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HM Inspectorate of Constabulary in Scotland 

 

HM Inspectorate of Constabulary in Scotland (HMICS) is established under the Police and 

Fire Reform (Scotland) Act 2012 and has wide ranging powers to look into the ‘state, 

effectiveness and efficiency’ of both the Police Service of Scotland (Police Scotland) and 

the Scottish Police Authority (SPA). HMICS has a statutory duty to inquire into the 

arrangements made by the Chief Constable and the SPA to meet their obligations in terms 

of best value and continuous improvement. If necessary, it can be directed by Scottish 

Ministers to inspect anything relating to the SPA or Police Scotland as they consider 

appropriate. 

 

Healthcare Improvement Scotland (HIS) is the national improvement agency for health and 

social care. It is responsible for supporting healthcare providers to deliver high quality care 

and scrutinising those services to provide public assurance about the quality and safety of 

that care.  

 

Places of detention, including police custody centres within the UK, are monitored as part 

of the human rights treaty: ‘Optional Protocol to the Convention against Torture and Other 

Cruel, Inhuman and Degrading Treatment or Punishment (OPCAT)’. OPCAT requires that 

all places of detention are visited regularly by a National Preventive Mechanism (NPM), an 

independent body or group of bodies which monitor detainee treatment and conditions. 

HMICS is one of several bodies making up the NPM in the UK. 

 

Joint HMICS/HIS custody inspections focus on the delivery of custody services by Police 

Scotland and associated healthcare provision by NHS boards and Health and Social Care 

Partnerships across Scotland. These are underpinned by the joint HIS and HMICS 

framework to inspect that ensures a consistent, objective and human rights-based 

approach to the collaborative work. 

 

This inspection was undertaken by HMICS in terms of Section 74(2)(a) of the Police 

and Fire Reform (Scotland) Act 2012 and is laid before the Scottish Parliament in 

terms of Section 79(3) of the Act. 

 

  

https://www.legislation.gov.uk/asp/2012/8/contents/enacted
https://www.legislation.gov.uk/asp/2012/8/contents/enacted
https://nationalpreventivemechanism.org.uk/
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Our inspection 

 

During the course of 2022, HMICS and HIS collaborated on a baseline review of the 

provision of healthcare services to police custody centres across Scotland. A report 

outlining our findings and recommendations was published in January 2023. We used 

learning from the review to develop a framework to inspect healthcare provision within 

police custody, and to devise a methodology for the joint inspection of police custody 

centres. 

 

Following completion of the baseline review, we commenced a programme of joint custody 

inspections and, to date, have published eight custody inspection reports. The findings 

from these can be found on our website. We have also recently published a revised 

version of our custody inspection framework, which can be found here. It outlines the 

quality indicators that form the basis of our custody inspections. This report relates to our 

inspection of the main custody centres servicing the regions covered by Police Scotland’s 

Highland and Islands Division, referred to as N division. The division covers the local 

authority areas of Highland, Na h-Eileanan an lar (formerly Western Isles), Shetland and 

Orkney.  

 

Due to the significant geographical footprint of N division, coupled with a dispersed 

populace, the provision of police custody services comprises of a bespoke operating 

model featuring a primary custody centre in Inverness, staffed by members of the Criminal 

Justice Services Division of Police Scotland. Where practicable, custody supervisors 

based at Inverness provide support, coordination and direction via remote video links to 

operate the ten ancillary centres, staffed by local policing officers from N division. The 

centres we inspected included Inverness Police Station and the ancillary centres located at 

Wick, Fort William, Stornoway, Lerwick and Kirkwall police stations. 

 

The inspection was carried out by HMICS and HIS, the aim of which was to assess the 

treatment of, and conditions for, individuals detained at the custody centres. This report 

provides an analysis of the quality of custody centre operations as well as the provision of 

healthcare services in the custody centres and consequently makes recommendations for 

both Police Scotland and the health boards within NHS Highland, NHS Western Isles, 

NHS Shetland and NHS Orkney respectively. 

 

https://www.hmics.scot/media/on4ezumg/hmics20230131pub.pdf
https://www.healthcareimprovementscotland.scot/wp-content/uploads/2024/04/20240110-Framework-to-Inspect-police-custody-final-abridged-version-1.pdf
https://www.hmics.scot/media/on4ezumg/hmics20230131pub.pdf
https://www.hmics.scot/media/uwqfdjro/hmics-custody-inspection-framework.pdf
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The onsite stage of the inspection took place in June 2025. As part of our inspection, we 

reviewed the Police Scotland National Custody System (NCS) and examined a 

representative sample of detainees processed at the custody centres between October 

2024 and March 2025 inclusive. We assessed the physical environment, including the 

quality of cells, and observed key processes and procedures relevant to police custody 

operations. We also spoke with people detained at the custody centres and interviewed 

custody staff and healthcare professionals during our visit. 

 

During this inspection, we found common themes that have featured as recommendations 

in our previously published custody inspection reports. We have referenced these within 

the body of this report where relevant. 

 

This report, similar to recently published inspection reports, highlights our concerns 

regarding a lack of consistency in the recording of information on the NCS. While some 

aspects of custody centre operations were recorded well, such as the recording of 

information relating to criminal justice decisions, we saw multiple recording gaps regarding 

observations, meals, handovers, healthcare consultations, care plan rationale, grounds to 

delay release, and provision of information on legal rights. We have continued to find 

disparities, in some cases, between the risk assessments undertaken and the 

corresponding care plans put in place to mitigate risk. We found significant delays between 

scheduled cell visit times and subsequent recording on NCS. 

 

We found inconsistencies in the frequency and quality of intrusive remote supervisory 

oversight of custody operations, and limited evidence of effective quality assurance 

reviews of operational practice. This quality assurance deficit is an area where we have 

previously made recommendations for improvement and highlighted the need for 

increased line management presence within custody centres to monitor and influence the 

quality and consistency of custody centre operations.  

 

We recognise the recent creation of a new CJSD scrutiny and audit post, which alongside 

the existing audit function provided by custody review inspectors, has, to a degree, 

increased the level of scrutiny applied to custody delivery. However, the overall volume of 

custody records subject to audit and scrutiny, still represents a proportionately modest 

sample of the total volume of national custody throughput. 

 



 

5 
 

Our report also outlines the need for improvement in the arrangements for detainee CCTV 

observations at the custody centres and notes shortcomings regarding the availability of 

suitably sized anti-harm clothing for detainees, and the lack of availability of modern 

fingerprint identification facilities at ancillary centres. 

 

We have raised concerns in previous reports regarding a lack of management oversight of 

children detained in police custody and have found further instances during the course of 

this inspection. Our review of custody records found examples of children held overnight in 

police cells at Inverness custody centre having been arrested for what inspectors 

considered to be relatively minor offences that took place in a residential childcare setting 

– only to be returned the following morning. While the provision of suitable alternative 

accommodation remains a challenge for childcare agencies across the country, we do not 

consider police cells to be an appropriate interim option, especially for such long periods. 

 

We have previously raised a recommendation in respect of this matter, however consider 

that additional attention should be given to making the changes to culture and practice 

needed to address this issue. 

 

The report contains a total of thirty seven healthcare related recommendations relevant to 

the provision of healthcare by the four health boards with responsibility for the 

aforementioned custody centres. These cover a range of issues including governance, 

improved protocols and procedures, staff training, improved communication between 

healthcare and custody staff, and cleaning standards. 

 

Police custody has been subject to considerable scrutiny by HMICS since Police Scotland 

was established. Police Scotland has made progress in implementing previous 

recommendations in respect of custody services and is actively working to address those 

that remain outstanding. 
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We wish to thank the officers and staff from CJSD and local policing, as well as staff from 

the respective NHS authorities that are responsible for the overall management of 

healthcare at the respective centres. 

 

The custody inspection programme is overseen by Ray Jones, Lead Inspector at HIMCS, 

with support from HMICS Associate Inspectors and HIS Inspectors. 

 

Craig Naylor 

His Majesty’s Chief Inspector of Constabulary 

November 2025  
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Key findings 

 

■ The custody centres inspected were found to be of varying age and construction, 

however all were fully functional and in good condition, with no ligature hazards. The 

only notable exception related to cell doors at Lerwick, which were of significantly older 

design and opened inwards. 

 

■ At time of inspection, Inverness custody centre was undergoing comprehensive 

renovation and, as such, was using temporary infrastructure both externally and 

internally to accommodate the ongoing works. Inspectors had some concerns 

regarding the cleanliness of treatment rooms as a result of the works and refer to this in 

our report. 

 

■ The CCTV observation facilities in both Lerwick and Stornoway were very poor, 

consisting of small single screens, made worse when multiple images are required to 

be viewed. 

 

■ There were no ‘Livescan’ fingerprint identification machines in any of the ancillary 

centres, which instead use ink and paper. This outdated approach invites risk as it 

negates the ability to immediately and confidently identify detainees who either fail to 

disclose or deliberately seek to conceal their identity. 

 

■ While the criminal justice processes carried out by custody sergeants was largely 

robust, there appeared to be limited intrusive supervision by sergeants of the care for 

detainees in ancillary centres, supplementary to the initial booking in process. 

 

■ There was a lack of available appropriately sized anti-harm clothing at the centres 

visited. This can impact on the dignity and safety of female or small stature detainees 

that are regularly provided with oversized garments. 

 

■ We found some delays in the timely input of detainee observations and cell checks 

onto the NCS, as the police officers operating in the ancillary centres often had to 

manage other emerging police business in their area. This was present across all 

centres, except from our sample of records from Fort William. 
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■ We found several gaps in NCS records regarding the provision of meals, drinks and a 

wash being offered. These gaps may be recording errors, and while we expect this to 

be the case, recording gaps cannot provide full assurance that care and welfare 

practices are robust. 

 

■ We found that criminal justice decisions were often accompanied by detailed 

rationales, but care plan rationales were often weak or omitted. There were 

weaknesses in the recording of some care plan rationales particularly when they were 

subject of review or change. 

 

■ We found that on some occasions, detainees would be transferred from rural ancillary 

centres to Inverness, often very late in the evening, to free up officer resources at one 

of the ancillary centres due to competing operational requirements. This could result in 

long trips for detainees. 

 

■ There was a lack of inspector oversight on the NCS regarding records for children in 

custody. Our review of the NCS found that four children were held in cells overnight for 

social work pick up the next day regarding, what inspectors considered to be, relatively 

minor crimes. No child detention certificates were on record. 

 

■ The ancillary centres operated with low officer numbers, and the custody function is 

often secondary to their core duties. When a detainee is held, there is a drive towards 

single officer care to allow two officers to manage other operational demands. 

 

■ The retention of police officers based on the Islands remains a particular challenge. 

Often officers will leave the Islands following conclusion of probationary periods or seek 

development not available locally. 

 

■ Information for detainees on how to provide feedback or make a complaint regarding 

healthcare provision was only visible in Inverness and Wick custody centres. 

 

■ In Fort William, Stornoway and Kirkwall, while (Personal Protective Equipment (PPE)) 

for healthcare related use was available, it was not stored appropriately – i.e. close to 

point of use and in a clean, dry area to prevent contamination. 
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■ Sharps bins used for disposing of used sharps were available at all centres. These 

were correctly labelled in Inverness and Wick but not in the other custody centres we 

visited. 

 

■ No HAI-Scribe1 assessment had been completed prior to the commencement of the 

works at Inverness, the treatment room was temporarily closed, and healthcare 

delivery was relocated to an alternative area. A retrospective HAI-Scribe was 

subsequently completed. 

 

■ There was a programme of local infection prevention and control (IPC) audits being 

carried out to provide assurance in Inverness and Kirkwall’s custody centres but not in 

the others we visited. 

 

■ At Wick, we observed that custody staff were the second signatory when controlled 

drugs were being checked. No formal training was in place to support custody staff to 

carry out this role.  

 

■ Across Highland, mental health joint working was often ineffective, resulting in delays in 

assessment and hospital admission, and patients continuing to face multiple 

assessments, long waiting times, and reluctance from secondary mental health care 

services to engage or provide timely support. 

 

■ In Lerwick, we learned that healthcare recommendations, including those relating to 

medications, were recorded directly onto the Police Scotland NCS system by 

healthcare staff. Whilst this approach reduces the risk of healthcare information being 

missed or wrongly transcribed, NHS Shetland and CJSD should ensure that 

appropriate governance systems are in place to support this approach. 

 

■ In Stornoway, healthcare recommendations were given verbally to custody staff. A 

more robust system should be introduced to reduce the risk of healthcare information 

being missed or recorded incorrectly. 

 

 
1 HAI-SCRIBE (Healthcare Associated Infection Systems for Controlling Risk in the Built Environment) is an 
online risk management tool designed to identify and assess for potential hazards in healthcare 
establishments. The goal of HAI-SCRIBE is to reduce infection hazards within the built healthcare 
environment. 
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■ Custody staff told us that they can be advised by a healthcare professional over the 

phone to administer a detainees own ‘over the counter’ medication. Some centres, 

officers dispensed medication without dispensing aids. This will require more robust 

oversight and governance. 

 

■ General Practitioners (GPs) and Advanced Nurse Practitioners attending the custody 

centre in Lerwick would bring their own emergency equipment. Out of hours (OOH) 

vehicles also contained oxygen if required. While we were told that OOH equipment 

was checked as part of the OOH healthcare staff duties, records of these checks were 

not kept. 

 

■ At Lerwick, healthcare staff dispensed medication into multi-compartment compliance 

aids to enable custody or GEOAmey staff to administer medication. However, there 

was no training in place for GEOAmey staff in the use of compliance aids to support 

medicines administration. 

 

■ When controlled drugs were required in Lerwick custody centre, they were transported 

from the hospital emergency department to the custody centre by healthcare staff in 

their own or NHS cars. We were told these medications were not securely stored in a 

lockable container during transfer. 

 

■ The medical service in Kirkwall had no policies or SOP in place to support staff with the 

supply, storage, dispensing and safe destruction of medicines at the police custody 

centre. 

 

■ We were told that the out-of-hours GP service in Kirkwall occasionally placed 

medication into multi-compartment compliance aids to enable custody staff to 

administer medication. However, there was no training in place for custody staff in the 

use of compliance aids to support medicines administration. 

 

■ From our sample of NCS records, arrest referral was accepted in eight instances and 

declined in 28. Forty five records had been updated to the effect that services were not 

applicable. However, some detainees were not offered a referral despite presenting 

with what inspectors considered to be appropriate needs. 
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Recommendations 

 

Recommendation 1  

Police Scotland should improve CCTV viewing equipment and conditions for officers at 

Lerwick and Stornoway custody centres to ensure the location, number, and quality of 

screens is sufficient to provide clear imaging of detainee cells, including when displaying 

multiple camera feeds. 

 

Recommendation 2 

Police Scotland should review the potential risks associated with the lack of available 

modern fingerprint identification equipment at ancillary custody centres and address the 

deficits identified. 

 

Recommendation 3 

Police Scotland should ensure that policy relating to single officer custody centre staffing is 

adhered to and strictly underpinned by appropriate supervisory scrutiny, with the rationale 

and authority for such decisions consistently recorded on the National Custody System. 

 

Recommendation 4 

Police Scotland should ensure that staffing of ancillary custody centres, and the care and 

welfare of detainees therein, is intrusively supervised to ensure essential care and welfare 

standards are maintained and checks are accurately and timeously recorded on the 

National Custody System. 

 

Recommendation 5 

NHS Highland should ensure that information about how to make a complaint is visible 

and shared with patients in all custody centres. 

 

Recommendation 6 

NHS Highland should ensure that all PPE is stored appropriately in all custody centres to 

reduce the risk of contamination. 

 

Recommendation 7 

NHS Highland should ensure that all sharps bins in all custody centres are labelled and 

managed in line with current guidance to ensure safe and effective waste management. 
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Recommendation 8 

NHS Highland and Police Scotland should ensure that all infection and prevention control 

and health and safety risks are identified and managed during building works that will 

affect healthcare facilities in custody centres. 

 

Recommendation 9 

NHS Highland should demonstrate that assurance and monitoring systems are in place to 

support IPC practice and ensure that infection-related incidents are detected and 

responded to. 

 

Recommendation 10 

NHS Highland and Police Scotland should ensure that custody staff involved in the 

checking of controlled drugs have had appropriate training. 

 

Recommendation 11 

NHS Highland must establish a clear, standardised referral pathway for mental health 

assessments in custody, supported by formal collaboration between custody healthcare 

teams and secondary mental health services, to ensure timely, coordinated, and 

person-centred care. 

 

Recommendation 12 

NHS Western Isles should ensure that healthcare staff working within custody centres are 

trained in relevant human rights protocols. 

 

Recommendation 13 

NHS Western Isles should ensure that information on how to make a complaint is clearly 

visible and shared with patients. 

 

Recommendation 14 

NHS Western Isles should ensure that recommended PPE is available and stored 

appropriately to reduce the risk of contamination. 

 

Recommendation 15 

NHS Western Isles should ensure that all sharps bins are labelled and managed in line 

with current guidance appropriately to ensure safe and effective waste management. 
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Recommendation 16 

NHS Western Isles should ensure that all clinical waste is segregated into suitable 

colour-coded and appropriately labelled receptacles for disposal. 

 

Recommendation 17 

NHS Western Isles should ensure that all potential IPC and health and safety risks are 

identified, communicated and managed to reduce potential risk for patients and staff. 

 

Recommendation 18 

NHS Western Isles should demonstrate that assurance and monitoring systems are in 

place to support IPC practice and ensure that infection related incidents are detected and 

responded to. 

 

Recommendation 19 

NHS Western Isles should review its process for sharing healthcare information on 

patients with custody staff to reduce the risk of healthcare information being missed or 

recorded incorrectly. 

 

Recommendation 20 

NHS Western Isles should ensure that the SOP for the administration of medication is 

completed as a priority to ensure the safe administration of medications for their patients. 

 

Recommendation 21 

NHS Shetland should ensure that clear and accessible information on how to provide 

feedback or make a complaint is visibly displayed in the custody centre to support 

transparency and service user engagement. 

 

Recommendation 22 

NHS Shetland and Police Scotland should ensure that the treatment room in the custody 

centre is maintained to a high standard to allow for effective decontamination. 

 

Recommendation 23 

NHS Shetland should ensure that hand soap, alcohol-based hand rub and hand towels are 

appropriately stored and ready for use. 
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Recommendation 24 

NHS Shetland should ensure that sharps bins are labelled and managed in line with 

current guidance to ensure safe and effective waste management. 

 

Recommendation 25 

NHS Shetland should demonstrate that assurance and monitoring systems are in place to 

support IPC practice and ensure that infection-related incidents are detected and 

responded to. 

 

Recommendation 26 

NHS Shetland and Police Scotland should ensure robust governance is in place to 

manage the secure and accurate sharing of healthcare information. 

