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Introduction 

Standford Hill is an open establishment for low-risk male prisoners on the Isle of Sheppey. 
Together with two other prisons on the Island, it forms the Sheppey Cluster under a single 
management team. On our last visit, we commended Standford Hill’s staff for responding well 
to a range of challenges and pressures. On our return for this short unannounced follow-up 
inspection, we were pleased to find that this progress had largely been maintained.  
 
Prisoners continued to feel safe at Standford Hill, despite some procedural weaknesses in 
safety arrangements. As we often find in open prisons, little priority was given to the 
management of early days and induction was largely delivered by prisoner orderlies. Violence 
reduction and suicide and self-harm prevention were reasonably well managed but required 
further development. Staff rarely resorted to use of force, but the security department remained 
overstretched. Drug use was relatively low and substance users benefited from a well-
established integrated drug treatment system. 
 
The establishment suffered from serious structural defects, and ongoing building work 
continued to create problems in maintaining cleanliness. Staff–prisoner relationships were 
generally good, but were not supported by an effective personal officer scheme and the 
incentives and earned privilege scheme was inconsistently applied. Work on diversity was 
mixed. The establishment had not satisfactorily addressed the disproportionately negative 
views of their treatment among black and minority ethnic prisoners, but foreign nationals 
received reasonably good support. The chaplaincy provided a good service and healthcare 
had improved. 
 
The quality and quantity of purposeful activity was adequate, with satisfactory education, a 
wide variety of employment opportunities and a slight increase in the amount of accredited 
training. A hundred prisoners were working out in the community. PE facilities and courses 
were good. 
 
There was a single reducing reoffending strategy for the Sheppey Cluster but this made too 
little reference to the particular resettlement needs of the prisoners at Standford Hill. Those on 
short sentences were effectively assessed and monitored but there was a backlog of offender 
assessments for those serving over 12 months. Public protection was well managed and 
effective support was given to prisoners on indeterminate sentences. Reintegration services 
were mixed. Visits were generally well managed. 
 
Standford Hill continues to face a number of challenges, including poor physical fabric which 
requires ongoing building work and a need to ensure that the particular resettlement needs of 
its prisoners are recognised by managers across the Sheppey Cluster. Nevertheless, 
Standford Hill remains a generally safe, respectful and purposeful place and continues to 
perform reasonably well against all our tests of a healthy prison. 
 
 

 
Anne Owers       December 2009 
HM Chief Inspector of Prisons 
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Fact page  

Task of the establishment         
HMP Standford Hill is an open prison holding category D prisoners. 
 
Area organisation      
South East 
 
Number held  
424 
 
Certified normal accommodation 
464 
 
Operational capacity 
464 
 
Last inspection  
4–6 December 2006 
 
Brief history 
HMP Standford Hill stands on the site of a former Royal Air Force base and was previously known as 
HMP Eastchurch. There has been a prison on the site since 1950. HMP Standford Hill is part of the 
Sheppey cluster, also comprising HMP Elmley and HMP Swaleside.  
 
Description of residential units 
HMP Standford Hill comprises three residential units, A, B and C wings. All rooms provide single cell 
accommodation. A and B wings have 192 rooms, and C wing has 80 rooms.  
 
A and B wings are brick built, with rooms spread over three galleried landings. C wing is a prefabricated 
building with accommodation over two landings. 
 
A accommodates the induction unit and short-term prisoners.  
B wing accommodates longer-term prisoners.  
C wing accommodates prisoners who are employed on the working out scheme.  
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Section 1: Healthy prison assessment  

Introduction  

HP1 The purpose of this inspection was to follow up the recommendations made in our 
last full inspection of 2006 and examine progress achieved. We have commented 
where we have found significant improvements and where we believe little or no 
progress has been made and work remained to be done. All inspection reports 
include a summary of an establishment’s performance against the model of a healthy 
prison. The four criteria of a healthy prison are: 

Safety prisoners, even the most vulnerable, are held safely 
 
Respect prisoners are treated with respect for their human dignity 

 Purposeful activity prisoners are able, and expected, to engage in activity that 
 is likely to benefit them 

 Resettlement prisoners are prepared for their release into the community 
 and helped to reduce the likelihood of reoffending. 

HP2 Under each test, we make an assessment of outcomes for prisoners and therefore of 
the establishment’s overall performance against the test. In some cases, this 
performance will be affected by matters outside the establishment’s direct control, 
which need to be addressed by the National Offender Management Service.  
 
…performing well against this healthy prison test. 
There is no evidence that outcomes for prisoners are being adversely affected in any 
significant areas. 
 
…performing reasonably well against this healthy prison test. 
There is evidence of adverse outcomes for prisoners in only a small number of areas. 
For the majority, there are no significant concerns. 
 
…not performing sufficiently well against this healthy prison test. 
There is evidence that outcomes for prisoners are being adversely affected in many 
areas or particularly in those areas of greatest importance to the well being of 
prisoners. Problems/concerns, if left unattended, are likely to become areas of 
serious concern. 
 
…performing poorly against this healthy prison test. 
There is evidence that the outcomes for prisoners are seriously affected by current 
practice. There is a failure to ensure even adequate treatment of and/or conditions for 
prisoners. Immediate remedial action is required. 

HP3 This Inspectorate conducts unannounced follow-up inspections to assess progress 
against recommendations made in the previous full inspection. Follow-up inspections 
are proportionate to risk. Short follow-up inspections are conducted where the 
previous full inspection and our intelligence systems suggest that there are 
comparatively fewer concerns. Sufficient inspector time is allocated to enable 
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inspection of progress and, where necessary, to note additional areas of concern 
observed by inspectors. Inspectors draw up a brief healthy prison summary setting 
out the progress of the establishment in the areas inspected. From the evidence 
available they also concluded whether this progress confirmed or required 
amendment of the healthy prison assessment held by the Inspectorate on all 
establishments but only published since early 2004.  

Safety  

HP4 At the previous inspection in 2006, we considered that Standford Hill was performing 
reasonably well against this healthy prison test. We made 36 recommendations in this 
area, of which 11 had been achieved, eight partially achieved and 17 not achieved. 
We have made 15 further recommendations. 

HP5 There continued to be difficulties with prisoners arriving who did not meet the 
establishment’s criteria and who were required to remain on escort vehicles for long 
periods. Escort vehicles were generally clean and carried refreshments.  

HP6 Prisoners were positive about their treatment in reception. Around 80 prisoners 
moved through reception daily, and there were Listeners in reception to support them. 
There had been improvements in the storage of prisoners’ property. First night 
arrangements had not improved and prisoners did not have the opportunity to have a 
private interview with a member of staff before being located in their cell. Night staff 
on one wing were unaware of three new arrivals who were located on the wing, but 
newly arrived prisoners we spoke to told us they felt safe.  

HP7 The induction programme was primarily delivered by peer support workers and was 
comprehensive, but lacked input from key departments.  

HP8 Violence reduction was reasonably well managed. Incidents were appropriately 
investigated but the subsequent action did not always result in a bullying 
management file being opened, even when justified. Some action had been taken as 
a result of the bullying survey conducted in 2008 and bi-monthly meetings were held 
with prisoners to discuss bullying issues. There was no structured intervention aimed 
at behavioural change for alleged perpetrators.  

HP9 Few staff were up to date with assessment, care in custody and teamwork (ACCT) 
training and it had not been prioritised. A good level of care and support was offered 
to prisoners on open ACCT documents. Listeners were well supported but there was 
no Listener suite. The response to the recommendations made from the Prisons and 
Probation Ombudsman investigations into the three deaths (from natural causes) 
since the previous inspection was neither coordinated nor monitored. 

HP10 The staffing of the security department remained insufficient. Routine telephone 
monitoring and target searching were rarely completed within reasonable timescales. 
There was good information sharing across the establishment. Adjudications were 
fully investigated. Use of force was low, with all uses well documented and de-
escalation techniques used.  

HP11 The integrated drug treatment system (IDTS) was well established. Prisoners had to 
be stabilised on medication and have completed the 28-day psychosocial programme 
to be accepted at the establishment. There was a dedicated area for the dispensing 
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of medication and prisoners were offered contact with the counselling, assessment, 
referral, advice and throughcare (CARAT) team. A range of interventions was 
provided by the CARAT team but there was no joint care planning with IDTS workers. 
The mandatory drug testing positive rate for the previous six months was low. 
Sanctions remained the same for prisoners who tested positive on compliance testing 
and those producing a diluted sample.  

HP12 On the basis of this short follow-up inspection, we considered that the prison was still 
performing reasonably well against this healthy prison test.  

Respect 

HP13 At the previous inspection in 2006, we considered that Standford Hill was performing 
reasonably well against this healthy prison test. We made 82 recommendations in this 
area, of which 36 had been achieved, 24 partially achieved, 21 not achieved and one 
was no longer relevant. We have made 32 further recommendations. 

HP14 The building work identified at the previous inspection was still ongoing. Problems 
with contractors had been resolved, but progress had been slow. It was difficult to 
maintain the cleanliness of the outdoor areas directly outside the wings. The general 
standard of cleanliness on the wings varied; C wing was of a high standard and B 
wing was reasonable, but A wing showers and toilet areas were grubby. 

HP15 The incentives and earned privileges scheme was inconsistently applied. Those on 
the enhanced level were not routinely reviewed and there were no obvious links 
between the scheme and sentence planning. Community visits were restricted to 
those on the enhanced level. 

HP16 Staff–prisoner relationships were generally good but black and minority ethnic 
prisoners were less positive about staff at the establishment. No progress had been 
made by managers in exploring the negative responses by black and minority ethnic 
prisoners in our survey at the previous inspection.  

HP17 The personal officer scheme did not work effectively. Prisoners were not aware of 
who their personal officer was but did identify a member of staff they could turn to if 
they had a problem. Staff rarely received profiled time to undertake personal officer 
work and this was reflected in the quality and quantity of entries in wing history 
sheets, despite observing some good interactions during the inspection.  

HP18 Food was prepared at HMP Elmley, and prisoners were dissatisfied with its quantity 
and quality. The three-week menu cycle provided varied meal choices which catered 
adequately for different diets, including halal and vegetarian. Portion sizes were 
mostly adequate. 

HP19 A full-time diversity manager, supported by two prisoner diversity representatives, 
was responsible for diversity issues but did not have time to develop all aspects. 
Prisoners with disabilities were appropriately identified on reception but subsequent 
adaptations to meet their needs were rarely made. Arrangements for older prisoners 
were underdeveloped and no work had been undertaken with regard to sexual 
orientation or transgender issues and there was no monitoring of the impact of 
religious beliefs. 



HMP Standford Hill  12 

HP20 Black and minority ethnic prisoners accounted for 30% of the prison population. 
Diversity training was regularly delivered. The diversity and race equality action team 
(DREAT) had not sufficiently investigated the under-representation of black and 
minority ethnic prisoners indicated by ethnic monitoring information. The number of 
racist incident report forms was low and incidents were appropriately investigated and 
responded to.  

HP21 The needs of foreign national prisoners were reasonably well managed by a full-time 
coordinator and prisoner peer supporters. Consultation groups were held and there 
were links with the UK Border Agency. Translation services were not used regularly.  

HP22 The chaplaincy team provided good pastoral care and were well integrated across the 
establishment. Prisoners were positive about the team and had access to corporate 
worship and a range of classes during the evenings and weekends. 

HP23 Legal services were well managed but staff were untrained.  

HP24 There had been major changes to the delivery of health services. The department 
had been relocated to more suitable accommodation. GP hours were daily but there 
were no evening sessions for prisoners on the working out scheme. The waiting list 
for the dentist was being reduced but there had been no attempts to investigate the 
reasons for the high non-attendance rate. Pharmacy-led clinics had been introduced 
and the dispensing of medication was well managed. There was integrated work 
between the PE and healthcare departments to promote healthy living.  

HP25 On the basis of this short follow-up inspection, we considered that the prison was still 
performing reasonably well against this healthy prison test.  

Purposeful activity 

HP26 At the previous inspection in 2006, we considered that Standford Hill was performing 
reasonably well against this healthy prison test. We made eight recommendations in 
this area, of which three had been achieved and five not achieved. We have made 
three further recommendations. 

HP27 The management of learning and skills for the Sheppey cluster was under the 
direction of the head of reducing reoffending. The education department did not 
collect and use data effectively to monitor and manage the provision, and the cycle of 
observing teachers had not been completed.  

HP28 There were 71 prisoners in education, but not all full time. Teaching and learning 
were generally satisfactory. Prisoners could undertake a variety of work throughout 
the prison and about 300 were engaged in some form of employment. There had 
been an improvement in the availability of accredited training but vocational courses 
continued to be limited.  

HP29 The gym was well used and access was good, and included evening sessions. A 
range of activities was provided to meet the diverse needs of the population. 
Vocational courses were available in the gym and achievements were good. There 
were also courses that encouraged prisoner to lead a healthy lifestyle while in 
custody and after release.  
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HP30 On the basis of this short follow-up inspection, we considered that the prison was still 
performing reasonably well against this healthy prison test.  

Resettlement 

HP31 At the previous inspection in 2006, we considered that Standford Hill was performing 
reasonably well against this healthy prison test. We made 21 recommendations in this 
area, of which six had been achieved, five partially achieved and 10 not achieved. We 
have made 19 further recommendations. 

HP32 The three-year reducing reoffending strategy had been revised for the cluster of three 
prisons, but it lacked detail on the individual pathways, there was insufficient attention 
to the prisoners at Standford Hill and it was not based on a needs analysis of the 
prisoner population at the establishment.  

HP33 Most of the population were serving sentences of over 12 months. Those in scope of 
offender management had up-to-date sentence plans and regular contact with 
offender supervisors. There was a backlog of offender assessment system (OASys) 
assessments for 164 prisoners who were serving over 12 months but not in scope of 
offender management. There was a structured mechanism to assess and monitor the 
resettlement needs of prisoners serving less than 12 months. 

HP34 The 25 indeterminate-sentenced prisoners had significant input from offender 
supervisors, as well as lifer forums and newsletters. Links had been forged with the 
local probation service to facilitate prisoners undertaking programmes that were 
outstanding. 

HP35 Reintegration provision was mixed. Trained prisoner orderlies and staff undertook 
assessments of prisoners’ needs and there were links with a range of accommodation 
providers. There was little use of release on temporary licence (ROTL) to support 
prisoners to attend training and education before release, and insufficient pre-release 
courses were delivered. A total of 100 prisoners were engaged in the working out 
scheme. All prisoners received a pre-discharge interview with health services staff. 

HP36 Alcohol work was provided through the Rubicon programme but there was no follow-
up. A range of interventions was available through the CARAT team, and the short 
duration programme was delivered at the establishment three times a year as part of 
a cluster approach.  

