate word has been carved in the wood. Other graffiti would seem 
equally inappropriate. Remedy will require sanding and re‐varnishing of benches in 
both male and female cells. 

Birmingham Magistrates Court 

Cells 3 and 9 had offensive graffiti on the walls and benches. The CCM confirmed 
that decoration/painting of cells was planned, but around half have still been waiting 
some time to be painted because difficulties have arisen around timetabling as 
painting needs to happen at the weekend. This issue has been reported to HMCTS. 

6 THE WELFARE AND SAFETY OF DETAINEES IS ENSURED BY THE EFFECTIVE

MANAGEMENT OF THEIR HEALTH CARE NEEDS. 

7.26 Many of the detainees have a range of medical issues some of which require medication, 
are complicated and need particular care when in custody. Whilst custody officers are 
generally conscientious in effecting proper management, however they can be hindered by 
a lack of adequate information within the DPERs. This issue is outside their control, and 
they rely on others to support them. However, there are some very encouraging reports. 

Sefton Magistrates Court 

The medical needs of the DP were made very clear on the DPER, in particular the 
information on his complex mental health needs allowed staff to assess the most 
likely risks (to himself). Sefton MC is a dedicated court dealing with health issues and 
complex needs on a regular basis, staff are experienced in dealing with the welfare 
and safety concerns associated with them and are confident and professional in 
doing so. 
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7 ARRANGEMENTS ARE IN PLACE FOR ENSURING DETAINEES ARE SAFELY

RELEASED OR TRANSFERRED, WITHOUT DELAY 

7.27 Detainees should not have to remain in a custody suite any longer than is necessary after 
they have finished their court appearance. The usual practice is that released detainees 
wait in a reception area until staff have completed all release procedures however, this is 
not always the case. At Westminster Magistrates Court there is no such reception area 
available. All detainees who have been brought from police custody and released by the 
court are routinely placed back in their cells where they are kept locked until staff decide 
they have completed all checks. 

Westminster Magistrates Court 

Not all Detainees were, however, released promptly. In Westminster, unlike the 
majority of courts, there is no seating area in the reception where released detainees 
could wait without being locked in their cells. The impact of this is, that individuals 
who have been freed by the court are routinely imprisoned until they leave the 
building. One DP had completed his court appearance by 12:35. The content in the 
digital records beyond that point is confused with numerous entries including one 
indicating he was offered welfare at 17:18 – almost 5 hopurs later.  

7.28 Two other concerns are the long times detainees often wait for their court appearance and 
for transport back to their establishments. The below extract from Reading Magistrates 
identifies that very often the court appearance time is minimal. This begs the question why 
such detainees could not appear on a video link. Waiting times are a concern and one 
which should be addressed with some urgency. Such long waiting times have an adverse 
impact on the mental state of the detainees. 

Reading Magistrates Court 

The releases happened very quickly after the court appearance which is a 
credit to the staff. Unfortunately, due to the courts handling off‐bailers first, the 
detainees had to wait a long time in cells before and after court appearances. One 
male DP did not get into court for some 6 hours after his arrival and spent 8.5 hours 
in the custody suite, court and in the van returning to prison. All for a 17-minute court 
appearance. Generally those who were released by the court waited on average 4.5 
hours to get into court and an average of 13 minutes in court before release.  

8 CHILDREN AND YOUNG PERSONS (CYPS), FEMALES AND VULNERABLE

DETAINEES ARE TREATED WITH DECENCY AND RESPECT IN ACCORDANCE WITH 

THEIR AGE AND VULNERABILITIES. 

7.29 It is our expectation that females and CYPs, because of their age and vulnerability, should 
never be transported with male adults and should always be transported in appropriate 
vehicles. 

Taunton Magistrates Court 

The CYP had been transported on a 3 cell van with two adult male DPs from 
Bridgewater Police ‐ an imperfect and unsuitable transport solution for a 14 year old 
juvenile, though apparently acceptable within the Contract for initial moves to Court 
from Police Stations. This is an incongruous situation when moves from Court to 
Juvenile Detention facilities have to be conducted in suitable People Mover vehicles. 



Lay Observers Annual Report 2021 – 2022 Page 19 of 29 

7.30 It is also an expectation that any vulnerable detainee should be treated with respect and 
decency. This extract from Stoke does not encourage confidence in the fairness and 
dignity of the justice system and shows scant regard for the human rights of individuals. 