 

Recommendation 27 

NHS Shetland should introduce a process to provide evidence that emergency equipment 

in Lerwick custody centre has been checked and is ready for use. 

 

Recommendation 28 

NHS Shetland should ensure that only healthcare staff have access to drug key and 

cupboard in Lerwick custody centre. 

 

Recommendation 29 

NHS Shetland should ensure that there is secure transfer of medicines between sites and 

appropriate guidance and processes in place to support this. 

 

Recommendation 30 

NHS Shetland and GEOAmey should ensure that GEOAmey staff have appropriate 

training in the use of compliance aids to allow them to administer medications safely. 

 

Recommendation 31 

NHS Shetland should ensure that the ‘Dispensing Process for Urgent Medicines required 

for custodies detained in Lerwick Police Station’ document is reviewed and updated as 

required. 

 

 



 

15 
 

Recommendation 32 

NHS Orkney should develop relevant training and induction for staff providing care in 

custody settings to ensure they are equipped with the specific clinical, legal, and 

operational knowledge required for this environment. 

 

Recommendation 33 

NHS Orkney should ensure clear and accessible information on how to provide feedback 

or make a complaint is visibly displayed in the custody centre to support transparency and 

service user engagement. 

 

Recommendation 34 

NHS Orkney should strengthen data collection processes for custody healthcare by 

promoting consistent use of Adastra, introducing a centralised system for recording 

healthcare interactions, and utilising Police Scotland’s detention records to better 

understand service demand and inform planning. 

 

Recommendation 35 

NHS Orkney should develop and implement clear, structured protocols for custody 

healthcare to improve consistency, enhance interagency communication, and support 

police staff in delivering safe and coordinated care. 

 

Recommendation 36 

NHS Orkney should ensure that all PPE is stored appropriately to reduce the risk of 

contamination. 

 

Recommendation 37 

NHS Orkney should ensure that all sharps bins are labelled and managed in line with 

current guidance, to ensure safe and effective waste management. 

 

Recommendation 38 

NHS Orkney should review its process for sharing healthcare information with custody 

staff to minimise the risk of information being missed or recorded inaccurately. A system 

must be established to ensure that all interactions with NHS staff while a person is in 

police custody are documented within a single, unified system. 
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Recommendation 39 

NHS Orkney must ensure approved processes are in place and these are documented 

and approved through the appropriate governance routes to support staff with the supply, 

storage, administration, and the safe destruction of medicines. 

 

Recommendation 40 

NHS Orkney and GEOAmey should ensure that GEOAmey staff have appropriate training 

in the use of compliance aids to allow them to administer medications safely.  
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Areas for improvement 

 

Areas for improvement Number 

Police Scotland should liaise with the Scottish Courts and 

Tribunal Service to clarify responsibility for returning persons 

home following court. 

1 

Police Scotland should examine training deficits within ancillary 

centres and take remedial action to ensure officers are suitably 

trained to undertake the role when this is part of their duties. 

2 
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Previous recommendations 

 

The following provides an outline of recommendations that we have made in previous 

custody inspection reports, which continue to have equally significant relevance for 

Highland and Islands custody centres. These have been highlighted within this report 

where relevant. 

 

Custody inspection report 

(Recommendation number) 

Recommendation 

date 

Paragraph 

reference 

Lanarkshire (2) 20 April 2023 53 

Dumfries and Galloway (5) 08 November 2023 68 

Greater Glasgow (1) 06 March 2025 75 

Greater Glasgow (3) 06 March 2025 95 

Ayrshire (1) 30 May 2024 101 

Lanarkshire (3) 20 April 2023 122 

Tayside (3) 20 July 2023 128 

Dumfries and Galloway (13) 08 November 2023 132 

  

https://www.hmics.scot/media/ysgagsew/hmics20230420pub.pdf
https://www.hmics.scot/media/uzkhse0w/hmics20231108pub-custody-inspection-report-dumfries-and-galloway.pdf
https://www.hmics.scot/media/ke0hgirj/hmics-custody-inspection-report-greater-glasgow.pdf
https://www.hmics.scot/media/ke0hgirj/hmics-custody-inspection-report-greater-glasgow.pdf
https://www.hmics.scot/media/yibhfvnw/custody-inspection-report-ayrshire.pdf
https://www.hmics.scot/media/ysgagsew/hmics20230420pub.pdf
https://www.hmics.scot/media/wxsp3seq/hmics20230720pub.pdf
https://www.hmics.scot/media/uzkhse0w/hmics20231108pub-custody-inspection-report-dumfries-and-galloway.pdf


 

19 
 

Context 

 

1. Custody is delivered throughout Scotland by the Police Scotland Criminal Justice 

Services Division (CJSD). This division is one of several national divisions which sit 

alongside and support the thirteen local policing divisions. Custody is delivered in 

accordance with the custody standard operating procedure, which is updated and 

amended regularly to reflect changes in practice guidelines and expectations. 

 

2. National custody throughput fell to a relatively low level due to the Covid-19 

pandemic, however, this has fluctuated in recent years as indicated in the table 

below.  

 

Table 1 - National custody throughput2 

Year 2020-21 2021-22 2022-23 2023-24 2024-25 

Throughput 87408 84010 96279 99986 99219 

 

Table 2 - Custody centre cell capacity and throughput 

Custody centre Number of cells 2024-25 

Inverness 29  3688 

Fort William 8 207 

Wick 5 270 

Stornoway 7 240 

Lerwick 6 172 

Kirkwall 8 172 

Total 63 4749 

 

*It is important to note that the number of arrested persons includes individuals who have appeared in 

custody on more than one occasion within the reporting period. This excludes voluntary attendance, 

S.23 MDA 1971 detentions, those in transit and rejected arrests. This is in line with published figures. 

 

 

 
2 Annual throughput data differs from that previously reported. This is because Police Scotland have adopted 
new audit software and data recording rules. 

https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.scotland.police.uk%2Fspa-media%2F0zknbrnz%2Fcare-and-welfare-of-persons-in-police-custody-sop-v19-00-police-scotland-publication-scheme-sop.docx&wdOrigin=BROWSELINK
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3. Custody centres in Scotland are organised into clusters, each led by a cluster 

inspector. The Highland and Islands local policing division covers the local authority 

areas of Highland, Na h-Eileanan an lar (formerly Western Isles), Shetland and 

Orkney. There is one primary custody centre in the division, which is located within 

Inverness police station. It is the only location where CJSD custody staff are based. 

 

4. Our inspection focused on the primary custody centre in Inverness, and ancillary 

centres in Fort William, Wick, Stornoway (Isle of Lewis), Lerwick (Shetland), and 

Kirkwall (Orkney). Inverness was undergoing renovation at the time of our inspection, 

which in addition to upgrading the general infrastructure, included the re-purposing of 

some cells and improvement of others. 

 

5. The Highland and Islands division sits within the Sheriffdom of Grampian, Highland 

and Islands. Within the Sheriffdom there are two court districts, Aberdeen and 

Inverness, however boundaries differ from those adopted by Police Scotland. 

Inverness includes the sheriff courts at Fort William, Kirkwall, Lerwick, Lochmaddy, 

Stornoway and Wick 

 

6. The division also covers the aforementioned health boards – NHS Highland, NHS 

Western Isles, NHS Shetland and NHS Orkney – that have responsibility for the 

oversight of healthcare services delivered within the respective custody centres 

inspected.  

 

7. There are ten small ancillary custody centres, each located within a local police 

station. These centres do not have dedicated CJSD custody staff. When a person is 

detained, trained local policing officers are required to assume custody 

responsibilities. When this happens, these officers and the management of the 

custody centre fall under the remote supervision of the custody sergeant who is 

based at Inverness. The custody sergeant assumes primacy in terms of 

responsibility, regardless of the rank of the officer in the ancillary centre. 

 

 

 

 

 

https://www.scottishlaw.org.uk/lawfirms/Inverness.htm
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8. A chief inspector based at Inverness is responsible for custody in Highland and 

Islands and the North East division area. There is also a cluster inspector for the 

Highland and Islands area. At the time of our inspection, there were five teams each 

comprising two sergeants based at Inverness who observe the CJSD 222b3 shift 

pattern. There were four staff teams, each comprising a criminal justice police 

custody and security officer (CJPCSO) team leader and five CJPCSOs. They work 

on a twelve-hour4 shift pattern, however at the time of our inspection, this was subject 

to a consultation process with a view to aligning them with sergeants. 

 

9. We were informed that CJSD strategy is currently being reviewed following the 

introduction of the Police Scotland 2030 custody project. Current strategic aims are 

to improve communication with local policing regarding the provisions of the Criminal 

Justice Act (2016). The appointment of a new scrutiny and audit sergeant has 

improved communication between CJSD and local policing and, with the input of 

custody review inspectors, has increased, to a degree, the level of scrutiny applied to 

custody delivery. While this increased evaluation represents an improvement on 

previous methodology, case sampling remains relatively modest compared to the 

total volume of national custody throughput.  

 

10. Custody staff reported that custody leaders presented a strong message of the 

importance of care and welfare and accident prevention concerning detainees, and 

making sure detainees are treated with dignity and respect. CJSD is reviewing the 

findings of the Baird Inquiry into Greater Manchester Police to identify and adopt 

relevant learning, in relation to strip searches, with the aim of improving practice and 

providing staff with guidance on the necessity and proportionality of such searches. 

 

11. We were advised of a key strategic partnership between police and the Highland 

Custody Link Project, part of the Highland Third Sector Interface. The project 

coordinates multiple support services directed towards specific risk groups in 

custody, such as women, those in elevated risk related age ranges, and people 

experiencing custody for the first time. The project has been recognised for its 

success in providing effective care and support in the region and is reflective of 

positive strategic partnership collaboration. 

 
3 The CJSD 222b pattern relates to custody staff working two early shifts, two late shifts and two nights, 
followed by four non-working days. 
4 CJPCSO’s and team leaders work two days and two nights, each being twelve hours, followed by four rest 
days. 
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12. We also found that NHS Highland was a key partner in the North of Scotland 

Forensics and Custody Healthcare Alliance, often referred to as the TAY initiative. 

This alliance included NHS Grampian, NHS Tayside, NHS Orkney, NHS Shetland, 

and NHS Western Isles. This was established to address the unique challenges of 

delivering consistent forensic and custody healthcare services across rural and 

remote areas, and we consider the model to be good practice. 

 

Independent custody visitors 

13. Under the Police and Fire Reform (Scotland) Act 2012, the Scottish Police Authority 

(SPA) is required to make arrangements for independent custody visitors to monitor 

the welfare of people detained in police custody. Regular visits to custody centres are 

carried out by volunteer independent custody visitors from the local community. 

Independent Custody Visiting Scotland (ICVS) manages the process and coordinates 

volunteers. Any concerns identified by custody visitors are raised with custody staff 

during their visits and outcomes are recorded in custody records. ICVS is also a 

member of the UK NPM. 

 

14. During our inspection, we reviewed the ICVS service book that is completed following 

each visit by the custody visitors. This reflected a pattern of recent and regular visits 

at Inverness with no significant issues raised. Visits to ancillary centres were sporadic 

and infrequent. 

  

https://www.legislation.gov.uk/asp/2012/8/contents/enacted
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Methodology 

 

15. HMICS and HIS undertook a wide range of activities during the baseline review of 

healthcare provision in custody to inform the development of our custody inspection 

methodology. These activities are outlined in the aforementioned report published in 

January 2023. As a result, the following key stages have been undertaken for this 

inspection and will form the basis of future joint inspections.  

 

16. HIS requested that the NHS boards complete a self-evaluation document and submit 

key evidence to help inform the planning of the onsite inspection. Inspectors offered 

a pre-meeting teleconference with healthcare staff before the site visit to provide an 

outline of the inspection process. HIS inspectors also issued a letter to request a 

follow-up meeting with NHS managers to allow the inspection team to discuss key 

issues arising from the onsite inspection and the review of evidence. 

 

17. During the inspection, we examined the treatment of, and conditions for, detainees at 

the centres. We observed key custody processes and assessed the custody 

environment, condition of cells and facilities for detainees. We undertook interviews 

with custody staff and managers, as well as healthcare practitioners (HCP) that were 

present during our visit. We also spoke with people detained in custody at the time. 

 

18. A proportionate sample of custody records were examined from those recorded at 

the custody centres during the period of October 2024 to March 2025 inclusive. In a 

change from other custody inspections, a larger, six-month sample period was 

selected with an increased focus on ancillary centres. The total sample in Highland 

and Islands division numbered 2,277 records and 81 were inspected. 

 

19. The sample was selected to be broadly representative of the proportions of men, 

women and children held in custody during the aforementioned period. Based upon 

this, sampling was weighted to ensure that women and children were included during 

random selection. 

 

20. The review of NCS records provided valuable information on aspects of risk 

assessment, observation levels, and compliance with Police Scotland’s Care and 

Welfare of Persons in Police Custody SOP.  

https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.scotland.police.uk%2Fspa-media%2F0zknbrnz%2Fcare-and-welfare-of-persons-in-police-custody-sop-v19-00-police-scotland-publication-scheme-sop.docx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.scotland.police.uk%2Fspa-media%2F0zknbrnz%2Fcare-and-welfare-of-persons-in-police-custody-sop-v19-00-police-scotland-publication-scheme-sop.docx&wdOrigin=BROWSELINK
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Outcomes 

 

Custody centre condition and facilities 

21. The custody centres inspected were found to be of varying age and construction 

ranging from modernised traditional construction to more contemporary builds. Each 

custody facility was incorporated into the footprint of existing operational police 

stations. All utilised a single-story layout and all facilities, including cells, were fully 

functional and in good order. In some cases, cells were in excellent physical 

condition with no significant defects or visible ligature hazards.  

 

22. We examined the route into each custody centre. Access to all was afforded via rear 

yards bounded by high walls and or buildings forming secure compounds. We found 

that with the exception of Lerwick, which had manual swing gates, all were capable 

of being secured against unauthorised access by fully operational electronic gates, 

remotely controllable from the respective custody offices.  

 

23. The rear compounds could accommodate custody transports of any size and doubled 

as parking areas for operational police vehicles. They were also utilised to house 

other essential building infrastructure as well as storage for materials and refuse. All 

yards were accessed directly from public roads and, with the exception of Fort 

William, all had notices restricting unauthorised entry. Approaches to the facilities 

were well covered by CCTV, viewable from each custody office.  

 

24. At Inverness, the car park led to a large, caged vehicle dock secured by an additional 

fully functioning electronic gate, again controlled and monitored remotely via CCTV 

linked to the custody office. The rear yard at Inverness also provided secure access 

to the adjacent Sheriff Court building and consequently, affords improved security 

and efficiency for the transit of detainees to court. 

 

25. It was noted that while gates at all centres were fully operational at time of inspection, 

staff and officers indicated those at Stornoway and Lerwick were normally left open 

for convenience, which elevated the potential risk of detainee escape and 

unauthorised incursion. The rear compounds of all facilities were free of unnecessary 

or hazardous items. 
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26. The access point to each custody centre was secured by way of CCTV, which was 

remotely controllable, and had electronic keypad or card pass security points. In all 

cases, the entrance point led directly to the respective detainee processing areas, 

each containing a single charge bar. None of the ancillary centres had a holding 

space to accommodate detainees awaiting processing. However, in the case of the 

ancillary centres, this is rarely required due to low throughput levels.  

 

27. All charge bars were equipped with Plexiglas type screens which afforded 

segregated and secure workspace for officers processing detainees. However, in the 

case of Lerwick, Kirkwall and Fort William, there was limited protection against 

unwanted incursion into the police side of the charge bar by unruly detainees. 

Officers indicated they take this into consideration when processing potentially violent 

detainees. 

 

28. There is audio recording at all charge bars and cameras capture the charge bar 

desktop to record personal property being logged and bagged. Charge bars at the 

ancillary centres also have webcams located on the rear wall directed toward the 

workspace and detainees being processed. This allows custody sergeants at 

Inverness to view and hear a detainee’s booking in process as well as having a clear 

view of the individual in question to enable comparative assessment. 

 

29. As noted, renovation work was taking place at Inverness at the time of inspection. 

The work included adaptation of existing space to create a bespoke holding room 

that will afford ample secure accommodation for detainees to access the newly 

segregated double charge bars, as well as a further new discrete charge bar. All of 

which represents welcome improvements to processing arrangements, and the level 

of security and confidentiality afforded to detainees.  
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30. On inspection, a single security issue was identified at Stornoway relating to the 

initial access routes to the custody centre, which could present a potential escape 

risk. Notably, the custody side of the charge bar afforded access to the wider station 

footprint and further unsecured station exits via a conventional door. While this was 

equipped with a standard lock, it was open and did not have the key inserted 

suggesting this route was not routinely secured during processing. Similarly, in 

Kirkwall, there was an un-secured egress point to the wider station, albeit on the 

police side of the charge bar. However, this was relatively accessible as it only 

required the pressing of a button to exit. These issues were raised with local staff. 

 

31. As outlined in our report on the joint inspection of primary custody centres in Argyll 

and West Dunbartonshire, we have made recommendations and identified areas for 

improvement which have relevance across the custody estate. One such area 

identified from this report stated: 
 

“The custody centres should review internal and external security features and take 

appropriate steps to mitigate risks.” 

 

While these issues have relevance for the above noted custody centres, we do not 

intend to make additional recommendations or areas for improvement in this regard. 

 

32. Charge bar areas in each centre contained a variety of information posters. Some 

were directed towards detainees regarding expected standards of conduct, as well as 

a variety of posters providing information relating to available support services 

relevant to each locality – such as ‘Ewens Room’ and the Highland Custody Link 

Project. There were some police only information posters conveying details about 

police conduct and, where relevant, outlining the rules applicable to the facility when 

designated for use as legalised detention cells5 for convicted persons in transit. We 

considered this comprehensive and well-placed provision of information to be good 

practice. 

 

 

 

 
5 The Prisons (Scotland) Act 1989 establishes certain police station cells as legalised detention cells. These 
are usually located in rural or remote areas. The cells can provide temporary legal detention of an individual 
that is either awaiting trail at court, or awaiting transfer to prison. Provisions of the Act allow authorised 
centres to hold prisoners for up to 30 days. 

https://www.hmics.scot/media/vydkj1qh/hmics-custody-inspection-report-argyll-and-west-dunbartonshire.pdf
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33. Detainee property storage in each centre was located variously either in bespoke 

rooms immediately adjacent to the charge bar or, as is the case at Lerwick and 

Kirkwall, within the charge bar itself. In each instance, secure storage was provided 

by way of individual steel lockers or cages pertaining to each cell. They were capable 

of being locked securely and all storage spaces were well covered by CCTV 

cameras.  

 

34. The religious materials available to detainees comprised of copies of the Bible, 

Quran, and prayer mats – with directional information provided by staff on request. 