HP37 Visits provision was good and took place in a bright and well-maintained building, but 
prisoners were required to apply for visiting orders. Quarterly family days were 
available only to enhanced prisoners. There were difficulties in accessing the visits 
booking line and the visits times were incorrectly advertised. 

HP38 Public protection was well managed both on a cluster basis and at the establishment. 
There were sound systems for identifying and managing the reintegration prisoners 
who posed a risk.  

HP39 On the basis of this short follow-up inspection, we considered that the prison was still 
performing reasonably well against this healthy prison test.  
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Section 2: Progress since the last report  

The paragraph reference number at the end of each recommendation below refers to its location in the 
previous inspection report. 

Main recommendations (from the previous report)  

2.1 The reducing reoffending strategy should be revised on the basis of an up-to-date 
analysis of resettlement needs presented by prisoners at Standford Hill, including the 
large proportion of short term prisoners. (HP47) 
 
Not achieved. The current policy had been revised without an up-to-date analysis of 
resettlement needs. Resettlement was managed at a strategic level by the head of reducing 
reoffending. A three-year reducing reoffending strategy had been revised for the cluster of 
three prisons, but this lacked detail on the individual pathways and there was no individual 
strategy for Standford Hill. The actions in the strategy were not all time bound, particularly for 
year three, and a needs analysis of the prisoner population was not going to be completed until 
year two (2010). The strategy was not based on an analysis of the demographics of the 
prisoner population at Standford Hill. The average length of stay at the establishment was less 
than six months for almost 300 prisoners. The high turnover presented specific problems; not 
least ensuring that prisoners were adequately prepared for their release. The majority of 
prisoners came from London prisons.  
We repeat the recommendation. 

Further recommendation 

2.2 The cluster reoffending strategy should be revised to ensure that the needs of prisoners at 
Standford Hill are properly reflected and relevant objectives are identified and addressed. 

2.3 All prisoners should have an up-to-date written sentence or custody plan to which they 
have been able to contribute. (HP48) 
 
Not achieved. Prisoners who were serving short sentences had their reintegration needs 
assessed through the induction portfolio. This was mainly overseen by staff and peer support 
workers located in the information, advice and guidance building. This was sufficient to meet 
the needs of prisoners who were to spend only a few weeks, or sometimes even days, at the 
establishment. However, nearly half of prisoners out of scope of offender management did not 
have an up-to-date sentence plan, and most had passed the 12-month review period (see 
section on offender management). 
We repeat the recommendation. 

2.4 A full review of all fire safety arrangements should be undertaken with the help of Kent 
Fire Brigade. (HP44) 
 
Achieved. An initial audit of the Sheppey cluster, with specific reference to Standford Hill, was 
undertaken in May 2008. A follow-up was carried out in May 2009. There was also an action 
plan to ensure that all safety procedures were appropriately followed and managed by the 
cluster’s fire officer. 
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2.5 An effective personal officer scheme should be introduced. (HP45) 
 
Partially achieved. A personal officer scheme policy document had been implemented in May 
2007 but had not been reviewed to ensure that all aspects were being fully embedded or to 
evaluate its effectiveness. Residential staff were conversant with the policy but told us that 
they were rarely allocated time to complete personal officer work and that, consequently, they 
encouraged prisoners to approach any member of staff to deal with issues. In our groups, few 
prisoners were aware of who their personal officer was, but they were all able to name a 
member of staff that they could turn to if they had a problem.  

Further recommendation 

2.6 The personal officer scheme should be evaluated and changes implemented to ensure that the 
scheme is appropriate and effective. 

2.7 A programme of diversity training for staff should be reintroduced as a matter of 
priority. All staff should be identified for training over a three-year period. (HP46) 
 
Achieved. The Sheppey cluster had introduced the ‘Challenge it, change it’ diversity training 
for all staff, and 18 courses had been delivered since January 2009. So far in 2009, 46 staff 
from Standford Hill had completed the training, and it was anticipated that all staff would have 
completed the programme within two years. 

Other recommendations 

Courts, escorts and transfers 

2.8 Escort staff should be encouraged to attend meetings with the establishment to further 
enhance working relationships. (1.5) 
 
Not achieved. Serco, the prison escort provider, had been invited to meet prison managers 
but had not done so at the time of the inspection. 
We repeat the recommendation. 

2.9 Sending establishments should be made aware of the reception criteria for Standford 
Hill, and this should be adhered to. (1.6) 
 
Partially achieved. Sending establishments were informed by the cluster observation, 
classification and allocation department of the reception criteria for Standford Hill but these 
were not adhered to, usually in respect of prisoners arriving with less than two years to serve, 
which was one of the requirements. The criteria could be overruled by the decision of the 
population management unit. When prisoners arrived who did not meet the prison’s criteria, 
reception staff checked with the duty governor that they should be accepted before they were 
disembarked from the escort van. This usually took about 10 minutes. Several prisoners 
reported being kept on the vans for a considerable time after arrival at the prison. We observed 
no delays to prisoners’ disembarkation during the inspection. 
We repeat the recommendation. 
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Additional information 

2.10 The cellular vehicles we saw were modern and clean. Prisoners told us that they had been 
provided with food and drink on the journey and treated well by escort staff. 

First days in custody 

2.11 The reception building should be redecorated to provide a more welcoming 
environment. (1.26) 
 
Achieved. The ceiling of the reception building had been repaired and the reception area 
repainted within the previous 12 months. 

2.12 The opening times of reception for general applications should not clash with other 
regime activities. (1.27) 
 
Achieved. The time designated for prisoners to collect property from reception had been 
moved to 11am, to avoid a clash with the lunch period. This operated seven days a week, to 
facilitate prisoners who were on the working out scheme. 

2.13 Prisoners should have access to the full prison shop within the first 24 hours of arrival. 
(1.28) 
 
Not achieved. Prisoners could not make a prison shop order until the weekend after their 
arrival and it was delivered the following Thursday. This meant that prisoners arriving on a 
Monday would not receive any shop orders for 10 days. We were told that prisoners could 
apply for extra reception packs until they could place a prison shop order, but newly arrived 
prisoners we spoke to had not been told of this facility. 
We repeat the recommendation. 

2.14 The property store room should be secured at all times and access appropriately 
restricted. (1.29) 
 
Partially achieved. The property store was secured and prisoner orderlies were allowed 
access in the company of staff members. Prisoners’ property was labelled and the owner could 
be easily identified by the prisoner orderlies. 

Further recommendation 

2.15 Prisoner orderlies should not be able to identify the owner of property in store. 

2.16 The property store should be large enough to store all prisoners' property safely and 
tidily. (1.30) 
 
Achieved. Property was stored tidily in boxes on shelves. Property due for imminent collection 
was placed in bags on the store room floor. 

2.17 There should be arrangements to ensure that all staff are aware of new arrivals and 
where they are spending their first night, and systems to provide extra first night 
support. (1.31) 
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Not achieved. During the inspection, the night staff on B wing did not know, when asked, the 
identity or location of three new arrivals. When they referred to the wing record, it had been 
incorrectly completed and the staff could not identify them. There had been one new arrival on 
A wing when we visited, and night staff were able to identify him by reference to the wing 
records, but they had not been told his name or location on handover. There were no 
arrangements to provide extra support on either wing. 
We repeat the recommendation. 

2.18 Newly received prisoners should be accompanied to their residential units and provided 
with improved support to enable them to adjust to open conditions. (1.32) 
 
Achieved. A recent innovation was the presence of Listeners, who were alert to any new 
arrivals showing signs of distress and spent time with them. New prisoners were accompanied 
by Listeners from reception to their first night wing. Once there, they received a group talk by a 
senior officer about the establishment and what would happen the next day. They were not 
offered an individual confidential interview to identify any concerns or needs. 

Further recommendation 

2.19 Newly arrived prisoners should be interviewed in private to identify any confidential needs or 
concerns. 

2.20 Information on first night arrangements and induction should be available in a range of 
languages, and in audio or video format for prisoners who have reading difficulties. 
(1.33) 
 
Partially achieved. The Standford Hill information book was available in 10 languages but it 
was not clear if the languages had been identified by a needs analysis. The first night 
information book and compacts were available only in English. No information suitable for 
prisoners with reading difficulties or in other reading formats was available.  
We repeat the recommendation. 

2.21 Induction staff should receive training in this role. (1.34) 
 
Not achieved. Induction officers we spoke to had not received any special training. 
We repeat the recommendation. 

2.22 Induction peer support workers should receive formal training and support to ensure 
that the information they give to new receptions is up to date and accurate. (1.35) 
 
Not achieved. Peer support workers did not receive any formal training. The information they 
provided was contained in a manual which was updated periodically by the peer support 
workers coordinator. 
We repeat the recommendation. 

2.23 Staff from key departments should work in conjunction with peer support workers on 
the induction programme. (1.36) 
 
Not achieved. The delivery of the induction programme was carried out solely by prisoners, 
except for the input by counselling, assessment, referral, advice and throughcare (CARAT) 
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staff. 
We repeat the recommendation. 

2.24 Key staff, such as the diversity manager and safer custody coordinator, and key 
departments, such as home detention curfew and education, should have a direct input 
in the induction programme. (1.37) 
Not achieved. See above. 
We repeat the recommendation. 

2.25 There should be a rolling induction programme to reduce unoccupied time for new 
arrivals between induction sessions. (1.38) 
 
Achieved. There was a rolling induction programme which was delivered every weekday, so 
newly arrived prisoners started induction on the next weekday. 

2.26 Detailed feedback should be sought from prisoners who have recently completed the 
induction programme and this information should be used to inform future 
developments. (1.39) 
 
Not achieved. Up until early 2009, a questionnaire had been handed out at the end of every 
programme. This had never been analysed or published, and the practice of gaining feedback 
from prisoners new to the establishment had been discontinued. 
We repeat the recommendation. 

2.27 Discharged prisoners should be given canvas bags for their property. (1.40) 
 
Achieved. There were two sizes of canvas bag available for issue to discharged prisoners for 
their property. 

Additional information 

2.28 Prisoners were positive about their treatment in reception. It was a busy area, staffed by up to 
three officers during the core day. In the previous three months, there had been an average of 
124 prisoners received a month and every day there were around 80 prisoners going through 
reception to work in the community. 

2.29 The reception area was basic, consisting of one large room with a property store at the rear 
and a gated area at one end, where arriving prisoners waited to have the reception process 
completed. This area was also used to hold disruptive prisoners being removed from the 
establishment.  

2.30 Prisoners were not always searched on arrival, except on the basis of security intelligence or if 
a random check was being undertaken. There was a private interview room used by health 
services staff but no room for any other confidential meetings. We were told by reception staff 
that newly arrived prisoners could see a Listener if requested, but on the most recent occasion 
when this had occurred they had had to use the staff office. Prisoners were interviewed 
privately in reception by a member of the health services staff and were given a briefing by 
Insider orderlies, who completed the induction portfolio. They were provided with telephone 
PIN credit and could make a call from reception or from the wing on their first night. They were 
given a choice of a smoker’s or non-smoker’s pack, the cost of which was debited from their 
spending account. 
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2.31 There was no designated first night accommodation but prisoners were allocated to A or B 
wing, depending, as far as practicable, on length of sentence. On arrival on their first night 
wing, prisoners were given a group briefing (see recommendation 2.18) and a first night pack 
of information before being allocated to a cell. The cells we saw had been cleaned and 
checked before occupation. Newly arrived prisoners told us that they felt safe and comfortable.  

2.32 The induction programme was comprehensive and included visits to significant areas of the 
prison such as the gym, library, education department and chapel. During induction, a work 
allocation board was held, and prisoners were assigned to an activity immediately after 
completing the programme. 

Further recommendation 

2.33 The reception area should be remodelled to provide sufficient holding areas for disruptive 
prisoners and new arrivals to be held separately, and private interview rooms for prisoners who 
wish to speak with a Listener. 

Residential units 

2.34 There should be a daily management check to ensure that all small repairs and cleaning 
are carried out, and a cleaning schedule should be explained to all cleaners. (2.15) 
 
Partially achieved. Each wing had a cleaning schedule and cleaners were allocated specific 
areas. The cleaners we spoke to were aware of their own areas and their specific tasks. 
However, although they were checked immediately after cleaning, not all areas were checked 
regularly, and if they deteriorated during the day they were not necessarily cleaned again. The 
general standard of cleanliness of wings varied: C wing was maintained to a high standard and 
B wing was reasonable, but during the inspection the A wing showers and toilet areas were 
often grubby, especially in the late afternoon. Small repairs were well managed, with a central 
cluster point to which problems were reported. The ‘planet FM’ internet system ensured that 
such requests were formally logged and a reference number given. We were told that repairs 
were often completed immediately, and usually within an hour. 

Further recommendation 

2.35 Staff should check on the cleanliness of the wings at various points throughout the day and, if 
necessary, areas should be cleaned again. 

2.36 There should be sanctions to deter prisoners from discarding waste into baths, and 
prisoners should have ready access to a sluice. (2.16) 
 
Achieved. On A and B wings, each toilet area had a sluice. Sanctions, through the incentives 
and earned privileges scheme (IEP) scheme, were available to prisoners who left rubbish or 
made a mess, but as this often happened at night it was difficult for staff to identify culprits. We 
saw examples of IEP warnings where prisoners had been identified. 

2.37 There should be an impact meeting between the establishment and building 
contractors, including the head of residence, to resolve problems with the current 
building work, and the contractors should ensure the safety of the buildings during this 
work. Prisoners should be informed of the outcome of this meeting. (2.17) 
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Achieved. The building work identified at the previous inspection was still ongoing. There had 
been various problems with contractors that had led to delays in completion but these had 
subsequently been resolved, and reasonable, although slow, progress had been made. A and 
C wing work had been completed and the scaffolding was about to be removed, although work 
on B wing remained ongoing. Prisoners were kept informed of progress. 

2.38 The food trolley ramps should be a solid permanent structure, which does not pose a 
health and safety risk. (2.18) 
 
Achieved. There were permanent ramps at the front of B wing and at the back of A wing. 

2.39 Night orders should be revised and updated immediately. (2.19) 
 
Achieved. Night orders had been updated in January and February 2008 and night staff we 
spoke to were aware of their location and contents.  

2.40 Staff should be trained in fire safety and evacuation procedures, including 
familiarisation with and location of fire-fighting equipment. (2.20) 
 
Achieved. The prison had an objective to train all staff in fire evacuation procedures over a 
three-year period. This equated, across the cluster, to 125 being trained every quarter. The 
prison was on target to meet this objective. Staff and prisoners we spoke to on all three wings 
were aware of evacuation procedures. 