Stoke Magistrates Court 

1 female DP had travelled separately in an MPV [multi-purpose vehicle]. I was 
informed that she had been level 2 handcuffed as this was company policy. I would 
question the appropriateness of this policy in the case of this pregnant, vulnerable 
female. She had appeared in court yesterday afternoon and the case had ended late 
due to her having a panic attack in the dock. She told me that she had arrived at 
Foston Hall at 19:30 and while ‘the staff were lovely’ they had not made preparations 
for her. The cell had not been cleaned and the bin was full of rubbish. She was asked 
to choose a meal which never arrived. Her cell had no duvet or pillow and she had to 
request them from the staff. There were no CYPs in court today but I was shown the 
large cell where they are housed with the door left open and dual badged officers 
with them. I questioned the uses of a cell and enquired whether an alternative room 
was available. 

7.31 It is commendable that the custody officer showed her consideration and understood her 
situation, however overall, the treatment of this detainee falls very short of expectations 
and would have been totally unsatisfactory for any detainee, let alone a pregnant female. 
Her treatment was inhumane. 

7.32 It is now accepted practice that handcuffing should only be used if a full risk assessment 
has been completed. It would have had to be a very serious reason to use handcuffs on a 
vulnerable pregnant female.  In such cases the justification for such indecent treatment 
should always be recorded in the official record – the DPER. 

7.33 We commend the support provided by this particular custody officer.  

Stoke Magistrates Court 

This DP was vulnerable and would have benefitted from more support. However, the 
female PCO did speak to her and encouraged her to speak to prison staff about her 
needs. She had also given her ginger biscuits to ease her sickness. She has family 
responsibilities and was concerned about her caring role.  

7.34 Our serious concern over lack of staffing and appropriate suitably qualified staff for CYPs 
is well evidenced in this extract below. 

Ipswich Magistrates 

Because of the inadequacies of the staffing and the length of time the CYP was left 
alone with no assistance, he kicked out at door which caught an officer and has now 
been arrested and charged with the serious crime of assault. As an independent 
observer of these events, I am left with the overriding impression that this serious 
situation would not have happened if fully trained staff had been available to manage 
this young man.  

7.35 The report also adds that it is not unusual for a CYP being brought from police to have no 
specialist CYP team, but this was an extremely vulnerable young man who needed 
additional support in a custody suite with no specialist dual-badged officer.  He had no 
age‐related activities or amusements, little food, and travelled in the close company of 2 
adult DPs. This fifteen-year-old should not have been left alone in a cell and certainly not 
for a long period of time. As a result, when the cell door was opened he kicked at it with 
very unfortunate consequences.  He now faces court on assault charges.  A further 
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concern is that there is no official record of this CYP ever being in the alleged court 
custody suite on that day.  This is a complete failure to manage and record the treatment 
and welfare of this young person.  

7.36 The next extract reports yet another female detainee being let down by the system, 
despite the care of custody officers. 

Birmingham Magistrates Court 

While the treatment of this female was exemplary, arrangements for her to be placed 
on a van with a male driver, one male already on the van and others to follow were 
far from ideal. The situation was a difficult one, however, is sending this DP to a male 
prison showing her decency or respect? 

7.37 It is comforting to note that the custody staff member who dealt with her did provide 
some well needed support and guidance. 

7.38 Both these extracts highlight that often the custody officers have understanding for 
detainees and their circumstances, but system failures undermine that care and that a lack 
of communication adversely impacts treatment. 
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8 CONCLUSIONS 

INCONSISTENCIES IN DELIVERY 

8.1 As we have stated in previous reports, a range of agencies and groups are involved in the 
management of detainees. This is more critical in the treatment of CYPs, as local 
authorities are also involved along with a range of detention facility providers. 

8.2 Yet again we have evidence that the inadequate level of cohesion across the number of 
agencies involved, particularly in relation to DPERs, has not been satisfactorily addressed. 
This is highlighted because there still appears to be an absence of workable interfaces 
between the computer systems used by police, prison, courts and other groups. This is an 
issue we have raised previously, and this report confirms that little effective improvements 
have been achieved to provide an adequate solution. 