 

35. Located on the wall directly behind the charge bar at Wick, is a bank of eight boxes 

referred to as ‘AirSense’ monitors, used to constantly sample air quality within cells, 

and also to detect if a detainee is smoking within a cell. These units operate 

constantly, generating a significant degree of noise which can impede clear 

communication during the processing of detainees. It also affects the microphone on 

the remote viewing camera, rendering any exchange between the detainee and 

processing officer inaudible to Inverness based custody sergeants. Staff stated the 

noise is highly disruptive and presents a risk of miscommunication of critical 

information pertaining to detainee vulnerability or care needs. Following our 

inspection, we have been advised that this issue has been addressed. 

 

36. This issue was also apparent during an interview with an elderly detainee at Lerwick 

custody centre. They advised that the internal ventilation system in the cell, though 

effective, was extremely noisy and resulted in them being kept awake during both 

nights of his detention, which caused fatigue and discomfort. This noise was present 

during our interview, and was sufficiently loud to impede clear communication. The 

issue and the complaint from the detainee were raised with custody staff. We have 

since been advised that this issue has been addressed. 

 

37. Each centre had sufficient staff office accommodation adjacent to custody processing 

areas, which afforded discrete and confidential workspace for custody related or 

general duties. All were found to be a reasonable size with ample workspaces and IT 

resources for the typical staff compliment or demand profile of each centre. It was 

noted the temporary office at Inverness, also situated in the same modular unit as the 

charge bar was very cramped, yet functional, and soon to be replaced by a newly 

renovated staff office and separate staff rest area.  
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38. Custody staff offices had wall mounted CCTV screens displaying images of external 

security points, internal spaces within the custody centre, and CCTV feeds from 

custody cells. In most cases, these screens were well-placed, adjustable and 

capable of affording a clear view of the images from all workspaces.  

 

39. The CCTV within custody staff offices doubled as the in-cell CCTV observation 

facilities for detainees that were subject of constant observation regimes. However, 

these spaces were not separated by any closure and were therefore exposed to 

disruption and distraction from other colleagues in the room. 

 

40. The quality of images on the screens at most centres were bright, sharp and fully 

controllable, providing unobstructed views of cell occupants. However, viewing 

screens at Lerwick, located high on the office wall, and at Stornoway, located within 

the local policing sergeant’s office, were very small and therefore provided small 

on-screen images, which were not suitable to monitor detainees under observation. 

Difficulties were increased when images of multiple cells were required to be 

monitored at the same time. Custody staff highlighted that it is difficult to see any 

small movements by detainees, which could raise a risk of undetected self-harming. 

 

 

Recommendation 1 

 

Police Scotland should improve CCTV viewing equipment and conditions for officers 

at Lerwick and Stornoway custody centres to ensure the location, number, and 

quality of screens is sufficient to provide clear imaging of detainee cells, including 

when displaying multiple camera feeds. 

 

 

41. The custody centres had varying but practical configurations, which housed 

additional facilities including detainee engagement and interview rooms, 

well-appointed medical examination rooms, staff-only rest areas, multiple storerooms, 

photograph/impressions rooms, and forensic storage space. Lerwick and Stornoway 

centres also featured a separate office and workspace for the dedicated use of 

GEO-Amey staff, which reflected a good use of available space. 

 

42. Custody centres had access to ample bespoke and adapted storage facilities 

throughout. These were utilised variously for clothing and bedding, food and 

administration materials. Centres were found to be well stocked and in good order. 
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43. Inverness and Wick centres had access to electronic fingerprinting machines 

commonly referred to as ‘Live Scan’, which digitally capture detainees’ finger and 

hand impressions and enable live time cross referencing with police databases for 

identification purposes. Notably, all other ancillary centres did not have these 

facilities, instead relying on traditional, and somewhat outdated, ink and paper 

processes.  

 

44. Although a long-established procedure, the process is more laborious, requiring the 

manual collection of impressions that are thereafter mailed to a checking centre often 

taking days to be processed. The approach is prone to error and poor-quality 

impressions. It does not afford the significant benefits associated with the Live Scan, 

which enables officers to immediately and confidently identify detainees who either 

fail to disclose or deliberately seek to conceal their identity.  

 

45. It can elevate also risk levels as the establishment of a person’s true identity can 

provide access to relevant information held on databases pertaining to a risk profile 

or vulnerabilities, both critical components regarding officer safety and accurate care 

planning for detainees. 

 

 

Recommendation 2 
 

Police Scotland should review the potential risks associated with the lack of available 

modern fingerprint identification equipment at ancillary custody centres and address 

the deficits identified. 
 

 

46. All centres featured well-appointed kitchens, which were conveniently situated to 

afford safe and efficient facilities for both detainees and staff. Each contained a 

sufficient variety of appropriate foodstuffs. Kitchens were clean and hygienic, 

adequately lit with access to appropriate fire safety equipment, first aid and suitable 

food hygiene and preparation guidance. At Stornoway and Lerwick, staff often 

obtained hot meals for detainees from the nearby hospitals as part of an established 

agreement to ensure good nutrition. 

 

47. We noted that custody staff at Wick purchase food from the local supermarket rather 

than use that supplied by CJSD, which is not consistent with policy.  
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48. In Kirkwall, a washing machine and drier used to clean detainee blankets and 

anti-harm clothing were located in the kitchen, and the associated laundry bin was 

located in the same room. This was positioned close to the microwave and food 

preparation counter – raising concerns about hygiene standards. This was 

highlighted to custody staff who noted the issue for remedial action. 

 

49. All cells within Stornoway, Fort William, Wick and half of those in Inverness, 

contained wall recessed, anti-ligature handwashing units providing hot, and potable 

cold water, on demand. These facilities were suitable for handwashing only and not 

intended for general washing.  

 

50. The main washing facilities at the custody centres consisted of external washbasins 

and a minimum of two separate shower cubicles, each practically situated in the cell 

corridors and capable of affording hot showers with appropriate screens or doors for 

detainee modesty. All showers were wheelchair accessible. Lerwick also featured a 

wet room/toilet. The water supply for the sinks, showers and in-cell basins was fully 

functional with hot water on demand. Ample washing materials and feminine hygiene 

products were readily available at each facility. 

 

51. There were sufficient, clearly visible and practically located fire exits, safety signage, 

emergency lighting, and materials located throughout each custody centre which 

included fire safety warden specific guidance and identifiers stored in clearly marked 

locations. There were sufficient stores of rigid handcuffs for evacuation of detainees 

in the charge bar areas of each facility, with the exception of Wick, where there was 

no supply of handcuffs or indeed, fire marshal armbands or tabards for use in a fire 

evacuation. This was brought to the attention of the custody sergeant, who noted this 

for remedial attention. 

 

52. While routine weekly fire alarm tests were being carried out, no recent physical 

evacuation fire drills had taken place at any of the centres. 
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53. As outlined in our report on the joint inspection of primary custody centres in 

Lanarkshire, we have made recommendations that have relevance across the 

custody estate. Recommendation 2 from that report states that:  

 

“Police Scotland should ensure that a full evacuation of custody centres is 

undertaken in accordance with fire safety regulations.” 

 

While this has relevance for Highland and Islands custody centres, we do not intend 

to make an additional recommendation in this regard. 

 

54. Custody centres had bespoke detainee interview rooms located within, or in 

convenient proximity to, each centre. The rooms were artificially lit, well-ventilated, 

and had secured desks and seats. The rooms were not covered by the custody 

CCTV but were equipped with affray bar links. Other than at Stornoway, which 

utilised the finger printing room for consultation/visits, all other centres contained 

sufficient visiting or consultation rooms located within the custody footprint. 

 

55. Custody staff were not issued with personal alarms, however, the majority of wall 

surfaces and adjacent rooms were fitted with multiple alarm strips, the activation of 

which will activate a loud siren audible throughout the centres and adjoining stations. 

These strips were easily accessible, highly visible, and linked to a central control 

panel located in the custody office. Alarm strips were subject of a regular testing 

regime. 

 

56. All centres were equipped with a backup power supply, and supervisory staff were 

conversant with business continuity management contingencies, which was positive 

to note. The general condition of the custody centres, notwithstanding the issues 

outlined, was good. 
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Condition of cells 

57. Cells at Inverness were contained within two main cell corridors – one leading 

directly from the charge bar area and the other smaller, newer block running parallel 

connected by a central corridor forming an ‘H’ layout. On conclusion of the current 

renovations, a separate corridor of four cells adjacent to the charge bars will be 

returned to the overall compliment. Cells had a stencilled message on the wall 

encouraging detainees to seek addiction referral support via custody staff where 

necessary, which we consider good practice.  

 

58. All cell doors in the older corridor were of a more dated construction with two position 

service hatches, while in the adjoining corridor, they were fitted with slam locks and 

modern three position hatches. Renovations will include full upgrades to cell doors. 

There was one dry cell and toilet covers were also available when required. 

 

59. At Fort William, all eight cells were within a single cell corridor leading from the 

charge bar. The single corridor did not enable strict gender or age-based 

segregation, however owing to low occupancy, detainees would be separated by 

distance where practicable. All cell doors were of a contemporary construction with 

three position service hatches, vertical peep slots and fitted with slam locks. 

 

60. The five cells at Wick were also in a single cell corridor leading from the charge bar. 

One cell was designated for women, with a door separating it from the others and 

provision of a dedicated shower. There were no dedicated dry cells, however the 

water feed to cells can be manually disconnected as required. 

 

61. Stornoway’s seven cells were distributed in a single cell corridor leading from the 

charge bar, with a central dividing wall. There were no dedicated dry cells, however 

the observation cell could be used for short periods with the affray bar deactivated. 

There were no bespoke detention cells. The cells were also capable of being used as 

legalised cells for the accommodation of prisoners. All cell doors were of an older 

construction with two position service hatches, peep hole and fitted with slam locks. 
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62. Cells at Lerwick were within in a single corridor leading from the charge bar. There 

was a single observation cell that could be rendered dry as required. The cells were 

capable of being used as legalised cells for the accommodation of prisoners. All cell 

doors were of an older construction with two position service hatches, peep hole and 

fitted with slam locks. However, the doors were inward opening and had concealed 

hinges (when closed) with the door keep recessed into the wall and external lock 

plate bolts rounded off. These are therefore not compliant with existing College Of 

Policing Buildings and Facilities Authorised Professional Practice standards.6 This 

could pose potential emergency access challenges in the event of a violent, 

disruptive or unconscious occupant. The issue was raised with custody staff during 

the inspection. 

 

63. Kirkwall’s cells were located a single cell corridor leading from the charge bar. 

However, two of these were designated for women and were separate from the other 

cells, with a dedicated shower. 

 

64. While the general condition of cells was good, none of the cells were further adapted 

for accessibility needs other than one cell at Inverness that was fitted with a raised 

bench and had two call buttons for better accessibility. All cells were well lit by dual 

mode artificial lighting and natural light from variously positioned skylights or glass 

brick windows. With the exception of Inverness, which featured intercom call buttons, 

all other cells had one-way call buttons that activated at charge bars and the staff 

office. Those available for inspection were tested and were fully operational.  

 

65. All cells contained smoke detectors linked to the charge bar and staff office. Most 

cells contained well placed functional CCTV units, apart from Wick and Kirkwall, 

where only a few cells featured CCTV cameras. All facilities featured ceiling mounted 

microphones in corridors. 

 

 

 

 

 

 
6 All cell doors should open outwards and be fitted with the Home Office anti-ligature handle, food hatch, 
viewer with privacy cover and an adjustable and removable door keep. 

https://www.college.police.uk/app/detention-and-custody/buildings-and-facilities
https://www.college.police.uk/app/detention-and-custody/buildings-and-facilities
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66. Cell checks at Inverness were conducted each week by custody staff. Ancillary 

centres are examined every six months. Staff checks of the facilities included the 

Automated External Defibrillator (AED) equipment, where present. In the cases of 

Stornoway, Wick, and Lerwick, AED devices were available in publicly accessible 

locations on the external walls of the police stations. At Fort William, the AED was in 

the public counter, and that facility was also adjoined to a Scottish Ambulance 

Service (SAS) base. Any issues found by staff that required attention were recorded 

electronically as well as manually on the office white board, and addressed under the 

direction of the custody supervisor. 

 

67. Cleaning is provided by police appointed cleaners who attend seven days per week. 

If cells are vacated and cleaning staff are unavailable, but the space is needed, 

custody staff and local officers have indicated they will carry out cleaning duties 

themselves, despite not having received formal training in the safe and appropriate 

use of cleaning chemicals. Specialist services can be secured by arrangement, for 

example when deep cleaning is required. However, one such specialist provider on 

Stornoway was under evaluation pending the outcome of a review into the failure to 

provide cleaning services on several occasions – whereby staff had to undertake the 

work. 

 

68. As outlined in our report on the joint inspection of primary custody centres in 

Dumfries and Galloway, we have made recommendations that have relevance 

across the custody estate. Recommendation 5 from that report states that: 

 

“Police Scotland should ensure that custody staff receive appropriate training and 

guidance where cleaning is part of their role.” 

 

While this has relevance for the above noted custody centres, we do not intend to 

make an additional recommendation in this regard. 
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Custody centre staffing 

69. The CJSD chief inspector reports to a national CJSD operations superintendent that 

is currently based in Inverness. Custody staff at Inverness stated that managers are 

regularly present and visible, with senior managers also frequently travelling to meet 

staff in person. This was reputed to have always been the case, however, contrasts 

with the findings from several of our previous custody inspection reports. We 

consider this to be good practice. 

 

70. Due to the significant geographical footprint of N division, coupled with a dispersed 

populace, the provision of police custody services comprises of a bespoke operating 

model featuring a central primary custody centre in Inverness, staffed by members of 

the CJSD that, where practicable, provide support, coordination and direction via 

remote video links to operate thirteen ancillary centres staffed by local policing 

officers from N Division. 

 

71. Custody sergeants are responsible for all criminal justice decisions, and their function 

is specified in legislation. CJPCSO team leaders line manage custody staff and are 

responsible for the care and welfare of detainees, but only once a sergeant has 

approved the initial care plan.  

 

72. At Inverness there is always a sergeant on duty. If a team leader is absent, they are 

not replaced, and their responsibilities are adopted by sergeants. There are four 

teams of five CJPCSOs, each team having a team leader. There are no custody 

constables at Inverness, which is never operated on a ‘constable led’ basis.  

 

73. CJSD employ a methodology known as Operational Base Levels (OBL), which refers 

to a framework for managing minimum staffing across the custody estate. Nationally, 

the custody OBL is broadly designated as one sergeant plus one staff member, a 

CJPCSO, team leader or constable for every ten detainees. This methodology 

allocates staff based on the number of cells available, seemingly with no 

consideration of throughput volumes and the disproportionate demand associated 

with booking in, processing and release.  
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74. Inverness has an OBL of a sergeant plus three staff, and four at peak demand times. 

We were informed that if there was only a sergeant and two staff members, detainee 

numbers could be capped at twenty. CJPCSOs must take two, one-hour breaks, thus 

reducing the compliment by one for at least six hours per shift. There was universal 

agreement among staff interviewed that the ratio of one staff member to ten 

detainees was not sufficient. 

 

75. As outlined in our previous custody reports, custody staff spoke about feeling 

pressurised at busy times with insufficient staff numbers – against a business 

demand that cannot be stemmed, slowed or diverted. This is a sentiment common at 

other centres, and highlighted in our Greater Glasgow report. Recommendation 1 of 

that report stated:  
 

“Police Scotland should examine the staffing levels at the custody centres in 

Glasgow and make arrangements to ensure that appropriate staff resource is in 

place to maintain safe and effective custody centre operations.” 

 

Consideration should therefore be given to reviewing the rationale for the existing 

OBL to ensure it remains suitable and fit for purpose. 

 

76. The ancillary centres are small and remote police stations that typically operate with 

a local policing compliment of one sergeant and two constables who must assume 

the role of custody officers. When a detainee is held, there is a drive to adopt single 

officer care, which allows two officers to deploy operationally. Some centres seek 

permission to employ single officer care from the custody review inspector (CRI) via 

the custody sergeant, as set out in policy, however we found that some officers 

routinely do not and act independently. 

 

77. These situations are challenging, particularly when officers may need to attend a call, 

perhaps hours away. Consideration can be given to recalling officers to duty to cover 

custody, however it is unclear if such decisions are documented sufficiently on NCS 

records. This raises questions around local policing planned resource levels, 

invariably set at a sergeant and two constables, that cannot deliver two officers to 

custody and two to local policing simultaneously. While during the day, office-based 

officers can be available to assist, this is not the case during out-of-hours periods. 
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78. There is guidance in place for circumstances where lone custody officer care is 

approved. It notes that officers must not enter a cell alone. However, staff felt that 

they may be required to place themselves at risk to immediately rouse an 

unresponsive detainee in a cell, or risk providing care by awaiting support of 

colleagues. This scenario, although rare, represents a shortcoming and potential risk 

for officers performing unaccompanied custody duties. 

 
 

Recommendation 3 
 

Police Scotland should ensure that policy relating to single officer custody centre 

staffing is adhered to and strictly underpinned by appropriate supervisory scrutiny, 

with the rationale and authority for such decisions consistently recorded on the 

National Custody System. 

 

 

79. We found that budgetary impacts are experienced across ancillary centres because 

of the necessity to recall officers or pay overtime to provide short term custody cover, 

while maintaining a core policing service. This also applies to the frequent backfill of 

GEOAmey related duties through performing transportation tasks. We found officers 

to be accommodating of these issues and the challenges faced by GEOAmey, 

recognising the distance and logistic challenges that exist. 

 

80. A common impact felt on the islands is the difficulty in retention of officers who wish 

to transfer to the mainland following conclusion of probationary periods or seeking 

development that is not available locally. In Shetland and Orkney for example, this 

necessitates a standing process of offering six or nine-month attachments to the 

Islands, which brings additional costs for travel, accommodation and overnight 

allowances. Additionally, officers are generally unfamiliar with the area and local 

practices, and may not be trained in custody duties. 

 

81. Local policing officers based in ancillary centres reported that they receive a weekly 

CJSD newsletter covering key topics and relevant matters, which they felt was of 

value and made them feel part of the process of improvement. Some explained that 

they join a monthly meeting chaired by the CJSD Superintendent, covering general 

business, estate and custody developments. They felt there were good links with 

CJSD, a sense of investment in their facility, and responsive escalation pathways for 

developing issues. 
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Arrival at custody and booking-in process 

82. Sergeants based at Inverness make all criminal justice decisions. There is little 

challenge from local policing, and many felt that the system was understood and 

worked well. The sergeant is also responsible for any detainee held at one of the 

thirteen ancillary centres. Nine of the ancillary centres have webcams installed 

behind the charge bar to allow the sergeant to view and hear booking in. Barra is the 

only centre in the region without a webcam. Sergeants endeavour to view some of 

each booking in, but acknowledge that other demands can preclude this.  

