
Page 1 of 10 
 

To:  Joint Audit Committee 

From:  Alice Thompson – Governance & Inspection Coordinator 
  Organisational Improvement Centre 

Date:  28th April 2022 

Subject: Overview of HMICFRS publications – January 2022 to March 2022 

 

Purpose: 

The purpose of this paper is to provide an overview of inspection reports published 

by HMICFRS between January 2022 and March 2022. 

 

Overview of publications: 

1. Durham – National child protection inspection post-inspection review 
 
1.1. On 14th January, HMICFRS published “Durham – National child protection 

inspection post-inspection review”. 

 

1.2. The inspection reviewed the progress made in Durham Constabulary since 

the publication of their National Child Protection (NCPI) report in 2020. 

 

1.3. Overall HMICFRS found that Durham has improved the way it protects 

vulnerable children, but further changes are needed to keep them safe. 

HMICFRS are confident that the force understands where it needs to improve 

and are satisfied that senior leaders have plans in place to make these 

improvements and monitor progress. 

 

1.4. The Organisational Improvement Centre and relevant strategic leads will 

review the report to identify learning opportunities. 

 

 

https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/durham-national-child-protection-inspection-post-inspection-review.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/durham-national-child-protection-inspection-post-inspection-review.pdf
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2. Report on an unannounced inspection visit to police custody suites in 
Surrey 

 

2.1. On 2nd February, HMICFRS published “Report on an unannounced 

inspection visit to police custody suites in Surrey”. 

 

2.2. The report describes the findings following an inspection of Surrey’s custody 

facilities. The inspection assessed the effectiveness of custody services and 

outcomes for detained people. It examined the force’s approach to custody 

provision in relation to safe detention and the respectful treatment of 

detainees, with particular focus on children and vulnerable adults.  

 

2.3. Overall HMICFRS found that Surrey has improved its custody services, but 

further changes are needed. There are two main causes of concern about 

their services which are: 1) maintaining privacy and dignity for detainees 

receiving health care in custody, including that patient assessments 

sometimes take place with the door open; and 2) meeting legal requirements, 

including that detainees are not consistently provided with a written copy of 

their rights and entitlements. 

 

2.4. The Organisational Improvement Centre and relevant strategic leads will 

review the report to identify learning opportunities. 

 

 

3. Report on an unannounced inspection visit to police custody suites in 
Warwickshire 

 

3.1. On 9th February, HMICFRS published “Report on an unannounced inspection 

visit to police custody suites in Warwickshire”. 

 

3.2. The report describes the findings following an inspection of Warwickshire’s 

custody facilities. The inspection assessed the effectiveness of custody 

services and outcomes for detained people. It examined the force’s approach 

https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/report-on-an-unannounced-inspection-visit-to-police-custody-suites-in-surrey.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/report-on-an-unannounced-inspection-visit-to-police-custody-suites-in-surrey.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/report-on-an-unannounced-inspection-visit-to-police-custody-suites-in-warwickshire.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/report-on-an-unannounced-inspection-visit-to-police-custody-suites-in-warwickshire.pdf
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to custody provision in relation to safe detention and the respectful treatment 

of detainees, with particular focus on children and vulnerable adults. 

 

3.3. Overall HMICFRS found that Warwickshire has improved oversight of its 

custody services, but further changes are needed. There are three main 

causes of concern about their services which are: 1) the safety of detainees 

in custody, including checks on detainees often being carried out only by 

looking through spyholes, and some checks not done on time; 2) the quality 

of custody reports, including confusing and contradictory entries, and not 

enough detail being provided; and 3) meeting legal requirements, such as 

sometimes missing reviews of detention. 

 

3.4. The Organisational Improvement Centre and relevant strategic leads will 

review the report to identify learning opportunities. 

 

 

4. Joint targeted area inspection of the multi-agency response to children’s 
services in Solihull 

 

4.1. On 21st February, Ofsted, the Care Quality Commission, HMICFRS and Her 

Majesty’s Inspectorate of Probation published “Joint targeted area inspection 

of the multi-agency response to children’s services in Solihull”. 

 

4.2. In December 2021, the Secretaries of State for Education, Health and Social 

Care, the Home Office and Justice requested that the inspectorates carry out 

a joint targeted area inspection (JTAI) in Solihull following the murder of 

Arthur Labinjo-Hughes. The JTAI looked at how all local agencies in Solihull 

are working together to respond to the identification of initial need and risk to 

children. 

 

4.3. In summary, children in need of help and protection in Solihull wait too long 

for their initial need and risk to be assessed. This means that for a significant 

number of children, they remain in situations of unassessed and unknown 

risk. Weaknesses in the joint strategic governance of the Multi-Agency 

https://files.ofsted.gov.uk/v1/file/50177948
https://files.ofsted.gov.uk/v1/file/50177948
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Safeguarding Hub (MASH) have led to the lack of a cohesive approach to 

structuring and resourcing the MASH. The Local Safeguarding Partnership 

does not have a clear understanding of the impact of practice from the MASH 

or the experiences of children and their families that need help and protection 

in their local area. 