8.3 Although the introduction of the DPER has brought about more consistency, LOs extended 
access to the DPERs strengthens our concerns with many examples of incomplete, 
inaccurate and missing relevant information. This means, that risk factors and markers are 
not always consistent. As a result, detainees and staff are put at risk, resulting in treatment 
of detainees being at times inadequate. Evidence suggests the information gained in court 
is not always recorded properly to follow the detainee during their journey through the 
justice system, especially if re-arrested later. 

8.4 Whilst we recognise there are examples of good practice, as a national service we are 
aware of inconsistencies in operation, lack of effective communication and differences in 
approach. There is a strong feeling that there is the absence of co-ordinated thinking and 
processes with each agency operating independently and no national management 
control. An effective quality assurance programme across all agencies would result in full 
information exchange and ensure the safety and well-being of all detainees. 

8.5 Our particular concern is that there is still no appropriate national organisation prepared to 
adequately address this issue. We are pleased that in response to our principal 
recommendation in the report for 2018 – 2019 the quarterly Partnership Boards are fully 
functioning, but they do not go far enough. LOs regularly comment adversely on the poor 
quality of information provided from the police to courts, yet rarely are the police in 
attendance at these Boards in a senior enough capacity, such as the National Police 
Chiefs Council (NPCC) to authorise action based on our concerns. The inadequacies in 
DPERs that are provided from prisons cannot be raised as there is never any 
representative at a senior enough level from HMPPS or the Prison Governors’ Association 
(PGA) to effect improved action and training. 

8.6 We would echo the comments expressed in the report into the death of Victoria Climbie 
conducted by Lord Laming that there must be a clear line of accountability from top to 
bottom, without doubt or ambiguity about who is responsible at every level for the well-
being of children.4

8.7 This report proposed a National Assessment Framework to monitor interactions between 
agencies. We would also support the comments at paragraph 17.67 which states: 

8.8 For monitoring to be effective it has to be conducted against a predetermined set of 
standards. The development of the National Assessment Framework for 
children was seen as a means of bringing together what had previously been the 
fragmented and uncoordinated provision of services for children.5 

4 THE VICTORIA CLIMBIÉ INQUIRY - REPORT OF AN INQUIRY BY LORD LAMING Presented to Parliament 
by the Secretaries of State for Health and the Home Department - January 2003. 

5 ibid 
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8.9 Whilst that report investigated a much wider problem, nevertheless, the communication 
structures underlying the failures are equally pertinent to the management of detainees. 

8.10 We acknowledge that quality assurance initiatives have been implemented and that there 
have been improvements in the guidelines for the treatment of females and CYPs with 
specific reference to transport, court facilities and waiting times. But these only impact on 
PECS and HMCTS. There does not appear to be a programme to ensure such needed 
national oversight of all agencies and groups involved or an effective quality assurance 
system in operation or even in documentation. 

8.11 A continued failure to improve the quality of DPERs and effective communication between 
all agencies involved places at risk the ministers’ duty of care to protect the welfare and 
human rights of those detained in custody. 

CHALLENGES TO HUMAN RIGHTS 

8.12 LOs are reporting that the range of support services usually available to detainees in a 
weekday court are curtailed significantly in Saturday and Bank Holiday courts, including 
Liaison and Diversion services. This is now only offered through a telephone link which 
means effective dialogue with the court and judiciary is restricted. It is reported that very 
often detainees are remanded in custody over the weekend whereas in a weekday court, 
with these support services, many would be released on bail or sentenced. This 
contravenes the human rights of those who are judged as innocent at this stage. 

8.13 LOs report that many detainees brought from a prison in custody are released by the 
court. Far too often these individuals are retained in cells until the originating prison 
provides a document which says they are not wanted on other charges. This can take up 
to four hours, during which an innocent person can be held in custody. This is a lack of 
decency and an infringement of their human rights. As previously reported, often the 
detainee’s property has not accompanied them to court. This means they must return to 
the prison, which may be a considerable distance away. They may be left on the street 
with no property, which would have included any money and clothes. 

8.14 Detainees released by the court should be immediately released from custody unless the 
DPER states they must be retained for specific reasons which should be fully explained. 