 

83. When a detainee is arrested, the arresting officers contact the custody centre to 

provide brief information on the detainee and relevant circumstances. This allowed 

custody staff to commence background checks on various police IT systems, notably 

CHS, PNC, the NCS and iVPD,7 to better understand detainee particulars prior to 

their arrival. We found that this practice worked well at ancillary centres. 

 

84. Inspectors observed five new detainees arrive at Inverness custody over a short 

period of time, which included drug searches and drink drive procedures. The 

sergeant was also supervising a detainee at Stornoway, having been remanded at 

court, and escorted by GEOAmey. However, due to a flight cancellation, they were 

unable to be transferred to prison.  

 

85. The discussions, decisions and activity of releasing one detainee and booking in five 

new detainees seemed challenging and busy, but was well managed. It was made 

more difficult by the temporary facilities, where the booking-in desk was in a 

temporary building in the car park. The sergeant was required to move around to 

assist staff and converse with arresting officers and on occasion retreated to a 

quieter sergeant office located in the main police station building for private 

consultations and recording decisions.  

 

86. During this period staff were efficient, professional, and courteous towards detainees. 

Detainees were provided with their rights, asked vulnerability questions and a risk 

assessment was made. The team leader was present throughout and took the lead in 

assessing risks and assigning a care plan. Inspectors also observed booking in at 

Fort William and Lerwick, which was conducted in a similar professional manner.  

 
7 Police information systems include the Police National Computer system (PNC), Criminal History System 
(CHS), and interim Vulnerable Persons Database (iVPD). 
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87. Standard searches were conducted appropriately by the arresting officers. Property 

was taken from detainees during standard searches and placed on the charge bar. 

However, after detainees were taken to a cell, their property was then logged onto 

NCS, sealed in a bag and moved to the detainee property store. Policy indicates that 

personal property should be logged and secured in the presence of the detainee, 

however we did not see this happen during our custody inspections. Staff largely rely 

on CCTV to rebuff any allegations relating to missing property. 

 

88. Strip searches were conducted in the destination cell, and staff ensured that the 

CCTV images did not appear on a monitor at the time of search. Of the detainees we 

observed being booked in, the strip searches were carried out appropriately and with 

custody staff present. 

 

Legal rights 

89. Part of a sergeant’s role is to record the necessity and proportionality of arrest under 

the Criminal Justice (Scotland) Act 2016, giving due consideration to the Lord 

Advocates Guidelines (LAG), and to apply a rationale for that and any subsequent 

criminal justice decision making. The final decision for the sergeant, is to consider the 

disposal for each detainee and accompany that with a detailed rationale recorded on 

the NCS. Of the detainees we observed and those we examined on the NCS, we 

found that records consistently included a detailed and satisfactory rationale for 

arrest. This is reflected nationally and can be attributed to a period of very intrusive 

scrutiny in the years following the Covid-19 pandemic.  

 

90. Detainees should be offered a letter outlining their rights on arrival. In most cases we 

reviewed this was completed, though we noted six instances where there was no 

record of it being provided.  

 

91. As part of the booking process every detainee is asked if they wish for intimation of 

their arrest to be passed to a solicitor. The recording of this provision of rights was 

complete in all instances. In around half of the cases reviewed, the detainee had 

asked for a solicitor to be informed and, in most instances, this had been recorded on 

NCS and updated to confirm that a solicitor had been contacted. 
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92. Notification to a reasonably named person was requested in 35 records within our 

sample. This included contact made with parents in the case of child detainees and 

there were notes to explain that contact was made or attempted. There was evidence 

that repeated attempts were made to contact reasonably named persons where 

necessary. 

 

93. The Police Interview – Rights of Suspects (PIRoS) form is only completed when a 

detainee is to be interviewed as a suspect. Where a detainee has been arrested as 

officially accused, or is not interviewed, it is unlikely that a PIRoS will be recorded. 

We witnessed PIRoS being carried out with detainees in a proper manner. 

 

94. In the records sample, there were nine records for children aged 15 or under and one 

for a 16 year old subject to a supervision order. All records had notification to a 

reasonably named person recorded, however three records indicated that no one 

attended to act as an appropriate adult. These related to a 14 year old held at 

Inverness for twenty hours, a 15 year old held for six hours at Inverness, and a third 

was aged 14 and held for less than an hour at Fort William. Of the ten child records 

we reviewed, there were notes to suggest senior officer oversight in just three. 

 

95. We highlighted the need for increased management oversight of children in custody 

in our report on Glasgow custody centres whereby Recommendation 3 of the report 

states: 

 

“Police Scotland should ensure that custody decisions regarding children detained in 

custody are subject to robust management oversight and are recorded 

appropriately.” 

 

While this has relevance for Highland and Islands custody centres, we do not intend 

to make an additional recommendation in this regard. 

 

96. Our records review found that three children, aged 12, 13 and 15 years of age were 

held overnight in police cells at Inverness having been arrested for what inspectors 

considered to be relatively minor offences that took place in a residential children’s 

house – before being returned the following morning. While we recognise the 

challenges and pressures experienced by partner agencies, this raises concerns 

about the threshold for accepting and detaining children under these circumstances, 

particularly for lengthy periods. 
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97. While the provision of suitable alternative accommodation remains a challenge for 

childcare agencies across the country, we do not consider police cells to be an 

appropriate interim option, especially for such a period. Had the decision been to 

hold a child for court, then a child detention certificate requiring the local authority to 

accommodate them would have been required, which was not in place in these 

circumstances.  

 

98. In practice, only those who are arrested as not officially accused, or under suspicion, 

are the subject of scrutiny by the CRI – with reviews taking place at six, twelve and 

eighteen hours. These reviews require that investigation is diligent and expeditious. 

After an investigation is complete, a detainee’s status may change to ‘officially 

accused’. An officially accused person in custody is not monitored by the CRI. The 

CRI had input to four records within our sample.  

 

99. We found instances of delayed release, similar to that found in previous inspections. 

In one case, a detainee charged with a relatively minor offence was held for almost 

sixteen hours. The decision to release was made over nine hours prior to release and 

while the delay is likely to be based on intoxication and a desire to prevent further 

offending until sober, this was not outlined or recorded on NCS. In contrast, a record 

relating to a detainee at Fort William, that was not immediately released following a 

decision to do so, was updated to provide an appropriate rationale for the delay. 

 

100. Article 5 of the Human Rights Act, 1998 relates to the right of liberty. Where a 

person’s liberty is to be delayed after charge, there should be a note to explain the 

legal grounds for this as the grounds of arrest have lapsed. 

 

101. We noted a similar absence of notes in our inspections of Glasgow and Falkirk 

custody centres. Reference to this matter was also made in our report on the joint 

inspection of Ayrshire custody, within which Recommendation 1 states: 

 

“Police Scotland should review compliance with policy relating to the delay of release 

following a disposal decision being made and ensure that staff adhere to this.” 
 

While this has relevance for Highland and Islands custody centres, we do not intend 

to make an additional recommendation in this regard. 

 

https://www.legislation.gov.uk/en/ukpga/1998/42/schedule/1/part/I/chapter/4
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102. Overall, release decisions appeared appropriate and consistent with Lord Advocates 

Guidelines. Custody staff gave due consideration to issues relevant to release such 

as the time of day, the clothing worn by the detainee, their age and ability to care for 

themselves, the distance to home, and availability of transport methods. This was 

particularly evident in rural ancillary centres where public transport options were poor 

and distances often significant. We found that in many cases police officers would 

escort detainees home. 

 

103. There were some instances where detainees were redirected to the police station 

after appearing at court to be returned home. Having appeared at court, we 

understand that responsibility for transport to a person’s address lies with the court or 

a local authority in the case of children, however officers perceive a duty of care and 

often oblige. Considering the distances involved, these journeys can remove 

operational officers from core duties for hours. 

 

 

Area for improvement 1 
 

Police Scotland should liaise with the Scottish Courts and Tribunal Service to clarify 

responsibility for returning persons home after court. 

 

 

104. Detainees are assessed prior to release and asked two pre-release risk assessment 

(PRRA) questions prior to leaving, regardless of their status. These relate to whether 

or not the individual has any thoughts of self-harm or suicide, or thoughts of harming 

anyone else. The PRRA was completed in all cases, and all responses were 

negative. 

 

105. When a detainee is transferred to GEOAmey to be escorted to court, custody staff 

must complete a person escort record. This form is important in that it informs the 

escort provider of any identified health issues and any other identified risks that a 

detainee may have to ensure their ongoing care. We examined a sample of these 

and found them to have been completed to a good standard. 

 

 

 

 

https://www.copfs.gov.uk/publications/lord-advocate-s-guidelines-liberation-by-the-police/html/
https://www.copfs.gov.uk/publications/lord-advocate-s-guidelines-liberation-by-the-police/html/
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Risk assessment and care plans 

106. Local policing officers process detainees in ancillary centres, sometimes watched by 

Inverness based custody sergeants over a webcam link. The officers, and often the 

local sergeant, will agree a suitable care plan ratified by the sergeant at Inverness. 

We found that there appears to be significant devolved responsibility to local officers 

on an understanding that they are present and perhaps best placed to assess the 

detainee. Subsequent care remains largely with them and there appeared to be 

limited intrusive supervision by CJSD sergeants of the care for detainees at ancillary 

centres, beyond the initial booking in process. 

 

107. During the booking-in process, a risk assessment is carried out for all new arrivals to 

police custody. Detainees are asked a range of questions by custody staff based on 

a pre-determined vulnerability questionnaire. The purpose of the questionnaire is to 

identify past or present issues in relation to physical and mental health, substance 

use, self-harm, suicidal ideation or other vulnerabilities. 

 

108. Effective risk assessment is vital to ensure that detainees can be managed and 

cared for appropriately. These questions are personal in nature, and we saw that 

staff were sensitive and respectful in their approach. The questionnaires were 

completed well. We saw risk assessments and care plans being formulated though 

discussions between the CJPCSO and the team leader or sergeant. 
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109. The initial risk assessment process allows custody staff to determine a bespoke care 

plan for detainees and involves determining whether the person presents high or low 

risk and applying a corresponding level to determine the appropriate frequency of 

wellbeing observations. This approach is based on an assessment of threat, risk and 

vulnerability. Responses to the vulnerability questionnaire and the subsequent care 

plan should be recorded on NCS. Based on the outcome of the risk assessment, 

detainees are subject to observations and rousing8 in accordance with the following 

standardised scale: 
 

■ Level 1 – general wellbeing observations. For an initial period of six hours, 

all detainees are roused at least once every hour. Thereafter, hourly visits are 

still undertaken but detainees need not be roused for up to three hours. This 

level is suitable for detainees who are assessed as low risk. 
 

■ Level 2 – intermittent observations. Detainees are visited and roused at 15 

or 30-minute intervals. This level is the minimum for detainees suspected of 

being under the influence of alcohol or drugs, whose level of consciousness 

causes concern or where there are other issues necessitating increased 

observation. This level can also be enhanced by the addition of CCTV 

observation of the detainee in their cell, with images appearing on a monitor in 

the staff and/or supervisor's office. 
 

■ Level 3 – constant observations. The detainee may be under constant 

observation via CCTV, a glass cell door or window, or a door hatch. Visits and 

rousing may take place at 15, 30 or 60-minute intervals. 

 

■ Level 4 – close proximity observations. Appropriate for those detainees at 

or posing the highest risk. This involves detainees being supervised by staff in 

the cell or via an open cell door. 

 

 

 

 

 

 

 

 
8 Rousing involves gaining a comprehensive verbal response from a detainee, even if it involves waking 
them while sleeping. If a detainee cannot be roused, they should be treated as a medical emergency. 
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110. Team Leaders and supervisors have other tactical options to mitigate risk. For 

example, a referral can be made to a healthcare provider, the detainee can be 

provided with anti-harm clothing or can be placed on enhanced observations. 

Enhanced observations, means that the cell CCTV images are streamed live to a 

monitor in the custody office for staff to view occasionally as they carry out other 

tasks. It is a less intrusive and resource intensive option compared to the above 

noted level 3 observations, although policy indicates that it should be accompanied 

by 15 or 30-minute observation cell visits. 

 

111. From the sample of 81 records we examined: 
 

■ 20% of detainees were intoxicated on arrival 

 

■ 44% had consumed alcohol and 16% had used drugs prior to arrest  
 

■ 19% declared they were alcoholics and 12% were drug dependent.  
 

■ 42% were on prescribed medication 

 

■ 49% disclosed a mental health condition and 41% reported they had 

previously self-harmed or had attempted suicide 

 

■ 12% stated they had difficulty with reading and writing 

 

Almost all detainees had some form of criminal or police information record. 

 

112. Statistics relating to mental health are similar to those we found in our previous 

custody inspections. Overall, there is a correlation between health, vulnerability and 

offending which is reasonably consistent across the country. It highlights the high 

level of risk, addiction, mental health, and medical health challenges presented to 

police custody daily. 

 

113. We found that the vulnerability risk assessment of 52 detainees were assessed as 

high risk and 27 as low risk. No risk assessment was entered in two records. We 

considered that three records rated as low risk should have been rated as high risk, 

however, suitable care plan mitigation was in place. Some detainees were marked 

high risk due to age, or the nature of offence, and we consider these considerations 

to be good practice. 
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114. We found that in some cases the detainee had not engaged with the vulnerability 

assessment, and it was either not in place or added some time later. However, in the 

main, a care plan was put in place to mitigate risk. There was a lack of detail 

recorded in some cases where a care plan had been reviewed and amended. In 

general, the recording of criminal justice decisions was clear and often accompanied 

by detailed rationales, but rationales relating to care plans were often weaker or 

omitted. 

 

115. Within the sample, 28% were placed on level 1 observations. The majority of 

detainees were placed on level 2 observations when brought into custody. Overall, 

we saw that where a detainee was considered to be high risk, there was an 

appropriate increased observation plan associated with it. There were five cases 

where a high risk assessment was accompanied by level 1 observations. Four 

related to children that were not lodged in a cell and released in short time, and one 

had a referral to a nurse as an alternative tactical measure – all of which were 

proportionate. 

 

116. The issue of assessing detainees as high risk without having increased mitigation in 

place appears less prevalent at the Highland and Islands custody centres. 

 

117. As indicated, a tactical option to address identified risks is to require a detainee to 

wear anti-harm clothing, and custody centres retain a small supply. There is, 

however, a lack of availability of sufficient variably sized anti-harm clothing, which 

remains an issue across the custody estate. This can impact on the dignity and 

safety of female or small stature detainees who regularly have to accept oversized 

garments. We found no indication of this issue being effectively addressed by way of 

service delivery protocols. 

 

118. Custody policy allows for occasions when a detainee need not be roused every hour 

through the night. If a detainee is deemed low risk and has been detained for more 

than six hours, a decision can be made by a supervisor that a detainee can be left to 

sleep for a period of three hours. Staff should continue to visit the cell hourly and on 

two consecutive visits need only record signs of life; chest rising, regular breathing, 

sleeping etc. We noted eight records where this had been applied and in five 

instances we found the policy to be applied correctly with a clear rationale. There 

were however, gaps in the recording of a rationale in the remaining cases.  
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119. Observation visits and the provision of food, drinks, blankets, pillows and books, 

when requested, are generally carried out by CJPCSOs. Such activity should be 

recorded on the NCS. At Highland and Islands centres, as at other custody centres, 

staff make a note of each transaction and then update information onto the NCS 

when they return to the office, which can take some time depending on any 

interruptions. This delay in recording can lead to omissions of information, inaccuracy 

in the detail, and can raise questions about the integrity of recorded information. 

 

120. Overall, we found gaps in the timely recording of observation visits across the 

custody centres, with the exception of Fort William. Brief comments in the NCS 

records and apparent long delays in completing visits raises questions about the 

level of care and welfare provided to detainees. 

 

121. In our review of NCS records, we examined the time difference between the cell visit 

time logged on the NCS and the time stamp relating to when it was recorded on the 

system. Of the records examined, 71 had cell visits recorded, and the majority of 

these were recorded within ten minutes, which is good. There were however, some 

much longer delays with no explanation for the gaps noted. 

 

122. This matter has been the subject of previous HMICS recommendations where the 

ability to make contemporaneous records of interactions with detainees using an 

electronic tablet was considered best practice. Recommendation 3 from our joint 

custody inspection report on Lanarkshire stated: 

 

“Police Scotland should ensure that processes for recording cell checks are carried 

out consistently and recorded on the national custody system timeously.”  

 

We understand that electronic tablets previously provided for this purpose have been 

temporarily removed from all centres pending a review. However, we consider this 

recommendation to continue to have relevance for practice across all custody 

centres. 
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123. Custody policy outlines that custody officers cannot leave the custody centre when a 

person is detained. We learned that this can result in pressures as staffing levels are 

limited and, at times, local policing sergeants assume the role of custody officer – 

and some operational circumstances could require their attendance. Similar 

pressures exist for local policing officers that also have responsibility for custody 

supervision, which, as stated, is the model for the ancillary centres across the region.  

 

124. In terms of undertaking observations, custody officers at ancillary centres 

acknowledged there were occasional delays in recording visits due to other 

operational pressures or the need to respond to serious incidents that demand 

immediate attention by available officers. However, they maintained that custody 

centres would never be left unsupervised and observation duties would always be 

maintained, but acknowledged there may be late entries on the system. 

 

125. The level of potentially competing demands for officers supervising custody, while, at 

times, needing to respond to serious incidents, raises concerns about the strength of 

the model. Sergeants at Inverness have responsibility for detainees across the 

centres, however reference was made to routinely delegating responsibility for care 

and welfare to officers at the ancillary centres. Inspectors were therefore not 

confident that there was a sufficient level of intrusive oversight of detainees at 

ancillary centres. 

 
 

Recommendation 4 

 

Police Scotland should ensure that staffing of ancillary custody centres, and the care 

and welfare of detainees therein, is intrusively supervised to ensure essential care 

and welfare standards are maintained and checks are accurately and timeously 

recorded on the National Custody System. 
 

 

126. When an arrested person is brought to a police station they should always be 

searched. Often this search is limited to clothing and pockets, known as a standard 

search, but there may be occasions where it is appropriate that the search involves 

the removal of the detainees clothing, referred to as strip searches. These should be 

conducted in as dignified manner as far as is possible and must be authorised by a 

sergeant based on risk, necessity, and proportionality.  
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127. There were 19 cases of a strip search being undertaken in our sample, and the 

majority were appropriately authorised and accompanied by a suitable rationale. In 

four cases the strip search was based on previous intelligence regarding drug use, 

however there was no specific information about how recent this may have been or 

any note of concealment issues to justify the removal of clothes. We would anticipate 

fuller and more detailed rationales being recorded on the NCS to outline legal 

necessity in such circumstances. 