2.41 There should be regular checks to ensure fire exits are clear and maintained. (2.21) 
 
Partially achieved. At both the fire audits in May 2008 and 2009, fire doors were clear. During 
the inspection, however, there was some rubbish outside these doors on B wing. The problem 
was compounded by the building work being undertaken and small amounts of masonry 
falling.  

Further recommendation 

2.42 The prison should ensure that appropriate cover is available over the fire doors on B wing 
during building work, to prevent falling debris affecting fire evacuation. 

2.43 A senior manager should coordinate the next fire evacuation drill and draw up an action 
plan at the end of the exercise. (2.22) 
 
Achieved. Fire drills were undertaken regularly, in line with an agreed schedule. Action plans 
from these were built into the annual fire audit. 

2.44 Inundation points and observation panels should be installed in rooms. (2.23) 
 
Not achieved. Cells still did not include inundation points and there were no observation 
panels in doors. We were told by managers that funds had been secured to replace the doors.  
We repeat the recommendation. 

2.45 Prisoners who may need assistance in emergencies should be identified on their room 
doors. (2.25)  
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Partially achieved. Although doors did not identify prisoners with disabilities, including those 
with limited hearing, who might need help in the case of a fire evacuation, those prisoners with 
evacuation plans were noted on roll boards in wing offices.  

2.46 Managers should ensure that staff supervise prisoners in communal areas effectively. 
(2.26) 
 
Partially achieved. Although there was always at least one member of staff in the office when 
we visited the wings, this was appropriate, as they were actively dealing with applications and 
responding to queries from prisoners. Supervision of prisoners was intermittent. 
We repeat the recommendation. 

2.47 Prisoners should still have the opportunity to dine out following the removal of the 
dining hall. (2.27) 
 
Achieved. The dining hall had been removed but there was ample space and facilities for 
prisoners to dine out on the wings, although during the inspection we observed that most 
prisoners chose to eat in their cells.  

2.48 Managers should ensure proper use of colour-coded cleaning equipment. (2.28) 
 
Achieved. Cleaning materials were widely available on all wings, and prisoners and staff we 
spoke to said that there were few problems in getting necessary items. Cleaning officers 
checked that appropriate cleaning equipment was used. 

2.49 Mail should only be censored on the grounds of security intelligence. (3.76) 
 
Achieved. Mail was censored following the receipt of security intelligence that suggested that 
this was a reasonable course of action to take. 

Additional information 

2.50 The ongoing building work on the residential units made it difficult to maintain the cleanliness 
of the outdoor areas directly outside the wings. The quality of accommodation across the 
prison varied. On C wing, rooms and communal areas were maintained to a high standard and 
showers and toilets were clean. Some rooms on both A and B wings were in a poor state of 
repair. Many did not have notice boards on the walls and several had graffiti on walls and door 
frames. We were told that there was no wing painting programme. The main areas of A and B 
wing were also austere, with no pin boards (which were located in the central areas) or 
decoration. 

2.51 The wings were relatively quiet during the day, when prisoners were at work or activities. 
During the evening, prisoners associated in the communal areas until they were locked behind 
the spurs after the final roll check at 8.30pm. We observed staff being generally responsive to 
prisoners, and the atmosphere was calm. We were told by staff and read in the observations 
books that there had been a spate of setting off fire alarms during the night, but staff were 
unable to identify who was involved in the incidents.  

2.52 Prisoners were able to wear their own clothes, unless they were on the basic level of the IEP 
scheme, although many chose not to most of the time. There appeared to be no problem in 
exchanging kit. Although C wing had its own laundry facilities, prisoners on A and B wings 
were dependent on a small central laundry, although we heard few complaints about it. 
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2.53 Prisoners’ families could send emails to them and this service was well used, with 
approximately 30 messages received daily. Prisoners were able to send and receive as many 
letters as they wished. All outgoing letters could be sealed by prisoners before posting. 

Further recommendation 

2.54 A programme of wing and cell painting should be undertaken, prioritising those rooms 
damaged by graffiti. 

Housekeeping point 

2.55 All cells/rooms should have pin boards. 

Staff–prisoner relationships 

2.56 Prisoners should be addressed by their chosen name and not by surname only. (2.33) 
 
Partially achieved. We observed most staff addressing prisoners by their chosen name, 
although a minority of staff continued to use prisoners’ surname, particularly on the public 
address system. The exchanges we observed between staff and prisoners were mainly 
respectful and staff, particularly on the wings, were responsive to prisoners’ requests and 
queries.  
We repeat the recommendation. 

2.57 Managers should encourage staff to be pro-active in their contact with and management 
of prisoners, and to interact with prisoners on the residential wings rather than stay in 
the wing offices. (2.34) 
 
Partially achieved. See recommendation 2.46. 

2.58 Pro-social modelling training should be delivered to all staff in prisoner contact roles. 
(2.35) 
 
Not achieved. Pro-social modelling training had not been delivered to any staff since the 
previous inspection. 
We repeat the recommendation. 

Additional information 

2.59 Prisoners’ perceptions of the staff were mainly positive. In our groups, prisoners from black 
and minority ethnic groups were more negative than their white counterparts about staff, 
saying that they were treated less favourably. No progress had been made by managers in 
exploring some of the negative responses by black and minority ethnic prisoners in our survey 
at the previous inspection (see recommendation 2.67).  

Personal officers  

2.60 All personal officers should receive training on the scheme and what is expected of 
them. (2.41) 
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Partially achieved. Formal training was not provided but when the new personal officer 
scheme had been launched, managers had briefed staff about the policy and their role, and 
staff were aware that the policy document was available on the shared computer drive for their 
reference. Staff we spoke to demonstrated an understanding of the scheme and were aware 
that they were required to complete an entry into wing history sheets every 28 days. Staff on A 
wing told us that the high turnover of prisoners on that wing meant that they were not able fully 
to implement the personal officer scheme as outlined in the policy. The scheme did not seem 
to work effectively (see recommendation 2.62).  

2.61 Staff allocated to the role of personal officer should be deployed to work on the 
residential units. (2.42) 
 
Achieved. Personal officers were deployed to work on the residential units. 

2.62 Entries in prisoners' wing files should be regular and sufficiently detailed to provide a 
pen picture of the prisoner. (2.43) 
 
Not achieved. The wing history sheets we reviewed showed that most personal officers did 
not make formal introductions to prisoners in their charge and made few wing entries. During 
the inspection, staff were not provided with profiled time to complete personal officer work. 
Entries did not give an overview of the prisoners and their time at the establishment, and 
mainly contained information about applications for release on temporary licence (ROTL) and 
the outcome of risk review boards and adjudications. Personal officers did not identify 
themselves when making entries, so it was difficult to establish how often they made them. 
There was little evidence that meaningful discussions took place between personal officers 
and prisoners.  
We repeat the recommendation. 

2.63 Management checks should monitor the quality and quantity of personal officer entries 
on wing history files, and give advice to staff whose entries are below the standard 
expected. (2.44) 
 
Not achieved. The files we reviewed did not include many management checks. There was no 
reference to the quality or quantity of entries or to the fact that personal officers did not 
routinely identify themselves (see above).  
We repeat the recommendation.  

Additional information 

2.64 Prisoners we spoke to said that the personal officer scheme was poor in comparison with the 
schemes they had experienced in closed conditions, but most accepted that they were 
expected to take more responsibility for themselves. Their main concern was personal officers’ 
ability to contribute to key decisions such as home detention curfew or sentence planning 
when they had little contact with them. 

Bullying and violence reduction 

2.65 The anti-bullying survey and other consultations with prisoners should also include the 
issue of victimisation by staff. (3.8) 
 
Not achieved. The anti-bullying survey conducted in 2008 did not contain any questions about 
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victimisation by staff. The safer custody officer told us that she had plans to conduct a 
separate survey in November 2009 regarding victimisation by staff. 

Further recommendation 

2.66 The prison should carry out a survey of prisoners’ experience of bullying and victimisation by 
staff and produce an action plan based on the results. 

2.67 The violence reduction and race relations committees should investigate the 
significantly poorer responses from black and minority ethnic prisoners in our prisoner 
survey and accusations of threatening staff attitudes. (3.9) 
 
Not achieved. No work had been undertaken to investigate the reasons for our survey 
findings. 
We repeat the recommendation. 

2.68 The standard of records in anti-bullying management booklets should be consistently 
high. (3.10) 
 
Partially achieved. In most of the booklets we examined, the interactions with bullies and 
victims of bullying were appropriate and in some cases very good. However, we found some 
examples of booklets where reviews had not been recorded. 
We repeat the recommendation.  

Additional information 

2.69 The full-time safer custody officer had been in post for one year. She had had no formal 
training in safer custody issues but there had been a handover from the previous incumbent. 
The prison operated a system of opening files when an incident was reported and recording 
the action taken. These could lead to a victim management and/or bullying management file 
being opened, depending on the outcome of the investigation of the incident.  

2.70 There had been no bullying management files opened in the previous 12 months. The incident 
report files we examined showed that there was a zero-tolerance approach, which meant that 
some prisoners proved to have bullied others were transferred from the establishment. Bullying 
management files that we examined showed that the alleged bully’s behaviour was monitored, 
either without his knowledge or after informing him that he was suspected of bullying. There 
was no evidence of working with prisoners to deal with issues which had led to them becoming 
involved in bullying or to provide structured interventions aimed at behavioural change. 

2.71 There had been 23 incident reports logged in 2009 to date. There were cases where bullying 
had been suspected and the alleged perpetrator kept under observation, but in most of these a 
bullying management file had not been opened, even though it was indicated.  

2.72 The level of bullying in the prison was low. Staff on A wing told us that the young and transient 
population predominantly held on that wing had led to disruptive behaviour, and anecdotally 
they believed that this led to more bullying. However, this was not borne out during the 
inspection by the safer custody coordinator or security staff.  

2.73 Victim management files were well documented, with comprehensive care plans and evidence 
of good interaction with the prisoner to ensure that he remained safe. Some victims had been 
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transferred because it was not possible to ensure their safety or because they had requested a 
transfer. In most of these cases, the issue was debt to other prisoners. 

2.74 The safer custody officer interviewed transferred prisoners two weeks after leaving the prison, 
to follow up issues which might have led to their behaviour. This was particularly relevant for 
those who had absconded and been returned to closed conditions, to identify any issues of 
bullying. We also saw evidence of concerns arising from the investigation of allegations being 
communicated to receiving establishments. 

2.75 The anti-bullying survey carried out in 2008 had led to a bi-monthly consultative meeting with 
prisoners to discuss bullying. It had also prompted changes in the management of queues for 
voluntary drug testing and the allocation of Listeners to reception. 

Further recommendations 

2.76 The safer custody officer should receive formal training in the role. 

2.77 Bullying management files should be opened when a prisoner is identified as an alleged 
perpetrator, to manage the observation of his behaviour. 

Good practice 

2.78 A prisoner consultative group on safer custody had been established. 

2.79 The safer custody officer interviewed prisoners who had absconded to identify any bullying 
issues. 

Self-harm and suicide 

2.80 There should be consistent and regular attendance at the monthly safer custody 
meeting, including representatives from healthcare and the local community mental 
health team, and substitutes should be sent in the place of any representative who 
cannot attend. (3.19) 
 
Partially achieved. Attendance at the safer custody meetings had improved since the 
previous inspection but was still not comprehensive. Appropriate departments from the prison 
were represented. The local community mental health in-reach team had been invited but had 
been unable to attend to date. 
We repeat the recommendation. 

2.81 The current F2052SH self-harm monitoring documents should be more robustly 
managed, and management checks should include guidance on support of prisoners 
who are monitored and frequency of interactions with them. (3.20) 
 
Achieved. The safer custody officer checked open assessment, care in custody and teamwork 
(ACCT) documents daily and we saw comments entered by her and the duty governor 
advising staff on practice. 

2.82 The entries in F2052SHs should include a detailed support plan, quality interactions and 
frequency of prisoner checks to ensure his wellbeing, including supervision throughout 
the night. (3.21) 
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Achieved. The quality of support plans was generally good in the ACCT documents we 
examined. Interactions were substantial, with evidence of lengthy discussions with prisoners. 
Night staff were aware of the ACCT document that was open during the inspection, and clear 
about the required level of observation. 

2.83 Staff should be made aware of the central F2052SH register in the control room. (3.22) 
 
Achieved. When an ACCT document was opened, the safer custody officer informed the 
control room and entered the information on the local inmate database system (LIDS). We 
called the control room during the inspection and the officer who answered the call was able to 
give details of the current open ACCT document. 

2.84 All staff should be trained in the new assessment, care in custody and teamwork 
(ACCT) self harm monitoring system in time for its introduction in March 2007. (3.23) 
 
Not achieved. Although basic ACCT training was available, the number of staff who had been 
trained in ACCT procedures in the previous three years was low and it had clearly not been 
prioritised by staff or managers. Only three members of staff had attended training in 2009 and 
only 11 of the 38 officers in post were up to date. The safer custody officer had requested 
training as a trainer so that she could deliver ACCT training locally.  

Further recommendations 

2.85 The safer custody officer should receive appropriate training to deliver assessment, care in 
custody and teamwork (ACCT) training locally. 

2.86 All staff should be trained in ACCT procedures.  

2.87 There should be a comfortable and private Listeners' suite where prisoners in distress 
can discuss their concerns. (3.24) 
 
Not achieved. The prison had identified a room in the chapel as a Listener suite but it was not 
adequate, being no more than a meeting room. A Listener told us of a callout to a prisoner late 
at night when he had visited him in his own cell, rather than being able to use the prison-
designated Listener room in the chapel.  

Further recommendation 

2.88 There should be a Listener suite which can appropriately accommodate a prisoner and a 
Listener, overnight if necessary, in privacy. 

2.89 Cell sharing risk assessments should be routine before a prisoner is placed with 
another overnight. (3.25) 
 
Not achieved. This practice was not stated in prison policies, and staff we spoke to told us 
that they would not carry out a cell sharing risk assessment when a Listener went into a 
prisoner’s cell. 
We repeat the recommendation. 
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2.90 The safer custody offender family helpline should be reconnected and calls checked 
daily. (3.26) 
 
Partially achieved. The helpline was available and details were printed on visiting orders and 
on posters in the visits hall. The safer custody officer checked for any messages twice a week.  

Further recommendation 

2.91 The safer custody offender family helpline should be checked for messages daily. 

2.92 All staff should carry anti-ligature knives. (3.27) 
 
Achieved. All staff carried anti-ligature knives on their belts. 

2.93 At least one member of night staff should be first aid trained. (3.28) 
 
Not achieved. Although some staff were first aid trained, this was not prison policy. This 
matter had been mentioned in a death in custody report from the Prisons and Probation 
Ombudsman (PPO) in 2008, when a prisoner had provided cardiopulmonary resuscitation, 
although no recommendation had been made. We were told that the prison was open to 
ambulances and that paramedics could attend within 10 minutes, but this was not a sufficiently 
rapid response in critical situations. 
We repeat the recommendation. 