 

4.4. The Organisational Improvement Centre and relevant strategic leads will 

review the report to identify learning opportunities. 

 

 

5. A joint thematic inspection of the police and Crown Prosecution Service’s 
response to rape – Phase two: Post-charge 
 

5.1. On 25th February, HMICFRS published “A joint thematic inspection of the 

police and Crown Prosecution Service’s response to rape – Phase two: Post-

charge”. 

 

5.2. This report is the second and final part of HMICFRS and HMCPSI’s joint 

inspection of the investigation and prosecution of rape. It examines cases 

from the point of charge through to their conclusion. 

 

5.3. Overall, the inspectorate found problems with the police and CPS’s 

management of cases. These include disclosure errors, failures to consider 

the use of bad character for evidence against suspects, and failures to apply 

for all the protective civil orders available. High workloads compound these 

issues, as do poor communication, and the amount of time it takes for many 

cases to go to Court. Victim services are also overstretched and are 

frequently under-resourced. The conclusion is that the criminal justice system 

is failing to provide a satisfactory level of service to victims of rape. 

 

5.4. As a result of the findings, the inspectorate has made 9 national 

recommendations: 

 

https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/joint-thematic-inspection-of-police-and-cps-response-to-rape-phase-2.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/joint-thematic-inspection-of-police-and-cps-response-to-rape-phase-2.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/joint-thematic-inspection-of-police-and-cps-response-to-rape-phase-2.pdf
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• Recommendation 1: Immediately, police and prosecutors should review 

and significantly improve communications with victims from the point of 

charge onwards. This should include: 

o Reviewing current processes, in consultation with commissioned 

and non-commissioned services and advocates, WCU, HMCTS and 

victims; and 

o Implementing changes so that communication is clear and co-

ordinated, with the victim’s wishes for how they are communicated 

with recorded and followed wherever possible. 

This should build on work to progress the parallel recommendation from 

the first phase of this inspection, which proposed improvements to 

communications with rape victims when a decision to take no further 

action had been made. 

 

• Recommendation 2: Immediately, and no later than September 2022, the 

CPS should unequivocally define the role of the prosecutor in 

communicating with victims, and the standards expected in doing so. 

 

• Recommendation 3: By December 2022, the Ministry of Justice (MoJ) 

should complete a full mapping exercise of (1) demand for and (2) 

provision of specialist sexual violence victim services across England and 

Wales. They should then use this to make sure there is adequate and 

effective provision of specialist and bespoke support to all victims of rape, 

with long-term funding in place. 

  
• Recommendation 4: Immediately, and no later than May 2022 to help clear 

the significant Crown Court backlog for rape cases, the MoJ should group 

adult rape cases into specialist rape offence courts. 

  
• Recommendation 5: Immediately, and no later than May 2022, the Home 

Office and the Ministerial Lead for Rape and Serious Sexual Offences 

should consult widely on the benefits of a commissioner with explicit 

responsibility for and focus on tackling rape and serious sexual offences. 
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This should include working with ministers, established Victims’ 

Commissioners, the Domestic Abuse Commissioner and support services, 

and considering whether an expansion of the role of either the existing 

commissioner for domestic abuse or for victims is feasible and workable. 

Sustainable funding and appropriate staffing support must be in place to 

support this focus. 

  
• Recommendation 6: Immediately, and no later than by September 2022, 

the MoJ should gather and publish quantitative and qualitative data on use 

of special measures in rape cases, including section 28. 

  
• Recommendation 7: By September 2022, the CPS should make sure 

regular clinical supervision is available to all prosecutors who deal with 

rape and serious sexual offence cases. 

  
• Recommendation 8: Immediately, the police and the CPS should work 

collaboratively to ensure that bad character is considered in all rape cases 

and progressed wherever it is applicable. This will help to build strong 

cases which focus on the behaviours of the defendant. Work to progress 

this recommendation should include: 

o all forces assuring themselves that officers involved in rape cases 

are aware of their responsibilities to research all available 

intelligence and information systems for information on suspects, 

and are doing so 

o all prosecutors assuring themselves that bad character has been 

either provided or requested from the police in all rape cases; and 

o forces and prosecutors working together to assure themselves that 

opportunities for use of bad character have been properly exploited 

in every case, with recorded rationales for decisions in place. 

 

• Recommendation 9: Immediately, forces should make sure that victims of 

rape are given the opportunity to make a victim personal statement (VPS) 

at the earliest possible time, with the option of updating this statement 
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closer to the court trial date. This should include recording any reason why 

the victim declines to make a VPS. This will help make sure that victims 

are offered appropriate and bespoke support; and will build criminal justice 

system understanding of why victims decline to provide a VPS, to consider 

if improvements to the system would encourage more victims to do so. 