 

128. We have previously raised concerns regarding the recording of strip searches. 

Recommendation 3 from our report on the joint inspection of Tayside custody centre 

states: 

 

“Police Scotland should ensure that the recording of strip searches at Dundee 

custody centre provides an accurate reflection of practice.” 

 

While this has relevance for Highland and Islands custody centres, we do not intend 

to make an additional recommendation in this regard. 

 

129. The recent introduction of a new voluntary interview protocol has received a positive 

response from local policing officers in the region. This process allows officers to 

manage a person’s solicitor access requirements on their electronic devices, 

meaning that routine investigative interviews can be processed remotely by officers 

without the need to access custody facilities. This has been described by local 

officers and custody staff as a positive development, which has benefited the efficient 

operation of custody centres and reduces officer abstraction from core duties. The 

process exists independently of CJSD. 

 

Detainee care 

130. Referral to a healthcare professional (HCP) was made in 47 cases, 17 of which were 

at Inverness and 30 related to the ancillary centres. An HCP was contacted and 

attended on all occasions.  

 

131. At Inverness, we found that all medication was dispensed by the onsite healthcare 

professionals. At ancillary centres, medication was held by the local policing sergeant 

who administers this according to the prescription provided by the HCP. In some 

centres medication was stored on an office desk rather in secure cupboards. 
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132. The issue of training and compliance was addressed in our joint custody inspection 

report relating to Dumfries and Galloway. Recommendation 13 of that report states:  
 

“Police Scotland should ensure that custody staff are provided with appropriate 

training in relation to the administration of medication and that this is provided and 

refreshed in accordance with national guidance and best practice.” 

 

While this has relevance for Highland and Islands custody centres, we do not intend 

to make an additional recommendation in this regard.  

 

133. At Inverness there were just two detainees available to interview and none in the 

ancillary centres at the time of the inspection. Both detainees were complimentary 

about the custody staff and the care they provided.  

 

134. Fifty three records indicated that meals had been provided. There were 15 records 

where no meal provision was recorded and, given the length of detention, we would 

expect that they would have been. We anticipate however, that this is most likely to 

be the result of recording errors rather than a lack of provision. 

 

135. Detainees are typically offered a wash in the morning prior to attending court. Those 

being released to return home are not generally offered a wash or shower, although if 

requested, this is accommodated wherever possible. In our examination of NCS 

records, of the 48 detainees held for court, there was no record of a wash being 

offered in 37 cases. However, again we anticipate this is a gap in recording rather 

than omission of provision.  

 

136. The offer of exercise to detainees is unusual and in large part this is due to most 

police custody centres not having the facilities for this, nor the staff time to supervise 

exercise. We found that exercise was offered in four cases within our sample – three 

at Stornoway and one at Wick. All related to people detained for a lengthy time, 

which we consider good practice. 

 

137. Detainees are routinely asked if they would like to be referred to an agency to 

support them with issues such as addiction or mental health. The provision of 

services differs from area to area, however the NCS has a compulsory field that staff 

must update to indicate if the offer was accepted, declined or was not considered 

appropriate.  
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138. During this review, a referral was accepted in eight instances and declined in 28. 

Forty five records had been updated to the effect that services were not applicable. 

However, in some of these cases, inspectors considered that the circumstances 

outlined within records would have warranted a referral to specialist support services. 

We acknowledge that our knowledge of the individuals concerned is limited, however 

given the vulnerability of many detainees, as outlined previously in this report, we 

would expect to see a higher rate of referral.  

 

139. It is accepted however, that there are fewer referral routes in rural areas than in 

cities. We found that unlike other areas of Scotland, services offered in rural areas 

tend to be from statutory services. In N division, local policing officers make referrals 

through the iVPD system, where colleagues in a concern hub will consider the most 

appropriate route for referral. 

 

Staff training 

140. All custody staff, and local policing officers who perform the custody role in ancillary 

centres, are required to complete standard custody training, which is comprised of 

two mandatory courses, a custody officer induction course covering custody care and 

welfare lasting three days, and two days training on the NCS.  

 

141. Custody staff should also be trained in first aid, officer safety, fire safety, and data 

protection. Some custody staff are trained in CHS and PNC, although we were 

informed that the NCS pulls basic information from CHS that is sufficient for decision 

making. There is a new programme of refresher training hosted at the police training 

centre at East Kilbride, however, the location is particularly challenging for officers 

and staff based in Highland and Islands.  

 

142. We found gaps in training for officers supervising custody at some of the centres 

inspected. While some localised training roadshows have been delivered in the past, 

there are limited local training opportunities available resulting in significant training 

gaps of up to six months. At Stornoway, two teams had fewer than half of staff 

trained, and on one team no officers were trained.  
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143. Similar gaps were present among staff teams at Shetland and Fort William. This can 

result in increased costs to resource trained officers, and often necessitates remote 

processing of detainees by trained staff on the mainland, which has an impact on 

existing teams with already depleted resources. 

 

144. Some custody supervisors had received two days online supervisor training, which 

replaced the former two-week supervisors course delivered at the Scottish Police 

College. This is delivered in three half day online inputs. Supervisors felt that this 

training was not sufficient and highlighted where they felt gaps in the training 

remained. Concerns were raised by some staff that there is no specific team leader 

training; an issue that was highlighted in our report on the inspection of custody 

centres in Greater Glasgow. 

 

 

Area for improvement 2 
 

Police Scotland should examine training deficits within ancillary centres and take 

remedial action to ensure officers are suitably trained to undertake the role when this 

is part of their duties. 
 

 

GEOAmey and referral services 

145. Officers based at ancillary centres highlighted that the service provided by GEOAmey 

can be sporadic and is often delayed. Islands centres are required to utilise legalised 

cells because GEOAmey are often unable to organise transport from islands to the 

mainland in good time, or have insufficient staff to undertake the task. They do not 

operate 24/7 and stop at 1900 hours, meaning officers take over the legalised role 

thereafter until they return.  

 

146. Custody officers were well briefed on the different protocols required to operate 

legalised detention, and there were numerous posters reinforcing guidelines. 

However, as GEOAmey are not routinely based on islands or in remote areas, their 

attendance is by arrangement. This introduces a weakness in service provision, 

which must then be addressed by local policing officers, further removing them from 

core operational duties.  
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147. In Stornoway, the appropriate adult (AA) service is facing difficulties due to a current 

lack of qualified personnel. This has led to frequent cancellation of detainee 

interviews, sometimes for days, to await an AAs arrival from the mainland. This can 

be experienced to a degree with solicitors whereby cases may be abandoned due to 

a lack of solicitor availability. In terms of solicitor representation, pre-interview phone 

consultations are satisfactory, however physical attendance is challenging and 

requires considerable forward planning. The majority of detainees appearing at court 

are represented by off-island solicitors, whom are not often able to attend. There are 

therefore ongoing challenges in ensuring that detainees have an appropriate level of 

solicitor access and representation on the islands. 
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Healthcare – Highland and Islands 

 

148. Healthcare Improvement Scotland and HMICS inspected the Highland and Islands 

local policing division, which covers NHS Highland, NHS Shetland, NHS Orkney, and 

NHS Western Isles. The inspection focused on healthcare provision within police 

custody centres across this division. Our visits included: 

 

■ Inverness, Fort William, and Wick custody centres (NHS Highland) – 3 and 4 

June 2025 

 

■ Stornoway custody centre (NHS Western Isles) – 10 June 2025 

 

■ Lerwick custody centre (NHS Shetland) – 12 June 2025 
 

■ Kirkwall custody centre (NHS Orkney) – 17 June 2025 

 

149. This section provides an overview of current healthcare provision highlighting areas 

of good practice and recommendations for improvement to support high-quality, 

consistent care for detainees. The inspection was carried out using the joint HIS and 

HMICS framework to inspect, which adopts a human rights-based approach and 

includes person-centred indicators. All components of the Optional Protocol to the 

Convention against Torture and Other Cruel, Inhuman and Degrading Treatment or 

Punishment (OPCAT) are reflected in our methodology. 

 

How we carried out the inspection 

150. Each health board was asked to complete a self-evaluation and submit key evidence 

to inform planning. We offered pre-inspection teleconferences with healthcare staff to 

outline the process. During onsite inspections, HIS inspectors spoke with healthcare 

and custody staff and reviewed the care environment. Where possible, we also 

engaged with detainees about their healthcare experience. Inspection teams 

included HIS inspectors and, for some visits, a pharmacy Subject Matter Expert 

(SME) who provided specialist input either onsite or virtually. SMEs work under the 

lead inspector’s direction to ensure their assessment reflects current practice, 

professional knowledge, and experience. 
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Healthcare provision – NHS Highland 

Governance of healthcare 

151. Police custody healthcare in the Highland area is delivered by NHS Highland and 

governed by its Mental Health Directorate. This service supports police custody 

centres located at Burnett Road in Inverness, Fort William, and Wick. 

 

152. In Inverness and Wick, the custody healthcare service is nurse-led with support from 

Forensic Medical Examiners (FME). Inverness benefits from 24/7 nursing coverage, 

while in Wick, the service is led by an Advanced Nurse Prescriber (ANP) who also 

serves as the Clinical Service Nurse Manager (CSM). This nurse also provided 

out-of-hours cover in Wick. FMEs are available on-call to support both locations.  

 

153. In Fort William, healthcare provision was managed through a local general GP 

practice. FME cover was provided during the day by the GP practice, with an 

out-of-hours GP support available during evenings and weekends. The service 

demonstrated effective delivery for patients, with no notable gaps in provision 

identified during the inspection. 

 

154. The ability to deliver a full range of healthcare services in Fort William was shaped by 

the current service model and the typically short duration detainees are held in 

custody. As Police Scotland generally do not detain individuals there for more than 

four hours, the FME provision had been designed to align with this low-throughput 

model of custody use. Where a detainee presents with complex or ongoing 

healthcare needs, and following assessment by the FME, they were transferred to 

Inverness custody centre, where onsite 24-hour access to healthcare services is 

available. 

 

155. Healthcare delivery was effectively managed, underpinned by a robust and 

transparent governance framework. Oversight was maintained through clinical and 

care governance processes, including regular governance and multi-agency 

meetings between NHS Highland and Police Scotland. 
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156. Training records reviewed during the inspection showed good compliance with 

mandatory training and role-specific training, including modules on equality and 

human rights, the Istanbul Protocol, and trauma-informed practice. In Fort William, all 

new GPs were given the opportunity to shadow more experienced GPs attending the 

custody centre for learning and orientation.  

 

157. Clinical supervision was conducted monthly by the Senior Charge Nurse (SCN), with 

staff also benefiting from peer supervision to reflect on complex cases. Structured 

meetings were held to discuss updates, concerns, and medication management. All 

FMEs received annual appraisals, with regular peer review meetings being held to 

discuss challenging cases. 

 

158. Information on how patients could provide feedback or make complaints was clearly 

displayed in Inverness and Wick custody centres, however no information for patients 

was available in Fort William. Recommendation 5. 

 

159. At the time of inspection, no complaints had been received in the previous 12 

months. The DATIX system, a widely used incident reporting and risk management 

tool in healthcare settings, was used to report and manage incidents. These were 

reviewed in a timely manner during clinical governance meetings, with actions taken, 

outcomes monitored, and learning consistently fed back to staff to support 

continuous improvement. 

 

160. NHS Highland was a key partner in the North of Scotland Forensics and Custody 

Healthcare Alliance, often referred to as the TAY initiative. This alliance included 

NHS Grampian, NHS Tayside, NHS Orkney, NHS Shetland, and NHS Western Isles, 

and was established to address the unique challenges of delivering consistent 

forensic and custody healthcare services across rural and remote areas. This is 

considered good practice. 

 

161. As the most experienced and well-developed team within the alliance, NHS Highland 

has played a leading role in sharing knowledge and expertise across the region. This 

collaborative approach has been clearly evidenced during our inspection visits to 

other custody centres on the islands, where the influence of NHS Highland’s support 

and guidance was apparent. 
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162. The alliance promotes regional collaboration, peer support, and shared learning 

through virtual technologies and centres of expertise. It aims to enhance service 

quality, support staff development, and ensure alignment with national standards. As 

part of this commitment, the SCN and Clinical Nurse Manager (CNM) from NHS 

Highland dedicated protected time each week to support partner boards within the 

TAY initiative, contributing to the continuous improvement of patient care across the 

region. 

 

163. Treatment rooms across the custody centres were visibly clean and well maintained. 

In Inverness and Wick, healthcare staff reported being responsible for cleaning 

surfaces, while Police Scotland cleaners managed the cleaning of the floors. An 

appropriate chlorine-based cleaning product was available in both Inverness and 

Wick, though it was not observed in Fort William. Blood and body fluid spillages were 

managed by an external contractor. Healthcare staff in Inverness described the 

standard of environmental cleaning as inconsistent, and concerns were raised 

through a clear and robust escalation process with custody staff. Repairs to the 

treatment room were also reported via custody staff, although staff in Inverness 

noted variable response times for the work to be carried out. In contrast, staff in Wick 

expressed satisfaction with the timeliness of repair work.  

 

164. Care equipment was visibly clean and in good condition. Healthcare staff told us that 

it was cleaned daily and in between patient use. Hand hygiene facilities were 

available. In Inverness and Wick, PPE was available and appropriately stored; close 

to point of use and in a clean, dry area to prevent contamination. However, in Fort 

William although PPE was available, it was not stored appropriately; close to point of 

use and in a clean, dry area to prevent contamination. Recommendation 6. 

 

165. Sharps bins used to dispose of used sharps, were correctly labelled with temporary 

closures in place in the custody centres in Inverness and Wick. However, sharps bins 

in Fort William were not signed or dated. Recommendation 7. Clinical waste was 

stored securely in a locked area and was disposed of in line with guidance. 

 

166. No linen was used by healthcare staff in the custody centres. 
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167. During the inspection of Inverness custody centre, extensive refurbishment works 

were observed, including in areas adjacent to the treatment room. No HAI-Scribe9 

assessment had been completed prior to the commencement of the works. 

Inspectors raised concerns as this may increase potential infection prevention and 

control (IPC) and health and safety risks to both patients and healthcare staff. These 

concerns were discussed with the Head of Service, CSM, and SCN. 

 

168. In response, senior healthcare staff promptly arranged a joint IPC and health and 

safety visit to the custody centre on the same day. Following this visit, the treatment 

room was temporarily closed, and healthcare delivery was relocated to an alternative 

area within the custody centre. This ensured that care could continue safely while 

appropriate IPC and health and safety measures were implemented. A retrospective 

HAI-Scribe was subsequently completed. Recommendation 8. 

 

169. We saw that external IPC and health and safety inspections were carried out at 

Inverness and Wick every year, however, these inspections did not take place at Fort 

William custody centre. We saw that there was an established programme of local 

audits based on Standard Infection and Control Precautions at Inverness custody 

centre. However, there were no local IPC audits being completed at Wick or Fort 

William. Recommendation 9.  

 

170. Staff spoken with described the NHS Highland IPC Team as supportive and 

responsive. The National Infection Prevention and Control Manual (NIPCM) was 

available on the staff shared drive. Training records showed that all nursing staff had 

completed IPC training. 

 
 

Recommendation 5 
 

NHS Highland should ensure that information about how to make a complaint is 

visible and shared with patients in all custody centres. 
 

 

 

 
9 HAI-SCRIBE (Healthcare Associated Infection Systems for Controlling Risk in the Built Environment) is an 
online risk management tool designed to identify and assess for potential hazards in healthcare 
establishments. The goal of HAI-SCRIBE is to reduce infection hazards within the built healthcare 
environment. 
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Recommendation 6 

 

NHS Highland should ensure that all PPE is stored appropriately in all custody 

centres to reduce the risk of contamination. 

 

 
 

Recommendation 7 
 

NHS Highland should ensure that all sharps bins in all custody centres are labelled 

and managed in line with current guidance to ensure safe and effective waste 

management. 

 

 
 

Recommendation 8 
 

NHS Highland and Police Scotland should ensure that all infection and prevention 

control and health and safety risks are identified and managed during building works 

that will affect healthcare facilities in custody centres. 

 

 
 

Recommendation 9 
 

NHS Highland should demonstrate that assurance and monitoring systems are in 

place to support IPC practice and ensure that infection-related incidents are detected 

and responded to. 
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Access to healthcare 

171. When people were brought into custody their healthcare needs were identified 

through a vulnerability questionnaire completed by Police Scotland custody staff. The 

questionnaire identifies physical health needs, long term conditions, mental health 

issues and those at risk from substance use. The information provided by the 

detainee when completing the vulnerability questionnaire may result in a referral to 

healthcare staff. 

 

172. Although custody staff reported satisfaction with healthcare response times, the 

absence of a system to record actual waiting times, limited the service’s ability to 

demonstrate timely access. This is a national issue, as there is currently no agreed 

standard for healthcare assessment waiting times in police custody across Scotland. 

Inverness had a more structured approach, with referrals submitted electronically and 

triaged using a Red-Amber-Green (RAG) system. However, even with this system, 

the lack of a national standard or consistent data collection makes it difficult to 

evidence equitable and prompt access across all locations. There were effective 

processes in place to refer individuals to healthcare services In Wick, referrals were 

made verbally by custody staff during working hours, with out-of-hours referrals 

directed through Inverness. In Fort William, custody staff requested GP input via 

healthcare staff based in Inverness. 

 

173. We were told detainees could also request to see healthcare staff at any point. 

Information regarding healthcare services was included in the booklet ‘Your rights 

when you are at the police station’. In Wick custody centre, posters were displayed at 

the charge bar detailing the healthcare that could be offered. Healthcare and police 

custody staff could access interpretation services to support patients with the 

vulnerability assessments and ongoing healthcare assessments. Language 

identification posters were visible in the charge bar area of the custody centre. 

 

174. The Criminal Justice Services Division, in collaboration with healthcare partners, has 

developed guidance to clarify the roles and responsibilities of custody staff in 

maintaining patient confidentiality during healthcare interventions. Inspectors were 

informed that this guidance was being followed and monitored, with clinical 

examinations generally taking place in the treatment room. Patients could also be 

seen in their cell if their healthcare condition required this. 
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175. Across all custody centres, a risk assessment was carried out prior to patient 

consultations to determine the appropriate level of police staff presence. In Inverness 

and Wick, inspectors were told that the treatment room door is kept closed during 

consultations unless a safety concern was identified. However, in Fort William, 

inspectors were informed that despite a risk assessment being completed, the 

treatment room door is generally left open during consultations, due to the door being 

heavy and requiring effort to open, with a custody staff member positioned outside 

and out of hearing range. This allowed healthcare staff to summon help if required, 

without compromising confidentiality. 