CYPS AND FEMALES 

8.15 Whilst several developments have improved the care for CYPs and females there are still 
concerns about their treatment in terms of decency, management of their health needs 
and travelling times and delays. This report raises the issues making recommendations to 
ensure a co-ordinated and connected approach so that in the future all who have a duty of 
care for detainees treat them all with decency, respect and manage their welfare 
consistently and effectively. 
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9 RECOMMENDATIONS 

MULTI AGENCY OVERARCHING GROUP 

9.1 It is necessary to repeat and extend the recommendation of previous years’ reports 
regarding the establishment of a national regulatory body to oversee the operation of all 
the agencies, groups and authorities involved in the care of CYPs, female and male adults 
who are detained in the criminal justice system. 

9.2 This group should be comprised of senior representatives of the all the relevant agencies - 
HMPPS, HMCTS, PECS, YJB, prison staff, courts custody managers, contractors, NPCC, 
PGA, local authorities and others managing detention facilities for CYPs. It should have 
the authority and capacity to affect change with responsibility to create, implement and 
monitor the impact of national standards though published protocols that ensure:  

i. quality assurance programmes for DPERs;

ii. consistent training programme for the preparation and completion of DPERs;

iii. standardised formats for reporting;

iv. creation of relevant flow charting for effective communication between the agencies

on the treatment of detainees and production of DPERs;

9.3 A published consistent protocol to specify: 

i. the access detainees should have to medical and mental health support with

medication dispensing authorisation;

ii. national standard programmes to deliver effective cleaning of custody suites and all

facilities within them;

iii. appropriate treatment and removal of graffiti;

iv. effective monitoring and inspection of all safety measures.

9.4 A review of the processes for managing detainees released by the court: 

i. to clarify who has authority to release an individual in custody;

ii. to ensure their immediate release from the custody suite;

iii. to ensure the effective use of ‘Not for Release’ section of the DPER with clear

justified details of why an individual should not be released.

9.5 A review of the issues relating specifically to human rights of those held in custody in 
compliance with OPCAT provisions. 

9.6 A review of all IT systems used in the criminal justice system to ensure complete and 
mutual compatibility. 

9.7 A programme of legislation to deliver statutory underpinning of the governance and 
management of the work of Lay Observers and specifically the National Council. 
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10 LAY OBSERVERS’ OPERATION 

10.1 Lay Observers monitor the welfare and access to justice of detainees being brought to 
court and held in court custody and the transport of detainees under the supervision of 
escort contractors. We aim for high standards of monitoring and, whilst being independent, 
we aim to be a consistent partner within the framework of organisations monitoring 
custodial environments. 

RECENT DEVELOPMENTS 

i. In person visiting did not fully resume until July 2021 due to Covid restrictions.

ii. A significant number of the long serving LOs did not return to the role reducing the

number of visits that could be completed each month until 2022.

iii. A recruitment campaign in 2021 resulted in the appointment of new LOs of whom

16 continued in post. Their induction process and training meant they were not fully

operational until November 2021.

iv. The National Council introduced a new set of Expectations, set out at Section 11 –

Appendix A - pages 25-27, with the focus on reporting how well the detainees are

treated with respect and decency and how effectively their welfare is protected.

v. A new procedure for providing information to LOs was introduced early 2022.

vi. National Council introduced a quality assurance process for monitoring reports.

10.2 LOs produce a report on every visit to a court custody suite and an on-line template is 
used to record their assessments and observations. This template allows the consolidation 
of reports at area, regional and national level and the systematic reporting of trends and 
issues at both court and national level. 

10.3 Following quality assurance, reports are sent to the distribution hub of each contractor and 
circulated to appropriate recipients in their organisations. Reports with any Level 1 or 2 
assessments are sent to PECS and HMCTS national managers for immediate action. A 
written response is provided within a month of receipt. A consolidated report (with 
individual court reports attached) for each Area and contract Region is sent to appropriate 
PECS CDMs each month to allow the issues identified to be immediately addressed. 

10.4 In 2022 another focussed recruitment campaign was held which brought in over 27 new 
Lay Observers. Their induction training included undertaking joint visits with experienced 
LOs, on-line and in person training. 

10.5 Regular meetings with operational leads for PECS, HMCTS Central Ops and MoJ 
sponsorship are held.  Further regular strategic meetings with senior officials of these 
departments have recently been established. 

10.6 The LO organisation is a constituent member of the UK NPM. The Chair represents LOs at 
all meetings of this group and contributes to all relevant documents and reports. 