2.94 Night staff should receive specific training relevant to night duties, including the use of 
specialist medical equipment and fire equipment. (3.29) 
 
Not achieved. Night staff we spoke to could not use the defibrillator equipment that was 
available in wing offices and were not all clear where fire extinguishers were located. 
We repeat the recommendation. 

Additional information 

2.95 The safer custody meeting was chaired by the safer custody officer and was attended by 
appropriate departments. The safer custody officer also attended security meetings. When the 
safer custody officer was on leave, the job was not fully covered. 

2.96 There had been three ACCT documents opened in the year to date and one was open at the 
time of the inspection. The ACCT documents we examined showed that personal officers and 
probation staff attended reviews and that a good level of care and support was offered to the 
prisoners concerned. Health services staff were sometimes included if there were health 
issues. Prisoners were asked if they wanted a family member at reviews and, although they 
usually declined, there was an example where a prisoner’s brother had attended. As well as 
the regular checks of open ACCT documents, the safer custody officer also checked the wing 
observation books daily to identify any occurrences requiring further investigation. 

2.97 There were eight Listeners, one of whom was a coordinator. They told us that they had been 
trained in the role before starting work and that they had meetings every two months with the 
local Samaritans. Their photographs and rota were displayed on the wings. 

2.98 There had been three PPO investigations into deaths in custody since the previous inspection; 
all had been from natural causes. Two prisoners had died at the local hospital and one at the 
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establishment. There appeared to be no system for planning to meet the recommendations 
from these reports. There had been a response from the prison about the intended action, but 
it was not clear who would be taking that action and there were no systems for monitoring the 
action being taken.  

Further recommendations 

2.99 There should be cover for the safer custody officer during her absence. 

2.100 A representative from the healthcare department should attend all ACCT reviews. 

2.101 There should be clear action plans prepared in response to Prisons and Probation 
Ombudsman reports which identify who will be responsible for implementing the 
recommendations and the deadline for completion. These should be monitored through the 
safer custody committee.  

Applications and complaints 

2.102 An auditable system that tracks applications and monitors replies should be 
introduced. (3.90) 
 
Not achieved. While individual departments tracked the applications they received and the 
timing of responses, this was not replicated on the residential wings. Each application was 
logged in a central register on the wings but it did not contain information about when the 
applications were responded to and given back to prisoners. In our groups, there was a 
general consensus among prisoners that their applications were not always responded to and 
were often lost. 
We repeat the recommendation. 

2.103 All replies to formal complaints should be courteous, respond to the issues raised and 
address the prisoner directly. (3.91) 
 
Achieved. The sample of complaints we looked at addressed the prisoner directly, and when 
the prison was at fault an explanation and apology was offered. The majority were courteous 
and answered within the specified timescales. The prison was responding to 95% of first-stage 
complaints within three days.  

2.104 Complaints should be analysed by type of complaint. (3.92) 
 
Achieved. Complaints were analysed and discussed at the senior management meetings. The 
topic, location, ethnicity and number of complaints were monitored. Property was the main 
topic of complaint, followed by matters that would be dealt with by the offender management 
unit (OMU), such as home detention curfew and ROTL. Prisoners told us that they had 
difficulties in accessing their property; senior managers had identified the main establishments 
that prisoners had complaints about and developed links with them so that they could resolve 
the issues quickly. 
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2.105 There should be active steps to reduce the number of complaints received. (3.93) 
 
Partially achieved. There had been 737 complaints in 2007 and 858 in 2008. There had been 
387 in the previous six months, an average of 65 complaints a month; if this rate were to 
continue, the number of complaints for 2009 would have decreased. In addition to attempting 
to resolve property concerns (see above), issues that were raised through complaint forms, 
such as food and sentence planning, were standing agenda items at the monthly prisoners’ 
consultative committee meetings. Due to the significant number of complaints submitted to 
OMU staff, they had developed the role of a peer support worker to link with prisoners. He had 
not received any training and there had been complaints that he was unable to answer 
prisoners’ concerns; although this role had been operative for nearly a year, it did not appear 
to be having the desired effect. Prisoners were anxious about the outcome of their home 
detention curfew (HDC), end of custody licence (ECL) or ROTL applications, and expressed 
their concerns about the lack of contact with OMU staff. As a consequence, the Independent 
Monitoring Board had received over 400 complaints in 2008/09 regarding sentence planning 
matters, which was nearly three times as many as in the previous year.  

Further recommendations 

2.106 There should be active steps taken to reduce the number of complaints to the offender 
management unit. 

2.107 The OMU peer support worker should be adequately trained to fulfil the role.  

Legal rights 

2.108 Legal services staff should have refresher training and be brought up to date with 
current legislation. (3.101) 
 
Not achieved. Although there was more than one legal services member of staff, most of the 
work was undertaken by one officer, who had last been trained in 1999. Despite this, he 
provided comprehensive legal services to prisoners, had access to a range of resources and 
had developed links with specialist solicitors. 
We repeat the recommendation. 

2.109 Legal services staff should see all letters written for prisoners by the peer workers, and 
quality check their advice. (3.102) 
 
Achieved. The legal services officers had new peer workers, who signposted prisoners either 
to a legal services officer or more appropriate member of staff. These workers were aware that 
they were not permitted to prepare letters on prisoners’ behalf. Information was displayed on 
the wings regarding the legal services support provided, and the legal services officers‘ base 
room was well signposted.  

2.110 The establishment should install a video link system that could be used to assist legal 
visits.(3.103) 
 
Partially achieved. A video link system had been installed but, due to the lack of staff to 
supervise it, the equipment was not used. 
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Further recommendation 

2.111 The video link system should be used to assist in the delivery of legal visits. 

2.112 The current legal visits facility should be replaced with more suitable accommodation. 
(3.104) 
 
Achieved. The legal visits facility had been replaced with two cubicles, next to the social visits 
area, available for use every weekday morning. 

2.113 More prisoners should be allowed out for legal visits. (3.105) 
 
Not achieved. Prisoners were able to apply for a special purpose licence to go and see their 
legal representatives. However, the establishment was unable to provide any information 
about the number of prisoners who were allowed out for legal visits. 
We repeat the recommendation. 

Faith and religious activity 

 
No recommendations were made under this heading at the last inspection. 

Additional information 

2.114 The coordinating chaplain was the only full-time member of the chaplaincy team and was 
supported by a range of part-time and sessional chaplains. The coordinating chaplain had a 
good overview of the faith needs of the population but there was no monitoring or strategy to 
ensure that prisoners were not excluded from the regime based on their religion (see section 
on diversity).  

2.115 The chaplaincy team was well integrated across the establishment and members of the team 
attended safer custody meetings, ACCT reviews and, more recently, public protection 
meetings. They provided good pastoral care and a range of classes during the evenings and 
weekends. In our groups, prisoners spoke highly of the team. They accommodated family 
pastoral visits for prisoners who had suffered bereavements or relationship difficulties. They 
also facilitated private telephone calls where appropriate. Prisoners had access to corporate 
worship.  

2.116 The Muslim chaplain was shared with HMP Elmley, and led Friday prayers at the 
establishment. There were 49 Muslim prisoners, with approximately 25–30 accessing Friday 
prayers, at the time of the inspection. The multi-faith room was appropriate for holding Friday 
prayers for up to 50 prisoners but when more Muslim prisoners had been held, prayers had 
had to be moved to the visits hall. 

2.117 Attendance at corporate worship for prisoners of the Anglican and Roman Catholic faiths was 
fairly static, with around 20 prisoners accessing weekend services. There was no prison 
visitors scheme but the chaplaincy team was able to identify volunteers who could support 
prisoners while at the establishment or on their release. 
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Substance use 

2.118 Members of the integrated drug treatment system planning group should consult 
specialist advisers and ensure that the necessary resources, systems and expertise are 
in place for its safe implementation. (3.117) 
 
Achieved. The integrated drug treatment system (IDTS) had been in place for approximately 
18 months. The model was well established and there were appropriate operating instructions. 
The model operated across the whole Sheppey cluster, sharing resources.  

2.119 Disproportionate sanctions should not be imposed automatically following a diluted 
drug test result. (3.118) 
 
Not achieved. Prisoners testing positive on compliance testing were referred to the weekly 
risk assessment board. Sanctions were the same for prisoners producing a diluted sample. 
The board operated a blanket policy, even though diluted results were not necessarily 
indicative of an attempt to disguise a positive sample. 
We repeat the recommendation. 

Additional information 

2.120 At the time of the inspection, 11 prisoners were subject to clinical support under IDTS. A 
criterion for acceptance at the establishment was that the prisoner needed to be already 
stabilised on medication and have completed the 28-day psychosocial programme.  

2.121 There was an appropriate, dedicated area in the establishment for the dispensing of 
medication. Both methadone and Suboxone (a combination of buprenorphine and naloxone) 
were available and nine prisoners were receiving methadone at the time of the inspection. All 
such prisoners were offered contact with the counselling, assessment, referral, advice and 
throughcare (CARAT) team, although engagement was not compulsory. Eight of the 11 IDTS 
prisoners at the time of the inspection were having regular contact with the team. Although a 
range of interventions were provided by the CARAT team (see section on resettlement 
pathways), there was no joint care planning with IDTS workers. 

2.122 From the figures supplied by the prison, the mandatory drug testing positive rate over the 
previous six months, including one refusal, was 5%. Suspicion testing was relatively rare, with 
only 24 tests undertaken in the same period. Fifty per cent of such tests were positive, 10 of 
these being for cannabis, one for cannabis and opiates and only one for opiates alone. Sixty-
one per cent of all positive tests were for cannabis. 

2.123 There was no voluntary testing but every prisoner was subject to compliance testing. The 
frequency of testing varied from twice weekly to monthly, depending on risk assessment. Both 
forms of testing were undertaken in the dedicated testing suite, which, although small, was 
adequate. There were appropriate links to the CARAT team for all prisoners testing positive. 

Diversity 

2.124 There should be a disability survey to assess any further need for adjustments to the 
accommodation. (2.24) 
 
Partially achieved. All prisoners were assessed for disabilities during induction. Screening 
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forms were appropriate and covered a range of issues, including both physical and mental 
need. When need was identified through this initial screening, a further, more comprehensive 
assessment was undertaken by the diversity manager. At the time of the inspection, 43 
prisoners (approximately 10% of the population) were identified as having some need. Where 
necessary, personal evacuation plans were in place (three at the time of the inspection), but 
few adaptations had been made. Business cases had been put forward over the previous 12 
months for the adaptation of showers on B wing and toilets on each accommodation block, 
implementation of an induction loop system, and purchase of mobility scooters, but each had 
so far been unsuccessful.  

Further recommendation 

2.125 The prison should ensure that all necessary and reasonable adjustments to wings and cells 
are undertaken for prisoners with disabilities and that a plan of developments is managed 
through the diversity and race equality action team (DREAT).  

2.126 The needs of older prisoners and prisoners with mobility problems should be 
incorporated into the establishment’s overall diversity strategy. (3.36) 
 
Partially achieved. There was an older prisoners’ policy for the Sheppey cluster which also 
covered aspects of mobility and disability. However, we were told that the overarching cluster 
diversity policy was out of date and not being used. Standford Hill had its own diversity action 
plan, with separate sections for each of the diversity strands, including both age and disability. 
Some work had been done regarding the disability strand but work for older prisoners was 
underdeveloped. The cluster policy was appropriately oriented to prisoners over the age of 55, 
of which there were 36 at the establishment. Much of the policy focused on the physical and 
health needs of this group, with relatively little on their social requirements. We were told that 
there was an older prisoners’ cluster meeting, attended by establishment diversity managers, 
but minutes of the diversity and race equality action team (DREAT) meetings, specifically for 
Standford Hill, over the previous 12 months showed that this group was rarely, if ever, 
discussed. There was no specific prisoner forum feeding into the DREAT, no older prisoner 
impact assessments and no older prisoner needs analysis.  

Further recommendation 

2.127 The needs of older prisoners should be fully assessed and these needs met through the 
DREAT and monitored through the diversity action plan. 

2.128 The diversity/race equality action team should monitor progress of the 2004 access 
audit action plan as part of its standing agenda. (3.37) 
 
Partially achieved. Progress against the 2004 access audit was monitored through the 
DREAT and diversity action plan. However, progress was limited. The prison was non-
compliant with many aspects of the Disability Discrimination Act (2005). No cells or washing or 
toilet facilities had been adapted to accommodate the needs of prisoners with disabilities. One 
shower chair was available on B wing which had been obtained for an individual who had now 
left the prison. 
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Further recommendation 

2.129 A full assessment of disability needs, under the requirements of the Disability Discrimination 
Act (2005) should be undertaken and compliance should be monitored. 

2.130 A report summarising the key issues raised by the diversity consultative committee 
should be a regular standing agenda item at the diversity/race equality action team 
meetings. (3.45) 
 
Partially achieved. There was no longer a diversity consultative committee. The diversity 
manager also undertook the role of race equality officer and was supported by two diversity 
prisoner representatives. These representatives saw all new prisoners during induction and 
also acted as a link and support to prisoners across the establishment. These prisoners also 
attended the bi-monthly DREAT meetings. We were told that diversity and race were standing 
items at the prisoner consultative committee meetings and that any issues raised were fed to 
the DREAT. However, from a review of minutes from the consultative committee meetings, 
there was no indication that issues of race or diversity were raised regularly, or that such 
issues were subsequently taken forward to the DREAT. Although prisoners we spoke to did 
not complain about racial tensions, in one of our focus groups, specifically made up of black 
and minority ethnic prisoners, views about the establishment and staff were generally more 
negative than those of white prisoners.  

Further recommendation 

2.131 The prison should reintroduce the diversity consultative committee for prisoners and ensure 
that the group incorporates a broad spectrum of prisoners representing the key strands of 
diversity. Issues raised at this meeting should be taken forward to the bi-monthly diversity and 
race equality action team meetings.  

Additional information 

2.132 The establishment’s diversity manager was responsible for all aspects of diversity. Although a 
full-time post, the demands on her meant that she did not have time to develop all aspects of 
diversity fully. No work had been undertaken on sexual orientation or trans-gender issues, and 
there was no monitoring of the impact of policies on those of differing faiths or ensuring their 
equal treatment. There was no overarching needs analysis regarding diversity and no clearly 
identified strategy, as the cluster diversity policy was out of date (see recommendation 2.126).  