 

176. Custody and NHS staff used different computer systems that did not connect with 

each other, which made it harder to share information directly. Custody staff used the 

National Custody System (NCS), while NHS staff use Adastra.10 In Inverness and 

Wick, healthcare recommendations were emailed to a shared custody inbox and then 

added to the NCS. In Fort William, recommendations were written down and handed 

to custody staff, this information was then copied onto NCS and the paper copy 

disposed of appropriately. Healthcare and custody staff shared updates verbally to 

help communication. 

 

177. NHS staff understood the process for recording injuries that may have been caused 

by the use of force. Where possible, any detainee request for specific healthcare staff 

to carry out health assessments would be facilitated. 

 

178. All custody cells were wheelchair accessible, except those at Fort William. At 

Inverness custody centre, one cell was equipped with a raised bed to support 

detainees with mobility issues. Inspectors were informed that when individuals 

presented with complex physical, social, or care needs, a registered nurse would 

carry out a 'fitness to remain in custody' assessment. This would then be followed by 

a joint discussion between custody staff and healthcare staff to determine 

appropriate care. Emergency equipment, including oxygen, suction machines, and 

automated external defibrillators were available at Inverness and Wick custody 

centres, with evidence of regular weekly and monthly checks. In the event of a 

medical emergency, the Fort William custody centre relied on the Scottish 

Ambulance Service (SAS), who share the premises, as the facility itself is equipped 

only with a basic first aid box. 

 
10 Adastra is an IT solution for use in police custody centres used by NHS staff and commissioned services. 
It is used as a clinical health recording system to support clinical care delivery for patients in police custody. 
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179. Systems were in place to manage emergency situations and minor injuries. In 

Inverness, healthcare staff had completed joint training and shadowing with SAS to 

better understand each other’s roles in delivering emergency care. In Wick, the CNM 

had engaged with the local emergency department to discuss the scope of care that 

could be provided in custody. This collaborative approach is considered good 

practice. 

 

180. Training records showed that all nursing staff had completed Immediate Life Support 

training. The GPs with responsibility for Fort William custody centre were trained in 

Advanced Life Support. 

 

Medicines management  

181. NHS Highland had a pharmacist with responsibility for overseeing the governance of 

medicine management in the custody centres. They also provided clinical advice if 

required. The service had a range of Standard Operating Procedures (SOP) to 

support staff with the safe supply, storage, dispensing and safe destruction of 

medicines. Processes were also in place to order medications, including controlled 

drugs. Stock medications including controlled drugs were held in both Inverness and 

Wick custody centres, no stock medications were held at Fort William custody centre. 

 

182. The pharmacist would visit the custody centre in Inverness to safely destroy out of 

date or no longer required controlled drugs. In Wick custody centre, controlled drugs 

were taken to Caithness General Hospital for destruction. We observed that 

controlled drug registers were well completed. In Wick, we were told and saw that 

custody staff were the second signatory when controlled drugs were being checked. 

No formal training was in place to support custody staff to carry out this role. 

Recommendation 10. A controlled drug license was in place for the custody centre 

in Inverness and we were told that the controlled drug license for Wick custody 

centre was in the process of being renewed. 

 

183. The service had processes in place to ensure effective stock rotation and regular 

checking of expiry dates. During this inspection, drugs that were checked were found 

to be within their expiration dates. For drugs that were nearing their expiry date, a 

process was in place to return them to the pharmacies at Raigmore and Caithness 

General Hospitals, so that they could be used, therefore reducing waste. This is 

considered good practice. 



 

63 
 

184. Various methods were used to ensure robust medication reconciliation, including 

reviewing electronic records and consulting with the patient. This ensured that 

patients received their usual medication whilst detained, including any Opiate 

Substitution Therapy (OST). All registered nurses were non-medical prescribers and 

prescribed all medications. Prescriptions were recorded on Adastra, including 

prescriptions for controlled drugs. The healthcare team were aware of the recent 

communication from HIS with regards to prescribing via Adastra. In Inverness, a 

direction to administer was printed from Adastra and was signed by the prescriber. 

Administration of the medications was recorded on the direction to administer as well 

as on Adastra. All medications in Inverness custody centre were administered by 

nurses. 

 

185. In Wick custody centre, healthcare staff dispensed medication into 

multi-compartment compliance aids to enable custody staff to administer medication; 

this did not include OST, which was dispensed by a nurse. Healthcare staff were able 

to describe the process for using compliance aids and a SOP was in place to support 

the use of them.  

 

186. Patients in Fort William Custody centre who required medications were generally 

transferred to Inverness custody centre. However, if they were not transferred and 

the patient required medications, these were supplied and given by the GP. 

Multi-compartment compliance aids were available for those patients who did require 

medications for a longer period time whilst in Fort William custody centre. 

Compliance aids were filled by the visiting GP. 

 

 

Recommendation 10 
 

NHS Highland and Police Scotland should ensure that custody staff involved in the 

checking of controlled drugs have had appropriate training. 

 

 

 

 

 

 

 



 

64 
 

Substance use 

187. In Inverness and Wick, nursing staff assessed patients who appeared to be under the 

influence of, or withdrawing from, alcohol or substances. They had access to the 

appropriate tools for monitoring withdrawals, carried out physical observations and 

prescribed detoxification medication where required. Similarly, in Fort William, GPs 

carried out assessments for detainees presenting with substance use concerns, 

ensuring appropriate clinical care and access to detoxification support where 

necessary. 

 

188. In all custody centres, processes were in place for confirming, collecting and 

administering community prescriptions for patients within custody who were 

prescribed OST. 

 

189. For patients appearing in court, OST was not routinely given prior to attending. 

However, detainees were consistently leaving for court early in the morning and 

communication systems were in place to ensure that OST was administered to 

patients upon release through community pharmacy services to ensure continuity of 

their OST.  

 

190. Protocols and procedures were in place to ensure the continuation of daily 

prescribing requirements over weekends. 

 

191. The Scottish Government’s Medication Assisted Treatment standards, which came 

into effect in April 2022, aim to ensure the consistent delivery of safe, accessible, and 

high-quality drug treatment across Scotland. Custody healthcare services have taken 

a proactive approach to implementing these standards. Detainees identified as being 

at risk of drug-related harm were offered a targeted intervention focused on 

substance use and harm reduction in Inverness and Wick. We consider this good 

practice. Detainees in Fort William were supported on an individual basis based on a 

clinical assessment. These interventions were available to both detainees already 

engaged with Drug and Alcohol Recovery Services (DARS) and those who are not. 

Detainees can also be referred to community DARS teams, Harm Reduction 

Services, and outreach teams for further support. 
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192. A range of harm reduction information and interventions were available and well 

utilised across all custody centres. Blood borne virus testing was offered to patients 

accessing healthcare in Inverness and Wick, but not routinely in Fort William, where 

FMEs signposted individuals to community services for follow-up. All healthcare 

professionals had access to Naloxone11 and were trained to administer it. In Wick, 

where there was not an onsite 24/7 healthcare provision, inspectors were told police 

sergeants and custody constables were trained and had access to Naloxone, 

therefore, there would always be someone available to deliver it when required. Take 

home Naloxone kits were also available to detainees. 

 

193. There was a process in place for nicotine replacement therapy to be made available 

to detainees. 

 

Mental health 

194. Healthcare staff in custody settings were responsible for the initial triage and mental 

health screening of individuals in custody. While there were established processes 

for identifying and sharing risks between healthcare and custody staff, inspectors 

found that once a need for further assessment by secondary mental health services 

was identified, there was no clearly defined or consistently applied referral pathway, 

particularly for individuals requiring hospital admission. 

 

195. Significant inconsistencies were observed in the effectiveness of care pathways for 

those needing specialist mental health input. These inconsistencies often resulted in 

delays in accessing timely and appropriate care. 

 

196. For individuals requiring forensic mental health assessments, typically those involved 

with the criminal justice system, person-centred protocols were in place. These 

ensured that assessments were conducted by forensic mental health professionals 

within the custody setting, with access to high-security forensic inpatient beds when 

necessary. 

 

 

 

 
11 Naloxone is an emergency antidote to overdoses as a result of heroin (or other opioid/opiate) use, which 
reverses the suppression of the respiratory system. 
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197. In contrast, individuals experiencing acute mental health crises who did not require 

forensic services were intended to be admitted to general acute mental health units, 

which offer moderate security and focus on crisis stabilisation. However, the referral 

pathway to these services was not clearly understood by either inspectors or clinical 

staff within police custody. The process was often inconsistently applied, contributing 

to delays in accessing appropriate care.  

 

198. Despite efforts by custody healthcare teams to work with secondary mental health 

care services, joint working was often ineffective, resulting in delays in assessment 

and hospital admission. A working group led by NHS Highland had been active for 

two years to improve protocols and pathways. However, inspectors expressed 

concern that progress remained limited, with patients continuing to face multiple 

assessments, long waiting times, and reluctance from secondary mental health care 

services to engage or provide timely support. Recommendation 11. 

 

199. Protocols and processes were in place to ensure that custody was not used 

inappropriately as a place of safety, and that individuals were instead directed to 

suitable healthcare environments. 

 

 

Recommendation 11 

 

NHS Highland must establish a clear, standardised referral pathway for mental health 

assessments in custody, supported by formal collaboration between custody 

healthcare teams and secondary mental health services, to ensure timely, 

coordinated, and person-centred care. 
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Pre-release pathways and referrals  

200. When a detainee is transferred from a custody centre to court, a Person Escort 

Record (PER) form is completed. This form includes details about the patients’ 

medical condition and prescribed medications, which are sourced from the NCS. 

 

201. There was clear evidence of signposting detainees to community support services, 

with custody staff demonstrating a strong awareness of the support available locally. 

A variety of leaflets and posters were displayed in custody centres, providing 

information on mental health, substance use, health and wellbeing, harm reduction, 

peer support, and family support services. 

 

202. Guidance for healthcare staff on making onward referrals to community services was 

embedded within the SOP for both community mental health teams and substance 

use services. 

 

203. Healthcare staff also had established communication processes with community 

pharmacies; mental health services and substance use services to ensure continuity 

of care following release from custody.  

 

204. All custody centres had access to the Highland Interface Community Support 

Service. In Inverness, support workers visited the custody centre to raise awareness 

and encourage engagement with community services. Detainees held in Wick and 

Fort William could also be referred to the Highland Interface by custody staff. 
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Healthcare provision – NHS Western Isles 

Governance of healthcare 

205. Police custody healthcare in the Western Isles is delivered by NHS Western Isles, 

which is governed through the Primary Care Department, led by the Family Health 

Services Manager. 

 

206. This service supported police custody centres located in the Isle of Lewis and Harris, 

Uist, and Barra. In the Isle of Lewis and Harris, the service was nurse-led by 

Advanced Nurse Practitioners (ANPs), with individuals in custody attending the 

Stornoway Police Station. As part of this inspection, we visited only the Stornoway 

Police Station, due to the higher throughput of individuals in custody at this location. 

We did not visit custody centres in Uist and Barra. We were informed that in Uist and 

Barra, the service was managed by local 2C GP practices (GP practices run by the 

NHS Board). The model of having all services delivered by the NHS Board has 

strengthened oversight and promoted equitable training opportunities for all staff 

involved in custody assessments across the Western Isles. During evenings and 

weekends, the service in Uist and Barra was supported by the out-of-hours GP rota. 

 

207. Over the past four years, NHS Western Isles has transitioned to a nurse-led ANP 

model for custody healthcare in the Isle of Lewis and Harris, supported by an 

established urgent care workforce. The service was delivered by ANPs, with local 

GPs offering on-call support as needed to maintain service coverage. The formation 

of a Custody Working Group, comprising of NHS Western Isles and Police Scotland, 

has led to the development of new care pathways, enhanced staff skills in managing 

individuals in custody, and strengthened overall service delivery. We considered 

this to be an example of good practice. 

 

208. For specialist assessments, such as those related to mental health and substance 

use, the service has well-established and responsive pathways. Once an individual in 

custody is seen by an ANP or GP, they can be referred to the appropriate specialist 

service as needed. The service operated an integrated model that enabled joint 

assessments, particularly between mental health and substance use teams, ensuring 

timely, person-centred care. We considered this to be good practice. 

 

 



 

69 
 

209. Healthcare delivery was well managed, with a clear governance structure in place. 

Oversight was maintained through clinical and care governance processes, including 

regular governance and multi-agency meetings between NHS Western Isles and 

Police Scotland.  

 

210. Training records reviewed during the inspection demonstrated compliance with both 

mandatory and role-specific training requirements; however, staff had not received 

training in the Istanbul Protocol.12 Recommendation 12. ANPs had completed the 

NHS Education for Scotland (NES) Rural Advanced Practitioner programme. We 

considered this to be good practice. 

 

211. There was no visible information about how a detainee could make a complaint or 

give feedback on the healthcare service they received within the custody centre. 

Recommendation 13. At the time of our inspection, we found no evidence of any 

complaints being submitted within the past year. 

 

212. The DATIX system, a widely used incident reporting and risk management tool in 

healthcare settings was being used by healthcare staff to record any incidents and 

adverse events. Incidents were reviewed and learning was shared within team 

meetings. 

 

213. The treatment room in the Stornoway custody centre was visibly clean. Healthcare 

staff told us they were responsible for cleaning the surfaces in the treatment room. 

Cleaning of the floors was the responsibility of the custody centre cleaner. An 

appropriate chlorine-based cleaning product was not available in the treatment room. 

The management of blood or body fluid spillages was completed by an external 

company. Concerns with cleaning would be escalated through Police Scotland. Any 

repairs to the treatment room were reported through Police Scotland. 

 

214. Patient equipment was visibly clean and in good condition. Healthcare staff told us 

that it was cleaned daily and in between patient use. Hand hygiene facilities were 

available. The only Personal Protective Equipment (PPE) available were gloves, 

however, these were not stored appropriately; close to point of use and in a clean, 

dry area to prevent contamination Recommendation 14. 

 
12 OHCHR, Istanbul Protocol, 29 June 2022. 

https://www.ohchr.org/sites/default/files/documents/publications/2022-06-29/Istanbul-Protocol_Rev2_EN.pdf
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215. Sharps bins used for disposing of used sharps were available but not signed and 

dated. Recommendation 15.  

 

216. Although a clinical waste bin was available, the bag was not colour coded and clearly 

labelled. Recommendation 16. Clinical waste was stored securely and was 

disposed of in line with guidance. 

 

217. No linen was used by healthcare staff in the custody centres. 

 

218. During the inspection, we observed that a ceiling tile had been removed in the 

treatment room due to water ingress because of heavy rainfall. NHS Western Isles 

had not been informed of the damage. We raised this with senior healthcare staff, 

including the Associate Medical Director, the Family Health Service Manager and the 

Lead for Urgent and Unscheduled care. They immediately arranged a health and 

safety visit to the custody centre. Following the visit, the examination couch was 

moved to another area within the treatment room away from the missing ceiling tile 

and a visit from the Health Protection Team was arranged. Once the Health 

Protection Team’s completed reports have been received, a contingency plan will be 

developed to reduce the potential IPC and Health and Safety risk to both patients 

and staff. Recommendation 17. 

 

219. There was no programme of local IPC audits in place. Recommendation 18. Staff 

spoken with described that NHS Western Isle’s Health Protection Team supported 

community areas, including police custody. The National Infection Prevention and 

Control Manual (NIPCM) was available on the staff shared drive. Training records 

showed all nursing staff had completed IPC training. 

 

 

Recommendation 12 

 

NHS Western Isles should ensure that healthcare staff working within custody 

centres are trained in relevant human rights protocols. 
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Recommendation 13 

 

NHS Western Isles should ensure that information on how to make a complaint is 

clearly visible and shared with patients. 

 

 
 

Recommendation 14 
 

NHS Western Isles should ensure that recommended PPE is available and stored 

appropriately to reduce the risk of contamination. 
 

 

 

Recommendation 15 

 

NHS Western Isles should ensure that all sharps bins are labelled and managed in 

line with current guidance appropriately to ensure safe and effective waste 

management. 
 

 

 

Recommendation 16 

 

NHS Western Isles should ensure that all clinical waste is segregated into suitable 

colour-coded and appropriately labelled receptacles for disposal. 

 

 
 

Recommendation 17 

 

NHS Western Isles should ensure that all potential IPC and health and safety risks 

are identified, communicated and managed to reduce potential risk for patients and 

staff. 

 

 
 

Recommendation 18 

 

NHS Western Isles should demonstrate that assurance and monitoring systems are 

in place to support IPC practice and ensure that infection related incidents are 

detected and responded to. 
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Access to healthcare 

220. When people were brought into custody, their healthcare needs were identified 

through a vulnerability questionnaire completed by Police Scotland custody staff. The 

questionnaire identifies physical health needs, long term conditions, mental health 

issues and those at risk from substance use. The information provided by the 

detainee when completing the vulnerability questionnaire may result in a referral to 

healthcare staff. 

 

221. Although custody staff reported satisfaction with healthcare response times, the 

absence of a system to record actual waiting times, limits the service’s ability to 

demonstrate timely access. This is a national issue, as there is currently no agreed 

standard for healthcare assessment waiting times in police custody across Scotland. 

Custody staff refer patients to the on-call clinician. A list of ANPs and GPs, including 

contact details, is shared with all custody centres a month in advance. All calls are 

triaged, and depending on the patient’s needs, the healthcare professional either 

attends the custody centre or advises hospital attendance. 

 

222. Detainees could also request to see healthcare staff at any point. Healthcare staff 

told us these requests would always be facilitated. Information regarding healthcare 

was included in the booklet ‘Your rights when you are at the police station’. 

Healthcare and police custody staff could access interpretation services to support 

patients with the vulnerability assessments and ongoing healthcare assessments. 

Language identification posters were visible in the charge bar area of the custody 

centre. 

 

223. The Criminal Justice Service Division, in collaboration with healthcare partners, had 

produced guidance and clarity for custody staff on their role and responsibilities for 

maintaining patient confidentiality for detainees when undergoing intervention and 

treatment by the healthcare team. Inspectors were told that this was being followed 

and monitored, with clinical examinations generally carried out in the treatment room. 

Inspectors were told that the door to the treatment room would be closed during 

patient consultations, unless custody staff had highlighted this as a safety risk. 

 

 

 



 

73 
 

224. The separate electronic systems used by custody staff and NHS staff to record 

custody data were unable to connect with each other to share information. Custody 

staff use the National Custody System (NCS) to record information relevant to 

detainees, whereas NHS staff use Adastra.13 Healthcare recommendations were 

given verbally to custody staff. A more robust system should be introduced to reduce 

the risk of healthcare information being missed or recorded incorrectly. 

Recommendation 19. NHS staff were aware of the process for identification and 

documentation of injuries allegedly sustained because of force. Where possible, any 

detainee request for specific healthcare staff to carry out health assessments would 

be facilitated. 