10.7 The focus of our activities is to prevent treatment which is unacceptable and in 
contravention of the United Nations OPCAT provisions. The report on the visit in 2019 of 
the United Nations Sub Committee on Prevention of Torture and Other Cruel, Inhuman or 
Degrading Treatment or Punishment (SPT) recognised that Lay Observers had a very 
clear understanding of their preventive role, beyond a mere compliance-check. 
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11 APPENDIX A: CURRENT EXPECTATIONS 

Section A: Transportation 

1    Expectation – Detainees are transported decently in accordance with their needs. 

      Indicators 

• Cellular and other alternative vehicles meet the needs of the detainees.

• Detainees do not experience long journeys.

• Detainees are offered comfort breaks.

• Detainees arrive at court wearing suitable clothing for their transfer and court
appearance.

• Personal belongings accompany a detainee during their transfer.

• Detainees’ property is received, accurately tagged and stored safely.

Section B: In the custody suite: reception processes, individual needs, diversity and legal 
rights 

2    Expectation - Detainees are treated with decency and respect while in custody. 

      Indicators 

• Detainees are accepted into custody without undue delay.

• All staff engage with and treat detainees with respect.

• Staff ensure detainees know and understand procedures and their entitlements.

• All detainees receive rights leaflets in a language they can understand and where
necessary are helped to understand them.

• Detainees’ religious needs are catered for including being searched in a religiously
and culturally sensitive way.

• Detainees are offered reading materials and /or activity packs.

• Female detainees are spoken to on arrival by a female officer and made aware of
the availability of sanitary provision

3 Expectation – The welfare and safety of detainees is protected with risk assessments 
and safeguarding procedures. 

Indicators 

• Person Escort Records have accompanied detainees on their journey and are
complete in every detail.

• Staff are vigilant to the needs of all detainees whilst in court custody.

• Staff maintain engagement with Detainees ensuring all needs are addressed.

• Information on vulnerability and associated risk factors is communicated between
custody and court staff to assist decisions on the prioritisation and progression of
cases.

• Staff respond with awareness and understanding of the diverse ways in which
detainees may present differing health problems and other vulnerabilities.
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• Observation levels reflect presenting risk.

• Staff work as a team and interact with detainees to ensure their wellbeing and the
safety of all in the custody suite.

4    Expectation - Detainees’ legal rights are respected to ensure decent access to justice. 

Indicators 

• Court custody cases are prioritised and progressed to allow detainees to be
released or transferred at the earliest opportunity.

• Legal visits are managed effectively.

• Interpretation facilities are used for detainees with language or communication
difficulties.

• Detainees have access to personal documents they have brought with them.

Section C: In the custody suite: welfare, safety and health care 

5 Expectation – The welfare and safety of detainees is ensured by being held in a clean 
environment in which their safety is protected. 

Indicators 

• The custody suite is clean and free from serious defects that impact adversely on
the decency and welfare of detainees.

• The custody suite and cells are free from graffiti.

• Custody suite and cells are well ventilated, well lit, with suitable temperatures.

• There are no obvious ligature points in unsupervised areas.

• Kitchen has functioning equipment for hot and/or cold food and food preparation
area are visibly clean.  A range of food is available for consumption by Detainees,
is in date and stored appropriately.

• Detainees are offered food and drink at appropriate times and intervals and in
accordance with their dietary, cultural and religious requirements.

• There is access to drinking water when requested.

• There are hygienic facilities for all detainees to use a toilet in private and with
dignity.  Female sanitary provision is provided and accessible in toilets.

6     Expectation – The welfare and safety of detainees is ensured by the effective 
management of their health care needs. 

Indicators 

• DPERs contain all necessary medical information

• There are health arrangements for the assessment and support of all detainees.

• Prescribed medicines are transported safely, stored securely, and administered as
instructed.

• When needed, detainees have access to health care practitioners.

• All health care support and actions are recorded in DPERs and medical notes
transferred.
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Section D: Release and transfer from court custody. 

7 Expectation – Arrangements are in place for ensuring detainees are safely released or 
transferred, without delay. 

Indicators 

• Detainees should generally be released without undue delay when directed by the
court.

• Detainees who are remanded in or sentenced to custody are offered information, in
a format they can understand, about what to expect in a custodial establishment.