Further recommendations 

2.133 Appropriate leads should be identified for each strand of diversity. 

2.134 An overarching diversity strategy and policy should be developed that includes all strands of 
diversity. 

2.135 The diversity action plan should include all diversity strands and be monitored for progress 
through the DREAT. 

2.136 Impact assessments should be undertaken for each aspect of diversity. 
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2.137 Equality of treatment on the basis of religion should be monitored and action taken to remedy 
any deficits. 

Race equality 

2.138 Race impact assessments should be reviewed and updated where appropriate. (3.46) 
 
Achieved. At the time of the inspection, all race impact assessments were up to date. Action 
plans had been identified for each of them and completion was monitored through the DREAT. 

2.139 The diversity/race equality action team should fully evaluate and approve all impact 
assessments, and the outcomes should be incorporated into the establishment’s 
diversity action plan. (3.47) 
 
Achieved. The DREAT meeting agenda included information about the completion of race 
impact assessments as a standing item. Scrutiny and quality control were undertaken by the 
area diversity manager. This system worked well and the quality and consistency of 
evaluations was good. 

2.140 The outcomes of additional ethnic monitoring of prisoners on stage one and stage two 
resettlement programmes should be fed back to prisoners through the diversity 
consultation committee. (3.48) 
 
Not achieved. Prisoners undertaking voluntary or paid work as part of the working out scheme 
were monitored through the systematic monitoring and analysis of the race equality template 
(SMART). Although monthly figures were compiled, they were not evaluated to establish 
whether or not they were within the expected range; nor were they included in the information 
given to the DREAT. In the three months before the inspection, over 80% of those working out 
had been white, whereas the general prison population was approximately 70% white.  

Further recommendation 

2.141 Key areas of ethnic monitoring, specific to Standford Hill, should be analysed in the same way 
as mandatory areas, and relayed to the DREAT when patterns outside of anticipated ranges 
are found. This should be used to inform other aspects of race equality. 

Additional information 

2.142 The DREAT meeting was chaired by the governor and was reasonably well attended. 
However, some issues were identified as action points but then not necessarily followed up. 
There was no continuous improvement plan to monitor such issues. SMART monitoring was 
included in meetings and covered all mandatory areas, and included data covering the 
preceding 12 months. From this information, it was apparent that ROTL was consistently out of 
range, with black and minority ethnic prisoners, who made up 30% of the prisoner population, 
under-represented. Although the issue was discussed at each meeting, little action had taken 
place to gain a better understanding of this pattern. Similarly, black and minority ethnic 
prisoners were consistently over-represented on the standard level and under-represented, or 
just in range, on the enhanced level of the IEP scheme, yet there had been no evaluation to 
explain why this was the case or whether there was a link between this and the ROTL and 
working out figures. 
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2.143 The number of submitted racist incident report forms (RIRFs) was low. There had been only 23 
in 2008, and so far in 2009 only 11. Forms were available on all wings and investigations were 
always undertaken by the diversity manager, although she had not received any specific 
training. From an analysis of RIRFs in the previous six months, most were appropriately 
completed. All RIRFs were signed off by the governor and area diversity manager. The prison 
had also obtained an agreement for independent evaluation from the Swale Borough Council 
community cohesion officer. 

Further recommendations 

2.144 The diversity manager, and any other members of staff who undertake racist incident 
investigations, should be provided with appropriate training. 

2.145 A continuous improvement plan for diversity should be introduced, to include actions identified 
in DREAT meetings, to ensure that they are followed through.  

Foreign national prisoners 

2.146 The foreign national policy should be revised to reflect the current position of foreign 
national prisoners at Standford Hill, and should also set out how the strategy will be 
delivered. (3.60) 
 
Partially achieved. The foreign nationals policy and strategy had been updated regularly 
since the previous inspection and most recently in May 2009. The document covered key 
areas of activity and included information for prisoners, but there were no action plans or 
development objectives.  

Further recommendation 

2.147 The foreign nationals policy should be supported by an action plan and development 
objectives to ensure that identified issues are taken forward. The document should be 
monitored through the foreign nationals committee meeting. 

2.148 Foreign national prisoners should be consulted on the development of foreign national 
policy at Standford Hill and the issues that are important to them. (3.61) 
 
Achieved. Prisoner foreign national representatives were consulted about the content of the 
policy. 

2.149 The foreign nationals committee should be re-established. (3.62) 
 
Achieved. The foreign nationals committee met bi-monthly and included representatives from 
most departments, as well as prisoner representatives. Foreign nationals were also a standing 
item at the larger DREAT meeting. 

2.150 More information specific to Standford Hill should be translated into foreign languages. 
(3.63) 
 
Partially achieved. The prisoner information given out in reception and during induction had 
been translated into 10 languages. However, there was no capacity to translate the document 
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into further languages if required. Prisoner information packs, containing general prison 
information, were available in languages other than English through the library. Other 
documents and information, including the minutes of the foreign nationals committee meetings, 
were produced only in English. No log was maintained of which prisoners did not speak 
English and it was therefore not possible to know whether the range of information was 
appropriate to the current population. 

Further recommendations 

2.151 The prison should keep a log of any prisoners who are not fluent in English, and information 
about the establishment should be made available to them in a language they understand. 

2.152 A system should be introduced to ensure that wing staff are aware of which prisoners on their 
wings are unable to speak English and appropriate support should be made available. 

2.153 There should be greater use of professional translation services in official or 
confidential situations. (3.64) 
 
Not achieved. Although the prison had a list on each wing of prisoners and staff who spoke 
languages other than English and were prepared to act as interpreters, we were told that 
professional translation services were virtually never used, even for adjudications or medical 
consultations. 
We repeat the recommendation. 

Additional information 

2.154 At the time of the inspection, there were 38 foreign national prisoners. We were told that this 
was a fairly consistent figure and usually equated to about 10% of the population. The role of 
foreign nationals coordinator was undertaken by a main grade prison officer, who also 
undertook the role of legal services officer. The role was supported by a foreign nationals 
prisoner peer supporter and one prisoner representative from each wing. A dedicated foreign 
nationals room, containing a range of information, was provided on B wing, and the peer 
supporter was based there. There was no cover for the foreign nationals coordinator.  

2.155 There was a foreign nationals consultation group and regular meetings were held, chaired by 
the foreign nationals coordinator. While issues raised at these meetings were then taken to the 
foreign nationals committee meeting, these meetings were not minuted, so it was not possible 
to establish the effectiveness of the link.  

2.156 Links had been established between the establishment and the UK Border Agency, and 
regular surgeries were held. The most recent had been in April 2009 and the next was 
scheduled for October 2009. All foreign national prisoners were informed of the surgeries 
approximately two weeks beforehand and were offered an appointment if they wished. At the 
time of the inspection, there were no prisoners held exclusively on an Immigration Service 
Order no 91 (IS91). 

2.157 Foreign national prisoners were able to send airmail letters free of charge and received a free 
five-minute telephone call in lieu of visits. Although airmail letters were easily accessed, 
relatively few prisoners received a free telephone call. In the previous six months, an average 
of five such calls had been given each month. Prisoners had to apply each month and it was 
not clear that all foreign nationals knew of this entitlement.  
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Further recommendations 

2.158 There should be a deputy foreign nationals coordinator to cover absences. 

2.159 The foreign nationals consultation group meetings should be minuted. 

2.160 The prison should routinely inform all foreign national prisoners of their potential entitlement to 
a free monthly telephone call and ensure that all those entitled to this facility are offered it.  

Health services 

2.161 Priority should be given to the rebuilding or refurbishment of the healthcare centre to 
meet all clinical governance criteria. This should include additional soundproofed 
consulting rooms and disabled access. (4.40) 
 
Achieved. The healthcare department (the Wright Medical Centre) had been moved to a new 
location, near the entrance to the prison, and was a prefabricated building previously used as a 
temporary health unit for nearby HMP Swaleside. The unit had good access, but not all the 
rooms were soundproofed. It contained office space, two GP rooms, a nurse clinic room, a 
small dental room and staff accommodation. The waiting room had a range of health 
promotion displays and copies of the minutes of patient forum meetings, but the wooden bench 
seating was uncomfortable. Staff and patients commented on the benefits of the new unit. 

2.162 There should be a staffing profile and skill mix review to ensure sufficient suitably 
qualified nursing and administrative staff are employed to meet the clinical needs of the 
prison population. (4.39) 
 
Achieved. The team were part of the wider HMP Elmley cluster health services team. The 
band 7 practice manager/clinical lead at Standford Hill reported to the cluster head of health 
services (band 8b). In addition to a part-time band 6 practice manager, there was a healthcare 
senior officer, who was the operational manager, and one hospital officer. There were also two 
agency nurses, who filled the two band 5 nurse vacancies, and a full-time administrative 
officer. A pharmacy assistant attended the prison three afternoons a week and undertook 
medicine management clinics. There was an ongoing recruitment campaign for band 5 nurses, 
but managers told us about the difficulties of attracting nurses to work at the cluster. 

2.163 Appropriate mental health awareness training for staff should be implemented. (4.41) 
 
Partially achieved. Mental health awareness training was provided by Kent and Medway 
Mental Health Trust, which trained staff across the cluster. In the six months before the 
inspection, 49 staff had received the training, but only four from Standford Hill. 
We repeat the recommendation. 

2.164 The GP hours should be extended to provide an evening service for prisoners who work 
out. (4.42) 
 
Not achieved. The healthcare department was open from 8am until 4.30 pm on Monday to 
Friday. During the inspection, a new GP service started, providing three afternoon sessions a 
week, from a local GP practice. The GP service had previously been provided by locum GPs. 
However, there was no evening service and prisoners we spoke to commented that it was 
difficult for those who worked out to attend appointments. Staff had conducted a survey of 
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prisoners some time previously to ascertain their views about the GP service, and evening 
surgeries had not been seen as a priority. 
We repeat the recommendation. 

2.165 In the absence of the usual dentist, alternative dental services should be arranged. 
(4.43) 
 
Partially achieved. The dentist provided at least one session a week, although at the time of 
the inspection he had increased the number to reduce the waiting list. He did not provide cover 
for times when he was not available but did undertake alternative sessions when it was 
possible. However, we were informed that the primary care trust (PCT) commissioners had 
secured a permanent arrangement of six extra sessions of dental activity a week, to be shared 
across the cluster, which it was hoped would reduce the dental waiting lists in all three prisons. 
We repeat the recommendation. 

2.166 All dental protocols and procedures should be approved by the PCT. (4.44) 
 
Not achieved. We were unable to verify that all the dental protocols and procedures were 
approved by the PCT. A recent audit by the PCT dental adviser had also identified some 
missing documentation. 
We repeat the recommendation. 

2.167 Dental notes should be copied to the main clinical record and patients’ medical history 
reviewed at each course of dental treatment. (4.45) 
 
Not achieved. Patients’ clinical records were all kept on EMIS, an electronic clinical 
information system, but the dentist did not use it. He showed us evidence to suggest that he 
assessed the medical histories of new patients and assured us that these were reviewed on 
subsequent visits.  
We repeat the recommendation. 

2.168 A justification for all dental X-rays should be recorded. (4.46) 
 
Achieved. A register of all dental X-rays was kept separately to patients’ dental notes and 
indicated the reasons for X-rays. 

2.169 The prison should investigate the reasons for non-attendance at dental appointments 
and ensure that prisoners inform the healthcare department if they are unable to attend. 
(4.47) 
 
Not achieved. We reviewed the most recent full month of dental clinics. There had been 10 
sessions, comprising 87 appointments, of which 21 patients had failed to attend (a non-
attendance rate of 24%). Prisoners who provided evidence for their lack of attendance (for 
example, because of a visit) were offered another appointment, but others were not given 
another chance. There had been no attempts to investigate reasons for non-attendance. 
We repeat the recommendation. 

2.170 There should be clinical supervision for nurses, which should include training. (4.48) 
 
Partially achieved. While there was no specific clinical supervision, staff held weekly 
meetings, which were minuted, at which significant issues were discussed. It was hoped to 
start clinical supervision across the cluster in the future. 
We repeat the recommendation. 



HMP Standford Hill  40 

2.171 Resuscitation equipment should be checked after use and at least weekly, and evidence 
of these checks should be recorded. (4.49) 
 
Partially achieved. The defibrillator and resuscitation equipment in the healthcare department 
was checked every day, but the defibrillator held on A wing, for use by staff when the 
department was closed, was not. We could find no evidence of checks being made, and the 
pads were over three months out of date. Furthermore, while we were assured that one of the 
gym staff undertook first aid and defibrillator training for staff, the training department did not 
have comprehensive records to show who had received such training, and several staff said 
that they had not been trained to use the defibrillator. Some of the prisoner health trainers and 
other prisoners were trained in resuscitation and the use of the defibrillator but there was no 
system to ensure that persons with the necessary skills were always available. 
We repeat the recommendation. 

Further recommendations 

2.172 There should always be sufficient staff on duty with up-to-date resuscitation skills. 

2.173 All training in resuscitation should be collated by the cluster training department. 

2.174 Patients should only be chaperoned during consultations on the basis of a risk 
assessment. (4.50) 
 
Achieved. The department ran along the lines of a GP practice, so patients were only 
chaperoned if they requested it.  

2.175 There should be a named nurse or healthcare worker to provide a focus for the care of 
older prisoners. (4.51) 
 
Achieved. The practice manager took the lead for older people, as well as being a diabetes 
nurse specialist. At the time of the inspection, there were 16 prisoners over 60. The nurse saw 
all those over 55. She held a clinic once every two weeks and had a protocol that mirrored the 
National Service Framework for Older People. Due to technical problems with the EMIS, we 
were unable to verify the use of the pro forma, but patients we spoke to commented favourably 
on the level of care that they received. 

2.176 An alarm bell should be fitted in the doctor's room. (4.52) 
 
Achieved. There was an alarm in each of the clinical rooms in the department. 

2.177 There should be a separate sluice area in the treatment room for the testing of bodily 
fluids. (4.53) 
 
Not achieved. The department did not have a sluice, so if patients provided a urine sample for 
immediate testing, nurses disposed of it in the handwash sink, which posed an infection control 
risk. 
We repeat the recommendation. 

2.178 The dental surgery should be refurbished and sufficient suitable cupboards and sinks 
installed to ensure infection control guidelines are met. (4.54) 
 
Partially achieved. The dental suite had moved to the new healthcare department. However, 
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the dental chair had a split in it, so posed an infection control risk. The PCT dental adviser had 
undertaken a dental audit and identified several issues, including the fact that the surgery was 
too small and cluttered, and inadequate to allow easy disinfection, the storage of tools was 
inappropriate, ventilation was inadequate, and there was no ultrasonic bath for the pre-
sterilisation of equipment, in line with infection control guidance. The Prison Service was 
tendering for new dental facilities, having identified suitable space and finance for a new 
surgery. 
We repeat the recommendation. 