 

225. There were no wheelchair accessible cells in the custody centre. An automated 

external defibrillator was available in the custody centre and inspectors were told this 

was checked by custody staff on a regular basis. Systems and processes were in 

place for the management of emergency situations and minor injuries. Training 

records showed all nursing staff had completed Immediate Life Support training. 

 

 

Recommendation 19 
 

NHS Western Isles should review its process for sharing healthcare information on 

patients with custody staff to reduce the risk of healthcare information being missed 

or recorded incorrectly. 
 

 

Medicines management  

226. NHS Western Isles had a pharmacist, a pharmacy technician and a pharmacy 

assistant overseeing medicine management within the Stornoway custody centre. No 

stock medications were held in Uist and Barra. The service had Standard Operating 

Procedures (SOP) to support staff in the safe supply of medicine and to manage the 

drug stock levels for Stornoway police custody centre. No controlled drugs were held 

in the custody centres.  

 

 

 

 
13 Adastra is an IT solution for use in police custody centres used by NHS staff and commissioned services. 
It is used as a clinical health recording system to support clinical care delivery for patients in police custody. 
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227. The medication cupboard keys were securely kept with the urgent and unscheduled 

care team at the local hospital. There was an established process evident to ensure 

stock levels are monitored and expiry dates checked on a bi-monthly basis. 

 

228. Various methods were used to ensure robust medication reconciliation, including 

reviewing electronic records and consulting with the patient. This ensured that 

patients received their usual medication whilst detained. There were processes in 

place with the Substance Use Services to ensure that detainees would be assessed 

for withdrawals, and where a patient was noted to be established on Opiate 

Substitution Therapy (OST), their treatment was continued during their period in 

custody. Medications were prescribed by the ANPs, who were non-medical 

prescribers and the GP, and recorded on Adastra. We were told only prescribers had 

access to the function within Adastra to support the prescribing of medicines. 

 

229. The supply of medication, if not available from the custody centre stock cupboard, 

was collected from the local hospital or where possible, the patient’s home by 

custody officers. 

 

230. We were told by the Unscheduled Care Team lead and lead pharmacist that 

medicines were dispensed through the use of multi-compartment compliance aids, 

which were prepared by the GP or ANP, to enable custody staff to administer 

medication. However, custody staff told us that they may be advised by the 

healthcare professional, over the phone, to administer patient’s own over-the-counter 

medication. There was evidence that a SOP for the administration of medicines was 

in development. Recommendation 20. 

 
 

Recommendation 20 
 

NHS Western Isles should ensure that the SOP for the administration of medication 

is completed as a priority to ensure the safe administration of medications for their 

patients 
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Substance use 

231. ANPs assessed patients who appeared to be under the influence of, or withdrawing 

from, alcohol or substances. They had access to the appropriate tools for monitoring 

withdrawals, carrying out physical observations and prescribed detoxification 

medication where required. 

 

232. The Substance Use Team based in Stornoway forms part of the healthcare service 

provided within police custody. They attend the custody centre to assess individuals 

and determine any further interventions required. Their responsiveness to requests 

for assessment, treatment, or support for detainees with substance use needs was 

viewed positively by custody staff. This timely involvement helped to ensure 

individuals receive appropriate care without delay, reduces the risk of 

withdrawal-related complications, and supports continuity of treatment during their 

time in custody.  

 

233. In the Western Isles, the majority of individuals receiving OST were prescribed 

Buvidal, a long-acting injectable. This facilitated continuity of treatment for those who 

enter police custody. Naloxone14 was available in custody areas for emergency use, 

and take-home kits with training could also be provided to detainees.  

 

234. We did not see any visible evidence of health promotion posters or self-help 

information within the custody areas. This was being addressed by staff following 

discussion. 

 

Mental health 

235. In custody settings, initial triage and mental health screening was carried out by the 

on-duty ANP or GP. If a full mental health assessment was needed, a Registered 

Mental Health Nurse (RMN) from the Adult Mental Health service attended the 

custody centre. 

 

236. The Adult Mental Health service in NHS Western Isles operated as a coordinated 

network, including mental health, addiction, learning disability, and older adult teams, 

as well as consultant psychiatrists and inpatient services. This integrated model 

enabled joint assessments, particularly between mental health and addiction 

services, ensuring timely, person-centred care. 

 
14 Naloxone is an emergency antidote to overdoses as a result of heroin (or other opioid/opiate) use, which 
reverses the suppression of the respiratory system. 
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237. The Mental Health Team provided 24-hour on-call cover, supporting prompt access 

to care. Clear procedures and protocols were in place to ensure effective 

communication of risk between healthcare and custody staff. This integrated and 

responsive approach was considered good practice. Mental health assessments 

and risk evaluations were carried out using standardised tools. A structured 

communication form is completed when an assessment is required before court. 

While the RMNs were not yet fully trained in the electronic records system used in 

custody, training was planned. Standardised assessments and risk assessments 

would therefore be recorded on the MORSE clinical IT system specific to mental 

health services. 

 

238. Both mental health staff and custody staff we spoke to confirmed that Stornoway’s 

police custody centre was not used as a place of safety under section 297 of the 

Mental Health Care and Treatment, Scotland Act 2003. Police officers would take the 

patient requiring urgent mental health care to Western Isles Hospital, which was the 

designated place of safety. 

 

Pre-release pathways and referrals  

239. When a detainee is transferred from a custody centre to court, a Person Escort 

Record (PER) form is completed. This form included details about the patients’ 

medical condition and prescribed medications, which are sourced from the NCS. 

 

240. There was clear evidence of signposting detainees to community support services, 

including referral to health and third sector agencies. SOPs to support referral to 

mental health services and Substance Use Team were in place. Referrals could be 

made by both healthcare staff and custody staff.  

 

241. Within the custody centre, there were patient information leaflets available which 

were printed as needed. Leaflets included details for health contacts, third sector 

agencies, recovery and harm reduction services and self-help support via mobile 

phone applications apps. For example, STOPP-decider skills, Calm Harm, Clear fear 

and Silver Cloud CBT. Healthcare and custody staff showed awareness of the impact 

of release from custody on individuals, their families and communities, and made 

appropriate referrals to support services to ensure continuity of care. 

  

https://www.legislation.gov.uk/asp/2003/13/section/297
https://www.legislation.gov.uk/asp/2003/13/section/297
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Healthcare provision – NHS Shetland 

Governance of healthcare 

242. Prior to 2023, custody healthcare services relied heavily on locum GPs, with only one 

permanent GP in place. This model was considered unsustainable due to its 

overdependence on temporary staff, which posed risks to service continuity and 

quality. In response, a pilot programme was launched to introduce Advanced Nurse 

Practitioners (ANPs) into the service. This initiative was supported by targeted 

training and off-island placements, aimed at building the necessary skills and 

capacity within a more stable and resilient workforce. The healthcare service is now 

delivered by a team of ANPs and local substantive GPs on an on-call basis in hours 

and was fully integrated into the out-of-hours (OOH) service. Leadership was 

provided by senior nursing and primary care staff, with regular team meetings 

supporting continuous improvement.  

 

243. Managed directly by the NHS Board, the service operated within a clear governance 

structure. No complaints or adverse events had been reported in the past 12 months. 

Any complaints or issues received would be managed through NHS Shetland’s 

formal complaints process and recorded in the Datix system, a widely used incident 

reporting and risk management tool in healthcare settings. Complaints would be 

reviewed by the custody healthcare team and the Clinical and Professional Oversight 

Group to ensure appropriate action, accountability, and continuous quality 

improvement. However, no information on how to provide feedback or make a 

complaint was observed as being available within the custody centre, which may limit 

the patient’s ability to raise concerns or suggestions. This was an area that could be 

strengthened to support transparency and service user engagement. 

Recommendation 21. 

 

244. New staff received comprehensive induction materials covering both NHS Shetland 

and custody-specific guidance. Multi-agency meetings with Police Scotland and 

community services had not taken place for some time, but plans were in place to 

restart them, with both organisations recognising this as a key gap that needed 

support to strengthen collaboration. All staff benefitted from peer supervision to 

reflect on complex cases and had annual appraisals. Structured meetings were held 

to discuss updates, concerns, and medication management. 
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245. Clear referral pathways were in place for access to A&E, mental health, primary care, 

and substance use services, including emergency 999 referrals. A Standard 

Operating Procedures (SOP) for medicines management was being developed, 

alongside local SOPs for custody services to enhance consistency and safety as the 

service develops. Despite a lack of SOPs, healthcare and custody staff we spoke 

with were able to describe clearly and consistently how healthcare was delivered. 

Data collection had been delayed due to the late implementation of Adastra,15 this 

system will support future audit and reporting. Local audits were a planned area for 

improvement.  

 

246. Notably, staff showed a strong awareness of the local population’s needs. NHS 

Shetland aimed to shift custody healthcare from reactive to proactive, addressing 

complex needs more holistically. Recognising the limits of police referrals, plans 

included expanding access to all detainees, increasing ANP outreach for those facing 

barriers, and strengthening post-release support, marking a positive step towards 

greater equity and improved outcomes.  

 

247. The treatment room was visibly clean and tidy. Healthcare staff told us they were 

responsible for cleaning the surfaces in the treatment room. Cleaning of the floors 

was the responsibility of the custody centre cleaner. An appropriate chlorine-based 

cleaning product was not seen to be available. The management of all blood or body 

fluid spillages, including those in the treatment room, was completed by an external 

company. Healthcare staff described the standard of environmental cleaning as 

satisfactory. Concerns with cleaning would be escalated through Police Scotland. 

 

248. We noted some damage to the walls and the flooring in the treatment room, which 

would not allow for effective decontamination. Recommendation 22. Any repairs or 

works required to be carried out in the treatment room were reported through Police 

Scotland or NHS Shetland estates and facilities department. 

 

249. Care equipment was visibly clean and in good condition. Healthcare staff told us that 

it was cleaned between patient use. Hand hygiene facilities were available; however, 

hand soap, alcohol-based hand rub and hand towels were not in wall mounted 

dispensers. Recommendation 23. Personal Protective Equipment (PPE) was 

available and appropriately stored. 

 
15 Adastra is an IT solution for use in police custody centres used by NHS staff and commissioned services. 
It is used as a clinical health recording system to support clinical care delivery for patients in police custody. 
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250. Sharps bins, which were used to dispose of used sharps, had their temporary 

closures in place, but were not correctly labelled. They were stored on the floor under 

the treatment couch. Recommendation 24. Clinical waste was disposed of in line 

with guidance. 

 

251. No linen was used by healthcare staff in the custody centres. There was no 

programme of local IPC audits being carried out to provide assurance. 

Recommendation 25. The National Infection Prevention and Control Manual 

(NIPCM) was available on the staff intranet, and we were told that the NHS Shetland 

IPC team were easily contactable for advice. Training records showed that all nursing 

staff had completed IPC training. 

 
 

Recommendation 21 

 

NHS Shetland should ensure that clear and accessible information on how to provide 

feedback or make a complaint is visibly displayed in the custody centre to support 

transparency and service user engagement. 
 

 
 

Recommendation 22 

 

NHS Shetland and Police Scotland should ensure that the treatment room in the 

custody centre is maintained to a high standard to allow for effective 

decontamination. 
 

 
 

Recommendation 23 

 

NHS Shetland should ensure that hand soap, alcohol-based hand rub and hand 

towels are appropriately stored and ready for use. 
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Recommendation 24 

 

NHS Shetland should ensure that sharps bins are labelled and managed in line with 

current guidance to ensure safe and effective waste management. 

 

 
 

Recommendation 25 
 

NHS Shetland should demonstrate that assurance and monitoring systems are in 

place to support IPC practice and ensure that infection-related incidents are detected 

and responded to. 

 

 

Access to healthcare 

252. When people were brought into custody their healthcare needs were identified 

through a vulnerability questionnaire completed by Police Scotland custody staff. The 

questionnaire identifies physical health needs, long term conditions, mental health 

issues and those at risk from substance use. The information given by the detainee 

when completing the vulnerability questionnaire may result in a referral being made 

to healthcare staff. 

 

253. Although custody staff reported satisfaction with healthcare response times, the 

absence of a system to record actual waiting times, limited the service’s ability to 

demonstrate timely access. This was not unique to Shetland; there is currently no 

nationally agreed standard for healthcare assessment waiting times in police custody 

across Scotland. In Lerwick, referrals were made via phone to Gilbert Bain Hospital 

reception, who then contacted the on-call or OOH healthcare staff. These staff triage 

referrals based on clinical need and wider service demands, but without recorded 

data, it was difficult to evidence equitable and prompt access for all detainees.  

 

254. Detainees could also request to see healthcare staff at any point. Healthcare staff 

and custody staff told us these requests would always be facilitated. Information 

regarding healthcare services was included in the booklet ‘Your rights when you are 

at the police station’. Healthcare and police custody staff could access interpretation 

services to support patients with the vulnerability assessment and ongoing 

healthcare assessments. Language identification posters were visible in the charge 

bar area of the custody centre. 
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255. The Criminal Justice Service Division, in collaboration with healthcare partners, had 

produced guidance and clarity for custody staff on their role and responsibilities for 

maintaining patient confidentiality when undergoing intervention and treatment by the 

healthcare team. Most of the healthcare was delivered in a patients’ cell due to the 

limited size of the treatment room at Lerwick custody centre. According to staff, the 

cell door was generally left open, with custody personnel situated outside and out of 

hearing range, allowing healthcare staff to summon help if required without 

compromising confidentiality. 

 

256. The separate electronic systems used by custody staff and NHS staff to record 

custody data were unable to connect with each other to share information. Custody 

staff use the National Custody System (NCS) to record information relevant to 

detainees, whereas NHS staff use Adastra. We were told that healthcare 

recommendations, including those relating to medications were recorded directly 

onto the NCS system by healthcare staff. While this approach reduces the risk of 

healthcare information being missed or wrongly transcribed, NHS Shetland and 

Police Scotland should ensure that appropriate governance systems are in place to 

support this approach. Recommendation 26. Additionally, healthcare staff and 

police custody staff were able to provide verbal updates on the patients. Healthcare 

staff were aware of the process for identification and documentation of injuries 

allegedly sustained because of force. Where possible, any detainee request for 

specific healthcare staff to carry out health assessments would be facilitated. 

 

257. Cells were not wheelchair accessible and none had raised beds that could be used to 

support those detainees with mobility issues. Inspectors were told if patients had 

complex physical, social or care needs, a fitness to remain in custody assessment 

would be completed by the ANP followed by a joint discussion between custody staff 

and healthcare staff. This is considered good practice. 
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258. Systems and processes were in place for the management of emergency situations 

and minor injuries. An automated external defibrillator and airway management 

equipment was available in the custody centre and the GPs and ANPs attending the 

custody centre would also bring their own emergency equipment. OOH vehicles also 

used contained oxygen if required. Emergency medications were also available and 

in date. We were told that OOH equipment was checked as part of the OOH 

healthcare staff duties. However, records of these checks of the equipment in 

Lerwick custody centre being checked were not kept. Recommendation 27. 

 

259. Training records showed that all nursing staff had completed appropriate emergency 

care training. 

 
 

Recommendation 26 

 

NHS Shetland and Police Scotland should ensure robust governance is in place to 

manage the secure and accurate sharing of healthcare information. 

 

 

 

Recommendation 27 
 

NHS Shetland should introduce a process to provide evidence that emergency 

equipment in Lerwick custody centre has been checked and is ready for use. 
 

 

Medicines management  

260. NHS Shetland had a pharmacist responsible for overseeing the governance of 

medicine management in the custody centre. They also provided clinical advice 

relating to medications if required.  
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261. Small amounts of stock medications were stored on site. Paracetamol, which custody 

staff needed to access when it was required by patients, was stored in the same 

cupboard as the stock medication. As custody staff had access to the drug keys and 

cupboard, they could also access prescription only stock medication. 

Recommendation 28. It was the responsibility of the pharmacy team to ensure the 

medication cupboard was topped up. It was noted that this should be done weekly, 

but the inspection team was advised that this had not been consistent due to staffing 

issues within the pharmacy. During this inspection, the drugs checked were found to 

be within their expiration dates. Controlled drugs were not held at Lerwick custody 

centre. Instead, controlled drugs were held in a dedicated controlled drugs cupboard 

in the Emergency Department of the local hospital. Custody healthcare staff and 

pharmacy staff were responsible for checking and managing the stock of these 

controlled drugs. When controlled drugs were required in the custody centre, they 

were transported from the Emergency Department to the custody centre by 

healthcare staff in their own or in OOH cars. We were told that medications were not 

securely stored in a lockable container during transfer. Recommendation 29. 

 

262. Various methods were used to ensure robust medication reconciliation, including 

reviewing electronic records and consulting with the patient. This ensured that 

patients received their usual medication whilst detained, including any Opiate 

Substitution Therapy (OST). All ANPs were non-medical prescribers and along with 

GPs prescribed all medications; prescriptions were recorded on Adastra. This 

included prescriptions for controlled drugs. The healthcare team at Lerwick custody 

centre was aware of the recent communication from HIS with regards to prescribing 

via Adastra. They were able to confirm that only prescribers have access to Adastra, 

managing the risk of individuals who were not prescribers making prescribing 

decisions for patients in custody. 

 

263. In Lerwick custody centre, healthcare staff dispensed medication into 

multi-compartment compliance aids to enable custody staff or GEOAmey staff to 

administer medication. This did not include OST, which was dispensed by an ANP. 

Healthcare staff were able to describe the process for using compliance aids. It was 

noted that there was no training for GEOAmey staff in the use of compliance aids to 

support medicines administration. Recommendation 30. During the inspection, we 

saw evidence of a SOP to support this, although it was noted that this expired in 

December 2024. Recommendation 31. 
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Recommendation 28 

 

NHS Shetland should ensure that only healthcare staff have access to drug key and 

cupboard in Lerwick custody centre. 

 

 
 

Recommendation 29 
 

NHS Shetland should ensure that there is secure transfer of medicines between sites 

and appropriate guidance and processes in place to support this. 
 

 

 

Recommendation 30 

 

NHS Shetland and GEOAmey should ensure that GEOAmey staff have appropriate 

training in the use of compliance aids to allow them to administer medications safely. 

 

 
 

Recommendation 31 
 

NHS Shetland should ensure that the ‘Dispensing Process for Urgent Medicines 

required for custodies detained in Lerwick Police Station’ document is reviewed and 

updated as required. 

 

 

Substance use 

264. People entering custody with substance use issues have access to immediate clinical 

support through the on-call GP or ANP. These clinicians conduct assessments, 

including detailed histories and use appropriate withdrawal assessment tools to 

identify and manage withdrawal symptoms. Based on clinical findings, a tailored 

treatment plan is implemented, which may include the administration of OST if this 

was already prescribed to the individual. OST can also be administered prior to court 

appearances when clinically indicated. This approach ensured that acute needs were 

addressed promptly upon entry into custody. 
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265. However, for longer-term care and a broader range of interventions, support was 

primarily provided through established community services. There were 

well-established referral pathways to the Shetland Substance Recovery Service, 

particularly for patients already engaged in Medication Assisted Treatment (MAT). 