 

5.5. The Organisational Improvement Centre and relevant strategic leads will 

review the report to identify learning opportunities and respond to the 

recommendations made. Progress will be tracked via the Constabulary’s 

Business Assurance Meeting. 

 

 

6. PEEL 2021/22 – An inspection of Greater Manchester Police 
 

6.1. On 3rd March, HMICFRS published “PEEL 2021/22 – An inspection of 

Greater Manchester Police”. 

 

6.2. HMICFRS found that whilst Greater Manchester has improved its 

performance in some areas overall, it is not achieving the expected level of 

service. HMICFRS made graded judgements as follows: 

 

• Recording data about crime – Adequate 

• Preventing crime – Requires improvement 

• Treatment of the public – Requires improvement 

• Protecting vulnerable people – Requires improvement 

• Managing offenders – Requires improvement 

• Good use of resources – Requires improvement 

• Investigating crime – Inadequate 

• Responding to the public – Inadequate 

• Developing a positive workplace – Inadequate 

 

https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/peel-assessment-2021-22-greater-manchester.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/peel-assessment-2021-22-greater-manchester.pdf


Page 8 of 10 
 

6.3. The Organisational Improvement Centre and relevant strategic leads will 

review the report to identify learning opportunities. 

 

 

7. State of Policing: The Annual Assessment of Policing in England and Wales 
2021 

 

7.1. On 10th March, HMICFRS published “State of Policing – The Annual 

Assessment of Policing in England and Wales 2021”. 

 

7.2. The ‘State of Policing’ is Her Majesty’s Chief Inspector of Constabulary’s (Sir 

Tom Winsor’s) report to the Secretary of State under section 54(4A) of the 

Police Act 1996. It contains his assessment of the effectiveness and 

efficiency of policing in England and Wales, based on the inspections 

HMICFRS carried out between April and November 2021. 

 

7.3. The report is in three parts. Part 1 contains HMI’s assessment of the state of 

policing. Part 2 is an overview of HMICFRS’ inspection findings and includes 

a summary of their published PEEL inspections. Part 3 contains a full list of 

their inspections of other work carried out during the period. 

 

7.4. The Organisational Improvement Centre and relevant strategic leads will 

review the report to identify learning opportunities. 
 

 

8. An inspection of the Metropolitan Police Service’s counter-corruption 
arrangements and other matters related to the Daniel Morgan Independent 
Panel 

 

8.1. On 22nd March, HMICFRS published “An inspection of the Metropolitan 

Police Service’s counter-corruption arrangements and other matters related 

to the Daniel Morgan Independent Panel”. 

 

https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/state-of-policing-2021-single-page-format.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/state-of-policing-2021-single-page-format.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/inspection-mps-counter-corruption-matters-related-to-dmip.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/inspection-mps-counter-corruption-matters-related-to-dmip.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/inspection-mps-counter-corruption-matters-related-to-dmip.pdf
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8.2. The Home Secretary commissioned HMICFRS to undertake a thematic 

inspection of the Metropolitan Police Service (MPS) following the 

independent panel review of the MPS’s handling of the investigation into 

Daniel Morgan’s murder in 1987 which was hampered by police corruption. 

HMICFRS’ role wasn’t to reinvestigate the murder, but to consider 

opportunities for organisational learning from all the Daniel Morgan 

investigations and reviews and assess how the MPS responded to them. 

They were asked to consider the MPS’ response to the independent panel 

requests for disclosure and access to material during the inquiry, and to 

assess the MPS’ understanding of, and response to, police corruption. 

 

8.3. Overall, HMICFRS found that the MPS’ approach to tackling police corruption 

is not fit for purpose and the force had not learned all the lessons from its 

failed investigation into the murder. However, although HMICFRS found 

much to criticise, based on this inspection they would not describe the MPS 

as institutionally corrupt, and they found no evidence of any deliberate or 

coordinated attempts to frustrate the work of the Daniel Morgan Independent 

Panel. 

 

8.4. The Organisational Improvement Centre and relevant strategic leads will 

review the report to identify learning opportunities. 
 

 

9. North Yorkshire – National child protection inspection 
 
9.1. On 29th March, HMICFRS published “National Child Protection Inspection – 

North Yorkshire Police”. 

 

9.2. The report is a summary of the findings from HMICFRS’ inspection of police 

child protection services in North Yorkshire. 

 

9.3. Overall HMICFRS found that North Yorkshire are not effectively safeguarding 

children and improvements are needed.  

 

https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/north-yorkshire-national-child-protection-inspection.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/north-yorkshire-national-child-protection-inspection.pdf
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9.4. The Organisational Improvement Centre and relevant strategic leads will 

review the report to identify learning opportunities. 

 

Recommendations: 

It is recommended that the Joint Audit Committee note the content of this paper. 

 