• Detainees do not have to wait for more than two hours after their court appearance
for transportation.

• Detainees who are being transferred to another custody facility are escorted safely
and with consideration to their individual needs.

• Staff offer support for those detainees being released.

Section E: Treatment of CYPs, females and vulnerable detainees 

8 Expectation – Children and Young Persons (CYPs), females and vulnerable detainees 
are treated with decency and respect in accordance with their age and vulnerabilities. 

Indicators 

• Females/CYPs/vulnerable detainees are transported separately from others and in
a manner where they are safe and protected.

• CYPs are kept safe in custody and separate from adults and those who might pose
a risk to them. Children are not held in cells.

• CYPs have a named member of staff they can turn to if they have a problem.  Staff
positively engage with CYPs and respond to their concerns.

• Female CYPs are allocated and informed of the identity of a named female officer
who is responsible for meeting their welfare needs while detained.

• The local Youth Offending Team are informed of any CYP held in custody.  CYPs
are visited by appropriate youth teams.

• Relevant information on vulnerability and associated risk factors is shared with
court staff.

• Cases involving CYPs are prioritised so that they spend as little time in custody as
possible.

• CYPs are offered age-appropriate activities.

• CYPs not remanded into custody are released into the care of a responsible adult
or family member or Youth Offending Team

• CYPs sentenced or remanded into custody are transferred with priority and in a
timely manner.
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12 APPENDIX B: REPORT STRUCTURE 

12.1 The report structure has three main sections: 

i. statistical analysis

ii. executive summaries

iii. detailed analysis of each expectation.

STATISTICAL ANALYSIS 

12.2 The first section of the report provides statistical data about the court and the visit. It 
indicates the number of each type of detainee in custody on the day of the visit and the 
number of detainees who were interviewed. 

EXECUTIVE SUMMARIES 

12.3 The second section of the report provides an executive summary under three distinct 
headings, examples from reports below. 

Respect, Decency and Welfare 

The staff have RDW uppermost in their minds when dealing with detainees. Two 
examples were AF who had a welfare appointed on the court date having her 
appearance early to accommodate this, one Adult Male who had limited spoken 
English being in cell with other Detainees from his original prison to avoid isolation or 
feeling alone. 

KEY FINDINGS 

This suite is effectively managed and all staff spoken to were aware of their 
responsibilities and work requirements. There is a keen anticipation for the planned 
improvements and it remains unfortunate that the fabric of the building remains poor. 

Extremely short staffed ‐ 4 staff including the Court Custody Manager (CCM)to 6 

detainees until a van crew arrived to provide additional support. The custody suite is 
not fit for purpose with no space for a recap on process to take place. No appropriate 
staff area, it is little more than a corridor. 

MATTERS TO FOLLOW UP ON NEXT VISIT 

Has the support available from the Liaison and Diversion Service Improved? 
Condition of the chalkboards, making them unusable for detainees 
Reception process completeness  
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13 GLOSSARY OF TERMS 

ACCT Assessment, Care in Custody & Teamwork 

CCM Court Custody Manager  

CCO Court Custody Officer 

CDM PECS Contract Delivery Manager  

CJA 1991 Criminal Justice Act 1991  

CYPs Children and Young Persons  

DP Detained Person 

DPER Digital Person Escorts Records  

HMCTS His Majesty’s Courts and Tribunal Service 

HMIP His Majesty’s Inspectorate of Prisons 

HMPPS His Majesty’s Prison and Probation Service 

LO Lay Observer 

L&D Liaison and Diversion  

NC Lay Observers’ National Council  

PCOs Prison Custody Officers 

PECS Prisoner Escort and Custody Services  

PGA Prison Governors’ Association 

NHS National Health Service 

NPCC National Police Chiefs’ Council  

NPM National Preventive Mechanism 

MoJ Ministry of Justice 

OPCAT Optional Protocol to the Convention Against Torture and Other 
Cruel, Inhuman or Degrading Treatment or Punishment 

PER Person Escort Record 

PGA Prison Governors’ Association 

YCS Youth Custody Service  

YJB Youth Justice Board 

YP Young Person  

SPT Sub Committee on Prevention of Torture and Other Cruel, 
Inhuman or Degrading Treatment or Punishment 