2.179 Prescription-only medication should only be supplied against a valid prescription. (4.55) 
 
Partially achieved. We examined the prescription for a prescription-only medicine item that 
had been given from stock. The first we examined had not been signed by an authorised 
prescriber, but the medication had still been issued. We looked at several further supplies of 
stock medications, but these appeared to have valid prescriptions. We were assured by the 
staff that the unsigned prescription was probably an isolated incident. We were also aware that 
senior staff were planning to audit the prescription charts as a result of our findings.     
We repeat the recommendation.  

2.180 All patients should be risk assessed for in-possession medication. (4.56) 
 
Achieved. A risk-based assessment for in-possession medication was completed for each 
patient on reception. We were told that the record of this risk assessment was entered on to 
the EMIS, but the system was not working at the time of the inspection and so this could not be 
verified.  

2.181 General medicines stock should be audited and reconciled against prescriptions 
issued. (4.57) 
 
Achieved. Running balances were kept for stock medications, with records indicating when 
medications had been received and issued. Periodic stock checks were also carried out by the 
nursing staff and the pharmacy technician from HMP Rochester.  

2.182 The pharmacist should audit faxed prescriptions regularly, and there should be random 
checks of faxes against the original prescription charts. (4.58) 
 
Achieved. We were told that the pharmacy technician from HMP Rochester visited the 
establishment three times a week and checked the faxes against the prescription charts and 
the computer records. A log was kept of which prescriptions were faxed to HMP Rochester, 
and these were checked off when the medications came back.  

2.183 Patient group directives should be introduced and a signed copy kept in the treatment 
room. It should be read and signed by all relevant nursing staff. (4.59) 
 
Achieved. A file containing signed copies of the patient group directives was present in the 
pharmacy room. A record was also present of which nursing staff were authorised and had 
received training on their administration.  

2.184 Pharmacy-led clinics should be introduced. (4.60) 
 
Achieved. The pharmacy technician from HMP Rochester attended the establishment and 
held a warfarin clinic on Monday afternoons and a medicine management clinic on Tuesday 
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afternoons. We saw evidence of proactive management of patients who had concerns about 
their medications at other times. 

2.185 The special sick policy should ensure that all appropriate medicines can be supplied. 
(4.61) 
 
Achieved. A list was present in the pharmacy room of medications able to be issued by staff 
without a prescription. Although we did not find a formal written policy, clear records were kept 
of drugs issued and the reasons for the request; this appeared appropriate for the nature of the 
prisoner population. Medications were ordered from HMP Rochester via a form, which also 
contained maximum order quantities. Prisoners were encouraged to hold a small stock of 
paracetamol for their personal use, to encourage them to take responsibility for their own 
health. 

2.186 Prescribing data should be used to demonstrate value for money and to promote 
effective medicines management. (4.62) 
 
Not achieved. The medicines and therapeutics committee was set up for the cluster and met 
regularly. We were told that prescribing data were not used to promote effective medicines 
management, but it was hoped to begin to do so once prescribing across all three 
establishments became computerised, which was imminent.  
We repeat the recommendation.  

2.187 Clinical records of prisoners who have left the prison should be stored in accordance 
with data protection and the Caldicott principles, with an easy method of retrieval if 
required. (4.63) 
 
Partially achieved. Paper clinical records of prisoners at the establishment were stored in 
locked filing cabinets in the healthcare department, as were those of prisoners who had been 
released within the previous 12 months. However, older records were stored in inappropriate 
facilities on the HMP Swaleside site. We were told that the records were not kept in order and 
that retrieval of notes would be difficult, if not impossible. The PCT had recognised this as an 
issue and had it listed as a high priority on their risk register. 
We repeat the recommendation. 

2.188 The healthcare department should introduce prisoner forums. (4.64) 
 
Achieved. There were regular healthcare prisoner forums and the minutes were on display in 
the department waiting room. 

Additional information 

2.189 Since the previous inspection, there had been major changes to the delivery of health services 
at the establishment. The PCT had invested time, effort and resources and the staffing 
structure had changed. 

2.190 The PE department hosted a City and Guilds level three health trainers course, run by the 
PCT. The PCT had provided a small wooden building for the health trainers to use which 
contained appropriate equipment and health education literature. The trainers saw clients and 
provided advice on healthy living, as well as signposting them to other departments in the 
establishment. They kept detailed files on their clients, and each was clear about the need for 
confidentiality, which we were told was a significant part of the health trainers course. Many of 
the health trainers also had other roles, such as gym orderlies and lifeguards, and had devised 
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specific programmes for their clients to follow; others were counselling, assessment, referral, 
advice and throughcare (CARAT) assistant and healthcare peer support workers. The latter 
attended the department regularly to chat to prisoners waiting to be seen and to offer their 
services. One of the health trainers was the patient advice and liaison service (PALS) 
representative for the PCT. The health trainers maintained the healthcare notice boards 
around the establishment and were described as ‘the eyes and ears of the practice manager’, 
who clearly supported them. The trainers attended the healthcare forums as part of their role; 
they also provided input to induction and taught the heart start course, as well as manual 
handling. 

Good practice 

2.191 Peer health trainers were used to promote and support healthy living. 

Learning and skills and work activities 

2.192 Learning and skills should be better coordinated and quality assurance in vocational 
training should be improved. (5.13) 
 
Not achieved. Learning and skills were managed across the cluster by the head of 
employment, training and education. Quality assurance arrangements in the education 
department had degenerated. The department did not collect and use data effectively to 
monitor and manage the provision and the cycle of observing teachers had not been 
completed. The quality improvement group had met three times before the inspection and had 
begun to look more closely at collecting data across the prison and coordinating provision, but 
this had yet to have an impact. The recent change of education provider had not helped this 
process. 
We repeat the recommendation. 

Further recommendation 

2.193 The education department should put in place an effective system of data management and 
use it to monitor and improve the quality of the provision. 

2.194 Prisoners should receive better advice and guidance about education, training and work 
opportunities during their induction. (5.14) 
 
Not achieved. All prisoners received an induction to education as part of their general 
induction programme. This was delivered by the education orderlies, who also administered 
and marked the initial assessment of literacy and numeracy. The orderlies understood the 
purpose of the induction and spent time describing opportunities in education to new prisoners. 
However, the education department did not have a clearly structured plan for induction, and 
the process was not always monitored and managed by education staff with experience of 
providing advice and guidance. The department did not have information leaflets about the 
education and training programmes available and this limited effective promotion during 
induction.  
We repeat the recommendation. 

2.195 All prisoners should be given individual learning plans, which should link to their 
sentence plans. (5.15) 
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Not achieved. The education department had procedures to give all learners in the education 
department an individual learning plan. However, some of the newer learners on courses did 
not have one. Individual learning plans rarely included individual targets. Most plans had not 
been regularly updated and few included short-term targets to help learners to understand 
what to do next and how to improve their work. Prisoners did not have a copy of their plan, and 
they and their tutors did not use it to support their learning. Tutors did not use learning plans to 
record the development of learners’ broader employability skills.  
We repeat the recommendation. 

2.196 There should be more courses within the prison in personal and social development. 
(5.16) 
 
Not achieved. Music, Spanish and social and life skills courses were available, and an 
additional art course at level three had been introduced. However, a review of the curriculum 
was planned and was likely to result in reduced opportunities for formal personal and social 
development courses. About 50 prisoners were undertaking open and distance learning 
programmes. Insufficient attention was given to helping prisoners develop their personal and 
social skills, and individual learning plans were not used to help prisoners identify and record 
their personal and social development. Some prisoners attended courses outside the prison 
but it was difficult for the majority without sentence plans to get permission to do so. The prison 
did not have a means to measure and monitor the impact of this work. 

Further recommendation 

2.197 The prison should develop a range of opportunities for prisoners to develop and gain 
recognition for their personal, social and employability skills and establish systems to record, 
monitor and ensure the development of these skills. 

2.198 There should be a clear and more equitable pay structure for prisoners. (5.17) 
 
Achieved. The Isle of Sheppey cluster had recently implemented a detailed prisoner pay 
policy. This policy determined that attendance at education was paid at the same rate as a 
range of other activities and at the median of all pay rates. Prisoners in education generally felt 
that the pay was reasonable and equitable. 

Additional information 

2.199 The management of learning and skills in all three prisons in the cluster was under the 
direction of the head of reducing reoffending, supported by the pathway manager. The 
education contractor had recently changed and was now Manchester College. The head of 
education had been seconded to another prison during the previous six months and was 
shortly to return. An acting head had been appointed to manage in his absence. Management 
systems were being changed to meet the requirements of the new education contractor and 
some quality improvement activities had not been completed (see recommendation 2.192). 

2.200 There were 71 prisoners in education, but not all full time. The education department offered 
courses in literacy, numeracy and English for speakers of other languages, information 
technology, art, social and life skills, food hygiene and music, and evening classes in music, 
Spanish and art. 
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2.201 The education department produced regular reports on learners’ achievements, retention and 
efficiency measures for partnership meetings. However, the department did not provide any 
further data analysis and these data were inadequate to manage the provision and could not 
be used effectively to improve quality. It was not possible to compare the performance of 
different courses or groups of learners, or in some cases to see how many complete 
qualifications had been achieved, or to compare the current success rates with those at the 
time of the previous inspection. 

2.202 Teaching and learning were generally satisfactory. Teachers made little use of information and 
communications technology in their teaching. Classes were generally small and there was a 
significant number of absences, most of which were authorised. However, teachers did not 
always know why learners were absent – even those who had not appeared for a number of 
weeks. 

2.203 Vocational courses were offered in carpentry and industrial cleaning. The prison also offered 
qualifications in horticulture, forklift truck driving, manufacturing processes and for those 
working in the gardens and some of the workshops, and also the construction safety certificate 
scheme.  

2.204 Prisoners could undertake a variety of work throughout the prison, and about 300 were in 
some form of employment at the time of the inspection.  Work activities included wing cleaning, 
painters, orderlies, gardens (including a market garden), waste recycling, recycling shoes, and 
printing.  Much of the work was mundane, and there were too many orderlies and cleaners for 
the work available. There were 32 cleaners on B wing alone, 16 on A wing and 24 orderlies 
allocated to the gym. Some of the jobs were of a good quality, including those in the gym (see 
below). 

2.205 The library was provided under contract by Kent Library Service, and staffed by a part-time 
qualified librarian and five orderlies. Prisoners had good access, and the library was open 
seven days a week and well used, and included a small study area.  It carried an appropriate 
stock, including legal books and Prison Service Orders. The range of stock reflected the 
different groups in the prison, and included easy-reading and large-print books, books for 
reluctant readers, audio books and books and magazines in foreign languages. There were 
few books to support the prison’s education programmes. 

Further recommendations 

2.206 There should be sufficient work places of good quality to meet the number of prisoners held. 

2.207 The education department and library should identify a range of appropriate library resources 
to support the programmes offered. 

Physical education and health promotion 

2.208 The evening gym sessions should be better planned to ensure fair access for all 
prisoners. (5.25) 
 
Achieved. The gym timetable had been extended to include evening sessions on Monday to 
Friday, as well as during the weekend, and those who worked out during the day had good 
access to the gym at these times. The gym offered a good range of recreational, educational 
and healthy living sessions, including a dedicated session for those over 40. 
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2.209 The free weights, cardiovascular, resistance and changing room facilities should be 
extended and improved. (5.26) 
 
Achieved. The prison had replaced much of the cardiovascular and weights equipment. It had 
a range of equipment, which was well used. In order to provide adequate space, part of the 
sports hall was used for cardiovascular equipment during gym sessions. The changing rooms 
and showers had been refurbished and were of an acceptable standard, and lockers had been 
installed in the changing rooms. However, there were only two showers. 

Further recommendation 

2.210 There should be more showers for prisoners in the gym. 

2.211 There should be an all-weather surface to facilitate outdoor activities during the winter. 
(5.27) 
 
Not achieved. The prison had an outdoor area which was used for cricket, softball and 
football, but this was not an all-weather surface. Staff worked hard to maintain the quality of 
the surface but, despite this, it was not possible to use it throughout the year.  
We repeat the recommendation. 

Additional information 

2.212 The gym was well used, with 55% of the population participating in PE, and prisoners had free 
access to the gym facilities. The sports hall was of an appropriate size, and a range of indoor 
activities was available. The prison had a 25-metre pool, which was well maintained and used 
effectively for accredited courses, such as pool lifeguard and swimming teacher qualifications. 
It was well used by community groups. There was a designated PE classroom that was well 
resourced, with a range of equipment to support learning.  

2.213 A range of vocational courses was available in the gym, and achievement was good. There 
were also courses that encouraged prisoner to lead a healthy lifestyle while in custody and 
after release. There was an emphasis on health promotion, with structured programmes both 
for prisoners and staff, supported by health trainer champions. A total of 92 prisoners and 10 
staff were engaged in a health training programme, supported by six prisoners employed as 
health trainers. 

Time out of cell 

 
No recommendations were made under this heading at the last inspection. 

Additional information 

2.214 Prisoners were free to move around the grounds and spend time in the fresh air when they 
were not required at work, so there was no need for a formal open-air exercise period. There 
was clear signposting of areas where prisoners were not permitted to venture. 

2.215 Association areas were large and had sufficient equipment. Prisoners were not required to 
confine themselves to their rooms until 10.30pm (except those who were working out in the 
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community). Prisoners could access the toilets throughout the night. Prisoners who worked 
long shifts could use facilities before their departure and on their return.   

Security and rules 

2.216 There should be sufficient staffing in the security department to enable routine 
telephone monitoring and intelligence collation, and to increase target searching. (6.13) 
 
Partially achieved. The staffing of the security department remained insufficient. A full-time 
administration officer was employed to deal with intelligence collation and dissemination and 
some telephone monitoring when security intelligence suggested it was needed. Routine 
telephone monitoring did not take place and target searching was not often completed within 
reasonable timescales. There were 39 target searches outstanding from June 2009 to the date 
of the inspection. The security senior officer was often diverted to other duties and the principal 
officer also had to carry out orderly officer duties in addition to his role in security.  
We repeat the recommendation. 

Additional information 

2.217 There had been 782 security information reports (SIRs) received between 1 April and 31 
August 2009. The main subjects related to mobile telephone possession and use, drugs and 
trafficking by prisoners on the working out scheme and those returning from release on 
temporary licence (ROTL). 

2.218 Intelligence was analysed and information passed to appropriate departments. There were 
links with the safer custody senior officer, to whom any information relating to the safety of 
prisoners and bullying was passed. Wing staff were informed of any information that needed to 
be added to a prisoner’s wing file or the wing observation books. 