These pathways support continuity of care and reflect a collaborative approach 

between custody-based healthcare and community providers, aligning with the 

service’s commitment to proactive, person-centred care planning. 

 

266. Nicotine replacement therapy was offered to all detainees who required it. 

 

267. We were informed that custody staff had access to Naloxone,16 a life-saving 

medication that rapidly reverses the effects of opioid overdose. Naloxone was also 

available through the OOH service ensuring individuals in police custody could 

receive timely emergency treatment in the event of an opioid-related incident. 

 

Mental health 

268. Healthcare support for patients in custody is initially provided by the on-call clinician, 

who is either an ANP or a GP and conducts the initial triage and mental health 

screening. Established procedures ensure that any identified risks are effectively 

communicated between healthcare and custody staff, supporting a coordinated 

approach to care. 

 

269. Where the initial assessment indicated a need for more specialised mental health 

input, the duty community psychiatric nurse or psychiatrist was contacted to attend 

the custody centre and carry out a comprehensive assessment. If clinically 

appropriate, arrangements were made for admission to an inpatient mental health 

facility to ensure the individual received the necessary level of care. 

 

270. As part of the release planning process, referrals to community-based services such 

as the Community Mental Health Team or the Shetland Substance Recovery Service 

were arranged where appropriate. In some cases, these referrals were initiated prior 

to release by healthcare staff to ensure continuity of care and support following 

discharge from custody. 

 
16 Naloxone is an emergency antidote to overdoses as a result of heroin (or other opioid/opiate) use, which 
reverses the suppression of the respiratory system. 
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271. We were told that the police custody centre was not used as a place of safety under 

the Mental Health (Care and Treatment) (Scotland) Act 2003. When officers 

encounter people who appear to be experiencing significant mental health distress 

and may require urgent care or support, they direct them to the designated place of 

safety at Gilbert Bain Hospital, in accordance with Section 297 of the Act. This 

approach ensures that patients receive timely and appropriate mental health 

assessment in a clinical environment rather than in a custodial setting. 

 

272. Where applicable, community care records can be accessed if the individual is a 

resident of Shetland. 

 

Pre-release pathways and referrals  

273. When a detainee is transferred from a custody centre to court, a Person Escort 

Record (PER) form is completed. This form includes details about the detainee’s 

medical condition and prescribed medications, which are sourced from the National 

Custody System (NCS). 

 

274. Referral pathways for people leaving custody in Shetland were relatively 

well-developed, with direct referral options to local mental health and substance use 

teams. Community-based supports, such as the Shetland Recovery Hub & 

Community Network play a central role in post-release care. The Hub offers a holistic 

drop-in service that includes one-to-one support for people and families affected by 

alcohol or substance use. It provided access to a broad range of services under one 

roof, including financial and housing advice, digital and oral health support, Naloxone 

distribution, sterile injecting equipment, and weekly housing support. While there is 

currently no access to harm reduction supplies at the point of liberation, the service 

recognised this as a gap and sees addressing it as an opportunity to further enhance 

its support. This aligns with its vision to expand and deliver a more holistic, proactive 

approach to care, particularly during the critical transition from custody to community 

services. 
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Healthcare provision – NHS Orkney 

Governance of healthcare 

275. Our overall inspection finding for NHS Orkney highlighted the clear need to 

strengthen governance and formalise processes for healthcare provision within police 

custody. While current arrangements reflect low case volumes, the reliance on 

informal systems poses risks to patient safety, service consistency, and staff 

confidence. The absence of clear protocols, tailored training, and robust data capture 

limits accountability and may lead to fragmented care. In light of these concerns, we 

wrote to NHS Orkney following our inspection, asking them to begin making 

improvements immediately rather than waiting for the final report to be published. 

Addressing these gaps should be a priority to ensure safe, lawful, and coordinated 

healthcare delivery in custody settings. 

 

276. Healthcare provision within police custody in Orkney was integrated into NHS 

Orkney’s existing Emergency Department and out-of-hours (OOH) GP teams rather 

than through a dedicated service. Care was provided through a dual-service model. 

Emergency Department staff cover weekday hours, while OOH GPs were 

responsible for covering evenings and weekends. Referral pathways for detainees 

requiring healthcare follow standard emergency department or OOH procedures, as 

there were no custody specific protocols. Police officers escort patients directly to 

Balfour Hospital when necessary. Although OOH GPs were expected to attend the 

custody centre, this did not always happen consistently, due to OOH staff requesting 

police officers to bring the patient to the OOH at Balfour Hospital. The custody centre 

was staffed only when needed, with no permanent police personnel assigned to it. 

 

277. Training for staff that may be required to provide care in custody settings was 

managed within their respective core teams, with no separate training log or 

mandatory training programme specific to custody healthcare in place. Similarly, 

induction processes followed the standard NHS Orkney protocols for the Emergency 

Department and OOH services, with no tailored induction for the custody 

environment. While this approach may be proportionate, given the low frequency of 

custody related healthcare encounters, it may present challenges for staff unfamiliar 

with the unique context and requirements of the custody setting. To ensure safe, 

consistent, and contextually appropriate care, there remained a need for bespoke 

training and induction that addressed the specific clinical, legal, and operational 

considerations of working within police custody. Recommendation 32. 



 

88 
 

278. No complaints or adverse events relating to custody healthcare have been reported 

in the past year. Any future concerns would be managed through the formal 

complaints process and recorded in the DATIX system, a widely used incident 

reporting and risk management tool in healthcare settings. Oversight was provided 

from the Head of Primary Care and the joint Integration Joint Board (IJB) Clinical 

Care Governance Group. However, no information on how to provide feedback or 

make a complaint was visible within the custody centre, which may limit the patients’ 

ability to raise concerns. This was an area that could be improved to support 

transparency and service user engagement. Recommendation 33. 

 

279. At a senior level, the Police Area Commander for Orkney, currently liaises with 

healthcare services through broader multi-agency partnerships. There were no 

formal multi-agency meetings focused specifically on custody healthcare, although 

the topic was included as a standing item in the monthly OOH GP meeting. Data on 

healthcare access in custody was limited. OOH GPs were trained in the use of 

Adastra,17 however, not all GPs consistently used the system. Some clinical 

interactions were recorded in paper notes as part of routine Emergency Department 

documentation, but there was no centralised or systematic data capture specific to 

custody healthcare. This could lead to gaps in healthcare records.  

 

280. Fewer than 100 people require healthcare while in custody in Orkney each year. Due 

to this low volume and limited healthcare data, NHS Orkney should consider using 

Police Scotland’s detention records to better understand demand, including detention 

duration and outcomes. 

 

281. Improved data collection would support service planning, training, and targeted 

interventions. Even at low volumes, structured recording of healthcare interactions 

would enhance understanding of this population’s needs and strengthen clinical 

governance and strategic oversight. Recommendation 34. 

 

 

 

 

 
17 Adastra is an IT solution for use in police custody centres used by NHS staff and commissioned services. 
It is used as a clinical health recording system to support clinical care delivery for patients in police custody. 
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282. Through discussions with healthcare and police custody staff, it became evident that 

a reliance on informal arrangements had contributed to a disconnect between 

services. The absence of clear, formalised processes had created uncertainty for 

police custody staff, who reported that the lack of guidance can make it difficult to 

manage detainee care effectively. While NHS Orkney has cited low activity levels as 

a rationale for not implementing formal procedures, custody and healthcare staff 

feedback suggests that even basic guidance would enhance service delivery. 

Introducing clear protocols would promote consistency, improve inter-agency 

communication, and strengthen accountability. Structured guidance would also 

ensure that all staff, regardless of their role or how frequently they are involved, are 

equipped to provide safe, coordinated care within the custody setting. 

Recommendation 35. 

 

283. NHS Orkney acknowledged the need for improvement and had planned support, 

including a site visit from NHS Highland clinical staff, as a key partner in the North of 

Scotland Forensics and Custody Healthcare Alliance (TAY initiative). NHS Highland 

has played a leading role in sharing knowledge across the region. Their influence 

was evident during inspections of other islands custody centres, where their support 

had clearly strengthened local practice.  

 

284. The medical room was visibly clean and well maintained. We were told OOH GPs 

were responsible for cleaning the surfaces and care equipment in the treatment 

room. Cleaning of the floors was the responsibility of the custody centre cleaner. The 

management of all blood or body fluid spillages, including those in the medical room 

was completed by an external company. The standard of environmental cleaning was 

described as good. Concerns with the standard of floor cleaning would be escalated 

through Police Scotland.  

 

285. Any repairs or works required to be carried out in the medical room were reported 

through Police Scotland. 

 

286. Care equipment was visibly clean and in good condition. Hand hygiene facilities were 

available. Although Personal Protective Equipment (PPE) was available it was not 

stored appropriately; close to point of use and in a clean, dry area to prevent 

contamination. Recommendation 36. 
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287. Sharps bins, which were used for disposing of used sharps, were not signed or 

dated, and we were unable to ascertain who managed them. Recommendation 37. 

Clinical waste was stored securely in a locked area and was disposed of in line with 

guidance. 

 

288. No linen was used by healthcare staff in the custody centre. 

 

289. We were informed that the most recent Infection Prevention and Control (IPC) audit 

was completed in November 2024, and a summary report was subsequently shared 

with all relevant stakeholders. 

 

 

Recommendation 32 
 

NHS Orkney should develop relevant training and induction for staff providing care in 

custody settings to ensure they are equipped with the specific clinical, legal, and 

operational knowledge required for this environment. 

 

 

 

Recommendation 33 
 

NHS Orkney should ensure clear and accessible information on how to provide 

feedback or make a complaint is visibly displayed in the custody centre to support 

transparency and service user engagement. 

 

 

 

Recommendation 34 
 

NHS Orkney should strengthen data collection processes for custody healthcare by 

promoting consistent use of Adastra, introducing a centralised system for recording 

healthcare interactions, and utilising Police Scotland’s detention records to better 

understand service demand and inform planning. 
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Recommendation 35 
 

NHS Orkney should develop and implement clear, structured protocols for custody 

healthcare to improve consistency, enhance interagency communication, and 

support police staff in delivering safe and coordinated care. 

 

 
 

Recommendation 36 
 

NHS Orkney should ensure that all PPE is stored appropriately to reduce the risk of 

contamination. 

 

 

 

Recommendation 37 

 

NHS Orkney should ensure that all sharps bins are labelled and managed in line with 

current guidance, to ensure safe and effective waste management. 

 

 

Access to healthcare 

290. When people were brought into custody, their healthcare needs were identified 

through a vulnerability questionnaire completed by Police Scotland custody staff. The 

questionnaire identifies physical health needs, long term conditions, mental health 

issues and those at risk from substance use. The information provided by the 

detainee when completing the vulnerability questionnaire may result in a referral 

being made to healthcare staff. 

 

291. There is currently no nationally agreed standard for healthcare assessment waiting 

times for people detained in police custody centres across Scotland. Patients 

referred during working hours were escorted by custody staff to the Emergency 

Department at Balfour Hospital, while those referred out of hours were seen through 

the OOH GP Service. However, the absence of a system to record actual waiting 

times limited the service’s ability to demonstrate timely access to care, highlighting a 

national issue in the consistency and transparency of healthcare provision in custody 

settings. 
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292. Detainees could also request to see healthcare staff at any point. Information 

regarding healthcare was included in the booklet ‘Your rights when you are at the 

police station.’ Healthcare and police custody staff could access interpretation 

services to support patients with the vulnerability assessment and ongoing 

healthcare assessments. Language identification posters were visible in the charge 

bar area of the custody centre. 

 

293. The Criminal Justice Service Division, in collaboration with healthcare partners, had 

produced guidance and clarity for custody staff of their roles and responsibilities of 

maintaining patient confidentiality for patients when undergoing intervention and 

treatment by the healthcare team. Inspectors were told that this was being followed 

and monitored, with clinical examinations generally carried out in the Balfour 

Hospital’s Emergency Department. 

 

294. The separate electronic systems used by custody staff and NHS staff to record 

custody data were unable to connect with each other to share information. Custody 

staff use the National Custody System (NCS) to record information relevant to 

detainees, whereas NHS staff use a combination of Adastra (OOH GP) and paper 

records (Emergency Department), depending on time and day. Healthcare 

recommendations were given verbally to the police. A more robust system should be 

introduced to reduce the risk of healthcare information being missed or recorded 

incorrectly. Recommendation 38. NHS staff were aware of the process for 

identification and documentation of injuries allegedly sustained because of force. 

Where possible, any detainee request for specific healthcare staff to carry out health 

assessments would be facilitated. 

 

295. Cells were not wheelchair accessible, although one cell did have a raised bed to 

support those detainees with mobility issues. 
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296. An automated external defibrillator was available at the entrance to the police station, 

and we were told that the custody staff took responsibility for checking it regularly. 

When the OOH GPs attended the custody centre, we were told they would bring their 

own emergency equipment and medication. 

 

 

Recommendation 38 

 

NHS Orkney should review its process for sharing healthcare information with 

custody staff to minimise the risk of information being missed or recorded 

inaccurately. A system must be established to ensure that all interactions with NHS 

staff while a person is in police custody are documented within a single, unified 

system. 

 

 

Medicines management  

297. We were told that there was a pharmacist in NHS Orkney who had responsibility for 

supporting the governance of medicines management in the custody centre. The 

service had no policies or SOP in place to support staff with the supply, storage, 

dispensing and the safe destruction of medicines for the police custody centre. 

Recommendation 39. 

 

298. No stock medications or controlled drugs were held at Orkney custody centre. 

Instead, controlled drugs were held in a dedicated controlled drug cupboard in the 

Emergency Department of Balfour Hospital. 

 

299. Medications were prescribed by either healthcare professionals in the Emergency 

Department at Balfour Hospital or the OOH GPs. Various methods were used to 

ensure robust medication reconciliation, including checking electronic records.  

 

300. It was unclear from speaking with custody and healthcare staff what the process was 

for managing patients’ Opiate Substitution Therapy (OST). Single doses obtained 

were administered by the healthcare professional or OOH GP when received. 

Occasionally, two doses of methadone were obtained for a patient, the first was 

typically administered immediately, while the second (intended for the following day) 

must be stored and recorded in accordance with controlled drug storage 

requirements. However, staff were not always clear on how this should be managed 

in practice. 
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301. Due to the Emergency Department staff being unable to access Adastra and OOH 

GPs recording prescriptions on Adastra, there was an increase in the likelihood of 

errors in communication and crucial information being missed. 

 

302. We were told that OOH GP occasionally placed medication into multi-compartment 

compliance aids to enable custody staff to administer medication. This did not include 

OST which was administered by a nurse. During the inspection, we saw no evidence 

of a Standard Operating Procedures (SOP) to support this. It was noted that there 

was no training for GEOAmey staff in the use of compliance aids to support 

medicines administration. Recommendation 40. 

 

 

Recommendation 39 
 

NHS Orkney must ensure approved processes are in place and these are 

documented and approved through the appropriate governance routes to support 

staff with the supply, storage, administration, and the safe destruction of medicines. 

 

 

 

Recommendation 40 
 

NHS Orkney and GEOAmey should ensure that GEOAmey staff have appropriate 

training in the use of compliance aids to allow them to administer medications safely. 
 

 

Substance use 

303. In Orkney, patients who require support for substance use are referred to the 

Emergency Department or the OOH GP service for assessment.  

 

304. The service is not fully aligned to Scotland’s Medication Assisted Treatment (MAT) 

Standards, which require timely access to evidence-based treatment for drug use, 

including Opioid Substitution Therapy (OST). Staff reported that the number of 

patients receiving OST in custody was extremely low, with no recent cases recorded. 

As a result, there were no formal pathways for continuing OST in custody, and staff 

were unable to describe how access would be managed. However, they could clearly 

outline referral pathways to community services for detainees with substance use 

issues.  
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305. For patients experiencing substance withdrawal, the Emergency Department and 

OOH GP staff respond based on clinical presentation, using withdrawal assessment 

tools and prescribing medication if clinically indicated. These medications are 

labelled and handed to custody staff for administration, with further assessment 

requested if concerns arise.  

 

306. Staff also told us that medications may be brought from home or collected from a 

pharmacy, verified and prescribed for daily use. Following assessment, the 

Emergency Department or GP staff communicated outcomes to custody staff, who 

then record the information on the NCS system; this would include details on the 

level of observations. 

 

307. Inspectors were informed that custody staff had access to Naloxone,18 a life-saving 

medication that rapidly reverses the effects of opioid overdose. Naloxone was also 

available through OOH services and the Emergency Department, ensuring 

individuals in police custody could receive timely emergency treatment in the event of 

an opioid-related incident.  

 

308. While substance use cases in custody were rare, having a SOP in place would help 

ensure timely and consistent care when such cases do occur. 

 

Mental health 

309. People identified as having a mental health condition, including a pre-existing 

diagnosis, were referred by police staff either to the Emergency Department during 

standard working hours, or to the OOH GP service at other times. Once a mental 

health condition had been identified and the initial health screening and risk 

assessment were completed, contact was made with the local on-call community 

psychiatric nurse to request a mental health assessment. As there were no 

psychiatric inpatient beds in Orkney, detainees requiring admission were held in a 

designated room within the Emergency Department while arrangements were made 

for transfer to a mainland facility.  

 

 

 
18 Naloxone is an emergency antidote to overdoses as a result of heroin (or other opioid/opiate) use, which 
reverses the suppression of the respiratory system. 



 

96 
 

310. Psychiatric consultations were conducted remotely via the Near Me video platform, 

as psychiatrists were not based in Orkney. If follow-up care was required upon 

release from custody, efforts were made to arrange onward referrals during the 

patients’ time in custody to ensure support was in place prior to liberation. While staff 

were able to describe the referral pathway, there were currently no formal SOPs in 

place. The police custody centre is not used as a place of safety under Section 297 

of the Mental Health (Care and Treatment) (Scotland) Act 2003; instead, a dedicated 

room within Balfour Hospital was used for this purpose, with established pathways for 

assessment once patients were detained by the police. Information would be sent to 

the patient’s GP via an Emergency Department discharge summary 

 

Pre-release pathways and referrals  

311. On release from police custody in Orkney, people can be referred to a range of 

community-based supports to help address mental health and substance use needs. 

Referrals can be made directly by the OOH, GP or Emergency Department staff to 

local mental health and substance use teams. In addition, people can access 

services provided by the Orkney BLIDE Trust, which offers a range of support 

options tailored to people’s needs. These include one-to-one support, drop-in 

services, therapeutic activities, housing support, counselling, befriending and the 

Money Matters Project. These services provide a holistic approach to recovery and 

reintegration, supporting people in building stability and wellbeing following their time 

in custody. 
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