2.219 A police intelligence officer worked alongside security staff four days a week, with the main 
focus on prisoners working outside the prison. Recategorisation of prisoners on security 
grounds was dealt with by security staff. There had been 10 absconds and eight temporary 
release failures between 1 April 2009 and the inspection. 

Discipline 

2.220 Prisoners should be passed as medically fit before adjudication. (6.20) 
 
Partially achieved. Not all records of adjudication showed that governors had considered a 
prisoner’s medical fitness before starting the adjudication. 
We repeat the recommendation. 

2.221 Authority to use the room in reception for the temporary location of prisoners should be 
withdrawn until it is properly fitted out as a cell and appears on the cell certificate as 
authorised for use (as a segregation unit). (6.21) 
 
Not achieved. The room in reception had been refurbished and fitted out as a cell. There was 
a protocol for its use as a ‘secure room’ but it had not been included on the prison cell 
certificate, and had not been used as a secure room. It was often used as a room to strip 
search prisoners passing through reception. 
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Further recommendation 

2.222 The use of the room in reception currently known as the secure room should be clarified, 
appropriate protocols put in place and cell certification sought if required. 

Additional information 

2.223 There had been 371 adjudications in the year to date. The main charges were for unauthorised 
articles such as mobile telephones and related items and refusing to obey orders, particularly 
in relation to transfers back to closed conditions. There was a clear adjudications tariff, which 
was used consistently. 

2.224 The adjudication records that we examined were clearly written and showed that charges had 
been fully investigated. There had been one adjudication in which a prisoner had stated that he 
had been put under pressure by other prisoners to collect a package from outside the gate. 
The adjudication record did not show if this matter had been referred to the safer custody 
officer or if any further investigation had taken place.  

2.225 Use of force was low, with five recorded instances for 2009 to date. All were documented well 
and showed that de-escalation techniques had been used and that force had been used as a 
last resort. There was no special accommodation. 

Incentives and earned privileges  

2.226 The updated incentives and earned privileges (IEP) policy should be implemented in 
full, supported by an effective personal officer scheme and linked with sentence 
planning. (6.30) 
 
Not achieved. The IEP policy had been updated. It was inconsistently applied and not fully 
implemented – for example, staff told us that they did not use the basic level of the scheme, as 
it was impossible to police it at the prison. The protocols for reviewing a prisoner after arrival at 
the establishment were applied inconsistently, and prisoner wing records confirmed that 
different timescales were applied. The personal officer scheme was ineffective and there were 
few meaningful entries in prisoner records that could be relied on to determine a prisoner’s 
level on the IEP scheme (see section on personal officers). There were no obvious links 
between the IEP scheme and sentence planning. 
We repeat the recommendation. 

2.227 The IEP scheme should work effectively to encourage positive and constructive 
behaviour, rather than simply as a tool to punish poor conduct. (6.31) 
 
Not achieved. Entries in prisoners’ wing files showed that the scheme was used mainly as a 
tool to address poor conduct. There were records of negative behaviour but little relating to 
good behaviour or achievements by prisoners. Responses to warnings often consisted of the 
officer advising the prisoner not to repeat the poor behaviour that had led to the warning, with 
no advice as to how. Those on the enhanced level were not routinely reviewed to ensure that 
their behaviour remained appropriate for that level. 
We repeat the recommendation. 

2.228 The facilities list should be revised, in consultation with prisoners, to offer sufficient 
incentives for prisoners to gain enhanced status. (6.32) 
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Not achieved. The facilities list had been reviewed in September 2008 and was due for a 
further review in October 2009. There was little on the list exclusively to those on the enhanced 
level of the IEP scheme beyond an increased number of visits and increased spending power. 
We repeat the recommendation. 

2.229 The IEP scheme should not be linked to voluntary drug testing. (6.33) 
 
Not achieved. The establishment carried out compliance testing, as opposed to voluntary drug 
testing. The IEP scheme, however, referred to voluntary testing and there were penalties for 
those providing positive drug tests. 

Further recommendation 

2.230 References to voluntary drug testing should be removed from the IEP scheme if the prison 
continues to use compliance testing in its place. If voluntary testing is implemented, it should 
not be linked to the IEP scheme. 

Additional information 

2.231 The IEP scheme was mostly similar to that in place at the previous inspection, and the monthly 
offenders’ services meeting had still not been implemented.  

2.232 There was evidence that prisoners who arrived at the establishment on the enhanced level of 
the scheme were able to retain that status, once confirmed by wing staff with their previous 
establishment. Other new arrivals were placed on the standard level. Attaining enhanced level 
could happen any time between two and six weeks after arrival, although the policy stated that 
a review would take place after six weeks. An initiative had been implemented on B wing that 
had resulted in all wing files being checked by a wing manager if any comments had been 
placed in them by officers. This had led to a more consistent approach to reviewing prisoners’ 
IEP level.  

2.233 The IEP policy stated that prisoners who had a proven adjudication could be given an IEP 
warning, and we found one instance where this had happened. 

2.234 Community visits were restricted to those on the enhanced level of the scheme, which was 
unfair, as many prisoners on the standard level were eligible for such visits but not able to 
apply for them. 

Further recommendations 

2.235 The initiative on B wing to carry out regular reviews of prisoners’ wing files should be 
implemented across all wings. 

2.236 A proven adjudication should only have an influence on a prisoner’s IEP status where it is a 
further example of a pattern of behaviour, or where it is for a serious incident. 

2.237 Prisoners who are eligible for community visits should be able to apply for and receive them, 
regardless of their IEP level. 
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Catering 

2.238 There should be opportunities for prisoners to cater for themselves when the new 
meals arrangements are introduced. (7.6) 
 
Partially achieved. Although there were limited facilities for prisoners to use microwave ovens 
on C wing, there were no comprehensive facilities for prisoners to cater for themselves. 
We repeat the recommendation. 

2.239 Prisoner representatives should be able to contribute to the catering committee. (7.7) 
 
Achieved. Prisoners attended and were able to contribute fully to the monthly catering 
committee meetings. 

2.240 There should be a new prisoner survey about the catering and the results should be 
analysed properly and used to inform and improve future provision. (7.8) 
 
Achieved. Catering surveys were carried out annually and prisoners’ views were taken in to 
consideration when planning menus and provision. 

Additional information 

2.241 The biggest complaints from prisoners in our groups were about the portion sizes and quality 
of the food. Food was cooked in neighbouring HMP Elmley and transported across to the 
establishment in heated trolleys in vans. The food continued to cook during transportation and 
while it was standing on the trolleys before serving. A catering officer stayed on each wing 
while the food was served. Food comments books were available, although feedback was 
given through the prisoner representative committee meetings, rather than directly against the 
comments in the book, which meant some responses were very late. 

2.242 There was a three-week menu cycle, with varied choices and adequate provision for different 
diets, including halal and vegetarian. Portion sizes were mostly adequate. 

Housekeeping point 

2.243 Responses to comments in the food comments book should be made in that book and not 
referred to the prisoner representative committees.  

Prison shop 

2.244 The price of shop goods should be appropriate for those prisoners who have no or 
limited access to private money. (7.15) 
 
Not achieved. The prison shop contract had recently changed to DHL Booker. Prisoners 
complained that prices had risen on at last three occasions since then and that goods were 
more expensive than at local supermarkets. The current prison shop list confirmed that some 
prices were high for those who had limited access to funds. 
We repeat the recommendation. 
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2.245 More fresh fruit should be available in the prison shop. (7.16) 
 
Achieved. There was a range of fruit for sale through the prison shop.  

2.246 There should be closer monitoring of prisoners who pack shop orders for higher 
security establishments. (7.17) 
 
No longer relevant. Since DHL Booker had taken over the contract, prisoners at the 
establishment had not been employed to pack shop orders. 

2.247 The shop contractor should be represented at the monthly prisoner consultative 
meetings. (7.18) 
 
Partially achieved. DHL Booker staff had been invited to prisoner consultative meetings but 
had not yet attended, according to the minutes we saw.  
We repeat the recommendation. 

Additional information 

2.248 The range of goods on the prison shop list was adequate and there were sufficient goods for 
black and minority ethnic prisoners.  

Strategic management of resettlement 

2.249 There should be better coordination between the various departments at Standford Hill 
concerned with reducing reoffending, and greater staff awareness of the work of other 
departments. (8.5) 
 
Partially achieved. In April 2009, the head of reducing reoffending had implemented a 
monthly meeting of senior managers and a quarterly extended management meeting to 
include all managers, from first-line managers upwards, to discuss resettlement. A meeting of 
all staff involved in resettlement had been held in August 2009. However, none of these 
meetings had been minuted, so it was impossible to ascertain any outcomes.  

Further recommendation 

2.250 Detailed minutes should be made of the reducing reoffending and resettlement meetings, 
including the recording of action needed and its implementation. 

Offender management and planning 

2.251 Prisoners due to spend only a short time at Standford Hill should have their 
resettlement needs identified on induction and receive realistic release plans. (8.13) 
 
Achieved. All prisoners had their resettlement needs assessed on reception and an induction 
portfolio was started, to record and address those needs. All were seen either three months 
before discharge or sooner, if there was insufficient time, to ensure that these needs had been 
met.  
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2.252 Each prisoner should work in conjunction with an identified member of staff who is 
responsible for ensuring that sentence/custody plan targets are prioritised, 
implemented and achieved. (8.14) 
 
Not achieved. The personal officer scheme was ineffective (see section on personal officers) 
and not all prisoners had had an offender supervisor assigned to them to review their sentence 
plans and work with them to ensure that these plans came to fruition. 
We repeat the recommendation. 

2.253 Prisoners should be given prompt information about their home detention curfew and 
release on temporary licence eligibility and have an opportunity to discuss any queries 
directly with a suitably trained member of staff or peer adviser. (8.15) 
 
Partially achieved. Many prisoners arrived at the establishment close to or beyond their home 
detention curfew (HDC) and end of custody licence (ECL) eligibility dates, sometimes with no 
documentation started to facilitate their early release. As Standford Hill was the establishment 
that would be responsible for their release, the assessment process for HDC and ECL was 
started again for these prisoners. Staff made efforts to ensure that these prisoners were 
assessed quickly and released where possible. However, many were not released on their 
eligibility date. Senior management team meeting minutes indicated that this matter was being 
addressed between the London and Isle of Sheppey regional custody managers. Prisoner peer 
workers were appointed on each wing to answer queries relating to HDC and ROTL. However, 
they were overwhelmed with requests for help, and prisoners told us that they would prefer to 
speak to staff in instances when more detailed information was required.  

Further recommendation  

2.254 Prisoners should be able to discuss queries about their HDC and ROTL eligibility with a trained 
member of staff. 

Additional information 

2.255 At the time of the inspection, 33 prisoners, including 12 serving an indeterminate sentence for 
public protection (IPP), were in scope for offender management. They were appropriately 
managed by offender supervisors and had at least monthly contact. There were also 13 life-
sentenced prisoners held at the establishment. 

2.256 Of the remaining 370 prisoners serving over 12 months but not in scope for offender 
management, 164 had outstanding offender assessment system (OASys) assessments. Of 
these, 86 had been allocated to the seven offender supervisors; the rest remained unallocated. 
Thirty-one of the outstanding assessments were initial assessments and 133 were reviews of 
previous assessments that had fallen due. Offender supervisors had regular contact with all 
prisoners who had an up-to-date OASys assessment.  

2.257 Links had been established with community-based offender managers, but few from the 
London area attended sentence plan reviews and the video link facilities were not used for this 
purpose 

2.258 Prisoners serving less than 12 months (just over 60 at the time of the inspection) had no 
planned offender management contact but there was a structured mechanism to assess and 
monitor their resettlement needs (see recommendation 2.251).  
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2.259 The 12 IPP prisoners were all beyond their tariff date, some by over two years. They had all 
arrived at the establishment at this stage of their sentences, and offender supervisors spent a 
considerable amount of their time managing these and the life-sentenced prisoners. This work 
included escorted absences, regular lifer forums and a lifer newsletter.  

2.260 ROTL was used extensively for the working out scheme and for prisoners to attend medical 
and other appointments in the community. Prisoners were required to apply for ROTL 
(including town visits) six weeks before the required date. If a prisoner was suspended from 
community visits, he had to wait the period of the suspension plus six weeks before he was 
able to have community visits again. Some prisoners told us that they did not apply, as there 
was insufficient time to make the application within the six-week timescale. 

2.261 Public protection was well managed, both on a cluster basis and at the establishment. There 
were sound systems for identifying and managing prisoners who posed a risk to others. A 
weekly meeting was held to assess the needs of these prisoners, and minutes reflected an 
appropriate level of discussion and action taken. 

Further recommendations 

2.262 Prisoners should not be transferred to Standford Hill close to or beyond their HDC or end of 
custody licence eligibility dates. 

2.263 The video link facilities should be used for sentence planning purposes.  

2.264 Prisoners should be able to apply for ROTL less than six weeks before the dates they require. 

2.265 Prisoners whose access to community visits is suspended should not have to wait six weeks 
after their suspension is complete before they can apply for these visits again. 

Resettlement pathways 

2.266 Subject to risk assessment and identified need as part of a formal resettlement plan, all 
eligible prisoners should have the opportunity to apply for work or education in the 
community during at least the last three months of their sentence. (8.26) 
 
Achieved. At the time of the inspection, 114 prisoners were registered on the working out 
scheme. Of these, 75 worked outside the prison on approved community projects or attended 
college courses, 25 were in paid employment, four had been approved and were looking for 
placements and the remaining 10 were suspended. Five of those on stage one were eligible 
for paid work and were actively seeking employment with the support of the information, advice 
and guidance (IAG) workers. Despite the concerns of many prisoners about the transparency 
of the application and approval process, there was no evidence that any prisoner eligible for 
the scheme was not able to access it. 

2.267 All prisoners should complete a job skills course before commencing outside 
placements in the community. (8.27) 
 
Not achieved. There was no job skill course available to prisoners to prepare them for work in 
the community. 
We repeat the recommendation. 
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2.268 The prison should run a pre-release resettlement course for those prisoners unable to 
take advantage of the working out scheme. (8.28) 
 
Partially achieved. An accredited ‘transit to work’ course had been developed with the 
Probation Service and was run across the cluster. This was offered to all prisoners by the IAG 
team during the three months before release. However, the officer who ran this course was 
based in HMP Swaleside. Only one course had been run in Standford Hill in the previous 12 
months; during the same period, 24 courses had been run at HMP Swaleside.  

Further recommendation 

2.269 The use of the pre-release course should be extended, ensuring that it is actively promoted to 
prisoners and available for all those due for release. 

2.270 The drug strategy should include ‘alcohol’ in its title to more accurately reflect its 
overall remit. (8.43)  
 
Not achieved. There was an up-to-date drug strategy document covering the Sheppey cluster 
as a whole. Alcohol was only minimally covered in this document. No needs analysis of either 
drug or alcohol misuse had been undertaken and there was no assessment of OASys data to 
identify the extent of alcohol-related offending in the prisoner population. Despite this, some 
alcohol-related work was provided. Alcoholics Anonymous meetings were held weekly and the 
prison had recently introduced the Rubicon alcohol awareness programme as part of an area 
initiative. However, the counselling, assessment, referral, advice and throughcare (CARAT) 
team contract meant that it was unable to work with prisoners with primarily alcohol-related 
problems, so there was no means of following up work covered in the Rubicon programme. 
The prison carried out alcohol testing both randomly and on the basis of suspicion. Most 
testing was undertaken when prisoners returned from a period of ROTL. Approximately 70 
tests a month were undertaken and positives were relatively rare. Prisoners testing positive 
were referred to the weekly risk board and treated in much the same way as if testing positive 
for drugs. 

Further recommendations 

2.271 An alcohol needs analysis for prisoners at Standford Hill should be undertaken in order to 
establish the treatment needs of the population. 

2.272 Alcohol-related treatment should be made available to match the needs of the population at 
Standford Hill. 

2.273 An alcohol strategy should be implemented or incorporated into the current substance misuse 
policy and strategy. 

2.274 The drug strategy team should revise the range of interventions offered to prisoners in 
light of ongoing needs assessments and new programmes such as the integrated drug 
treatment system. (8.44) 
 
Partially achieved. There was no up-to-date drugs needs analysis. Despite this, the CARAT 
team provided a range of interventions. Both one-to-one and group work was provided. The 
range of group work included relapse prevention, motivational enhancement and harm 
minimisation, along with a range of one-off group sessions from a package provided under the 
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integrated drug treatment system (IDTS). The short duration programme was also delivered at 
the establishment three times a year as part of a cluster approach to delivery. 

Further recommendation 

2.275 Provision for prisoners with substance misuse problems should be informed by an annual 
needs assessment. 

2.276 The counselling, assessment, referral, advice and throughcare (CARAT) service and the 
healthcare department should develop joint working protocols and practices to facilitate 
care coordination and the throughcare of prisoners. (8.45) 
 
Partially achieved. There were reasonable links between the healthcare department and 
CARAT team, but there was no formal joint working protocol. CARAT workers ensured that 
appropriate links were established with community-based drug intervention team services, but 
issues relating to healthcare were undertaken separately. This was also the case with 
prisoners subject to IDTS support (see section on substance use). 
We repeat the recommendation. 

2.277 The drug strategy team should continue to monitor the frequency of compliance testing 
and ensure that sufficient officer time is detailed for this task. (8.46) 
 
Achieved. An average of 680 compliance tests was carried out each month across the 
establishment, which met the average requirement of 1.5 tests per prisoner per month. The 
actual frequency of testing per prisoner was dependent on risk assessment. Staff were 
allocated to testing most afternoons during the week. There appeared to be few difficulties in 
staffing levels. 

2.278 All prisoners should be encouraged and assisted to open a bank account before their 
release. (8.29) 
 
Achieved. All prisoners were able to open bank accounts if they wished. A comprehensive 
service was provided under this pathway. Prisoner peer workers in IAG were able to assist 
with community care grants, Jobcentre Plus interviews and referrals, debt advice and tax 
advice. These prisoners had an active caseload and had been successful in assisting many 
other prisoners in resolving debt and finance problems. There were no formal financial 
management courses available.  

2.279 Family days should be introduced. (8.51) 
 
Achieved. Family days had been introduced and took place quarterly but were only accessible 
to enhanced prisoners, with priority given to those with younger children. IAG support workers 
attended these days to offer parenting skills advice to prisoners and their families.  

Further recommendation  

2.280 Family days should be available to all prisoners. 

2.281 Prisoners should be offered the opportunity to undertake courses to improve parental 
skills and relationships. (8.52) 
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Not achieved. There were no formal courses for prisoners relating to parental skills and 
relationships. 
We repeat the recommendation.  

2.282 The timings of visits should be clarified and visits should start at the time advertised. 
(3.77) 
 
Not achieved. There were two different advertised starting times for visits: 2–4pm on the 
visiting orders and 1.50–3.50pm in prisoner information and outside the visits hall. The visits 
we observed started at 2pm, despite staff telling us that 1.50pm was the official start time. This 
was because staff waited for up to half of the visitors to arrive before calling prisoners to the 
visits hall. 
We repeat the recommendation.  

2.283 The visits booking line should be open for longer periods, including evenings, 
prisoners should be able to book their own visits, and visitors should be able to book a 
subsequent visit while at the establishment. (3.78) 
 
Not achieved. The visits booking line was advertised as being open between 10am and 2pm. 
On a number of occasions when we called between these times, we received a recorded 
message to say that the line was closed and was open from 10am to 1.50pm. We were unable 
to get through on any of the times that we called. Prisoners told us that their visitors were 
frustrated at the difficulties they had in booking visits. The booking line was the only way that 
visits could be booked. 
We repeat this recommendation.  

2.284 The visitors' waiting room should open at least one hour before the advertised start 
time of visits. (3.79) 
 
Not achieved. The visitors’ waiting room opened half an hour before the start of visits. In 
inclement weather, this could result in visitors waiting outside for some time before their visit. 
We repeat the recommendation. 

2.285 The visits hall roof should be repaired. (3.80) 
 
Achieved. The visits hall roof had been repaired. 

2.286 There should be a supervised crèche in the visits complex to occupy children of all 
ages. (3.81) 
 
Not achieved. There was a small unsupervised play area in the visits hall. 
We repeat the recommendation. 

Additional information 

2.287 The IAG department dealt with resettlement needs, including accommodation. Six prisoner 
orderlies worked in the department, alongside a senior officer and officer grades. Prisoners’ 
accommodation needs were assessed through the induction portfolio, completed in reception. 
Based on these needs, the prisoner orderlies, supported by staff, offered services to deal with 
arrears of rent, backdated housing benefit claims and finding accommodation. At the time of 
the inspection, the repayment of arrears scheme was temporarily suspended because of 
difficulties in making the weekly payments preferred by local councils. There were links with a 
range of accommodation providers. The resettlement staff and prisoner orderlies had been 
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trained by Shelter in homelessness, secure tenancies, housing benefit and allocations. A 
Shelter worker visited the prison monthly to audit their casework, advise them how to improve 
their performance and keep them updated of any changes in policies that would benefit their 
work.  The cluster ran a ‘good tenants’ course for prisoners, and one had taken place in 
Standford Hill with six prisoners earlier in 2009. 

2.288 The working out scheme was staffed by one senior officer, three prison officers and a full-time 
administrative officer. The officers were qualified to conduct health and safety assessments in 
work placements. The scheme aimed to have 100 prisoners working in the community on 
stage one (unpaid community work) or stage two (paid employment), reduced from 150 at the 
previous inspection. In line with the Prison Service instructions, the working out scheme was 
available only to prisoners serving three years or more; around half the prisoners at the 
establishment met this criterion. The IAG team provided advice and support for prisoners to 
find employment and training before release. There had been little use of ROTL to allow 
prisoners to attend training before release. Training and education programmes were arranged 
for prisoners to attend on release. 

2.289 All prisoners were seen by health services staff up to 72 hours before release. If they did not 
have a GP, they were given a list of GPs in the area that they were being released to. All 
prisoners on medication had an interview to ensure that they understood their medicines and 
had sufficient supplies to last until they could see their own GP.  

2.290 There was liaison between resettlement staff and the diversity manager to plan for the release 
of any prisoners who might have disability issues. 

2.291 The CARAT team was multidisciplinary, with two full-time workers from the Rehabilitation of 
Addicted Prisoners trust (RAPt) and one officer who worked nine days a fortnight. The team 
had a combined active caseload of 103, with a further 130 suspended; these cases would be 
reactivated as required or before release, to ensure appropriate continuity of service. The drug 
strategy group had, until May 2009, met bi-monthly. A model had then been adopted, whereby 
meetings would be undertaken on a cluster basis. At the time of the inspection, however, no 
such meetings had yet taken place. 

2.292 Visits took place on every afternoon except Monday and Friday. Most sessions were busy and 
weekends were usually full. A bus service was provided by a private company to bring visitors 
from London on Wednesday and Saturday. Visitors were permitted entrance up until 3.15pm.  

2.293 The visits hall was a small, bright and well kept area which provided space for up to 35 visits. 
Refreshments were available. The visits we observed took place both inside and out, in a 
relaxed, informal atmosphere.  

2.294 Prisoners were required to apply for their visiting orders, so any prisoners who had not 
understood the information given to them might not have known to apply. Enhanced prisoners 
who received privileged visiting orders (PVOs) could use these during the week. If they wished 
to use them for a weekend visit, they had to use two PVOs for one visit.  

2.295 The prison did not provide any accredited offending behaviour programmes. The previous 
report referred to prisoners being transferred to closed conditions if they were assessed as 
requiring a programme. This had not happened for more than a year; the last occasion had 
involved the transfer of a life-sentenced prisoner to HMP Elmley for seven weeks to complete 
an enhanced thinking skills programme in 2007. The current approach was to work with Kent 
Probation Service to find places for prisoners required by the parole board to undertake 
offending behaviour programmes. Four prisoners were currently attending the anger 
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replacement therapy programmes in Chatham and Canterbury. Three were being assessed for 
the think first programme to be run in Sittingbourne. 

Further recommendations 

2.296 The arrears repayment scheme should be reinstated immediately. 

2.297 More use should be made of ROTL to allow prisoners to attend training and education before 
release to improve their employment prospects. 

2.298 The drug strategy group should meet bi-monthly at either local or cluster level and the specific 
needs of Standford Hill should be reflected within this. 

2.299 Visiting orders should be automatically issued to all prisoners. 

2.300 Prisoners should be required to use only one privileged visiting order for a weekend visit.  

Good practice 

2.301 Shelter provided a valuable resource for maintaining the quality of casework and for 
developing the skills of staff and prisoners.  
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Section 3: Summary of recommendations  

The following is a list of both repeated and further recommendations included in this report. The 
reference numbers in brackets refer to the paragraph location in the main report.  

Recommendations           To the Director General 

3.1 The cluster reoffending strategy should be revised to ensure that the needs of prisoners at 
Standford Hill are properly reflected and relevant objectives are identified and addressed. (2.2) 

3.2 Sending establishments should be made aware of the reception criteria for Standford Hill, and 
this should be adhered to. (2.9) 

Recommendations                  To the governor 

Courts, escorts and transfers 

3.3 Escort staff should be encouraged to attend meetings with the establishment to further 
enhance working relationships. (2.8) 

First days in custody 

3.4 Prisoners should have access to the full prison shop within the first 24 hours of arrival. (2.13) 

3.5 Prisoner orderlies should not be able to identify the owner of property in store. (2.15) 

3.6 There should be arrangements to ensure that all staff are aware of new arrivals and where 
they are spending their first night, and systems to provide extra first night support. (2.17) 

3.7 Newly arrived prisoners should be interviewed in private to identify any confidential needs or 
concerns. (2.19) 

3.8 Information on first night arrangements and induction should be available in a range of 
languages, and in audio or video format for prisoners who have reading difficulties. (2.20) 

3.9 Induction staff should receive training in this role. (2.21) 

3.10 Induction peer support workers should receive formal training and support to ensure that the 
information they give to new receptions is up to date and accurate. (2.22) 

3.11 Staff from key departments should work in conjunction with peer support workers on the 
induction programme. (2.23) 

3.12 Key staff, such as the diversity manager and safer custody coordinator, and key departments, 
such as home detention curfew and education, should have a direct input in the induction 
programme. (2.24) 
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3.13 Detailed feedback should be sought from prisoners who have recently completed the induction 
programme and this information should be used to inform future developments. (2.26) 

3.14 The reception area should be remodelled to provide sufficient holding areas for disruptive 
prisoners and new arrivals to be held separately, and private interview rooms for prisoners who 
wish to speak with a Listener. (2.33) 

Residential units 

3.15 Staff should check on the cleanliness of the wings at various points throughout the day and, if 
necessary, areas should be cleaned again. (2.35) 

3.16 The prison should ensure that appropriate cover is available over the fire doors on B wing 
during building work, to prevent falling debris affecting fire evacuation. (2.42) 

3.17 Inundation points and observation panels should be installed in rooms. (2.44) 

3.18 Managers should ensure that staff supervise prisoners in communal areas effectively. (2.46) 

3.19 A programme of wing and cell painting should be undertaken, prioritising those rooms 
damaged by graffiti. (2.54) 

Staff-prisoner relationships 

3.20 Prisoners should be addressed by their chosen name and not by surname only. (2.56) 

3.21 Pro-social modelling training should be delivered to all staff in prisoner contact roles. (2.58) 

Personal officers  

3.22 The personal officer scheme should be evaluated and changes implemented to ensure that the 
scheme is appropriate and effective. (2.6) 

3.23 Entries in prisoners' wing files should be regular and sufficiently detailed to provide a pen 
picture of the prisoner. (2.62) 

3.24 Management checks should monitor the quality and quantity of personal officer entries on wing 
history files, and give advice to staff whose entries are below the standard expected. (2.63) 

Bullying and violence reduction 

3.25 The prison should carry out a survey of prisoners’ experience of bullying and victimisation by 
staff and produce an action plan based on the results. (2.66) 

3.26 The violence reduction and race relations committees should investigate the significantly 
poorer responses from black and minority ethnic prisoners in our prisoner survey and 
accusations of threatening staff attitudes. (2.67) 

3.27 The standard of records in anti-bullying management booklets should be consistently high. 
(2.68) 
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3.28 The safer custody officer should receive formal training in the role. (2.76) 

3.29 Bullying management files should be opened when a prisoner is identified as an alleged 
perpetrator, to manage the observation of his behaviour. (2.77) 

Self-harm and suicide 

3.30 There should be consistent and regular attendance at the monthly safer custody meeting, 
including representatives from healthcare and the local community mental health team, and 
substitutes should be sent in the place of any representative who cannot attend. (2.80) 

3.31 The safer custody officer should receive appropriate training to deliver assessment, care in 
custody and teamwork (ACCT) training locally. (2.85) 

3.32 All staff should be trained in ACCT procedures. (2.86) 

3.33 There should be a Listener suite which can appropriately accommodate a prisoner and a 
Listener, overnight if necessary, in privacy. (2.88) 

3.34 Cell sharing risk assessments should be routine before a prisoner is placed with another 
overnight. (2.89) 

3.35 The safer custody offender family helpline should be checked for messages daily. (2.91) 

3.36 At least one member of night staff should be first aid trained. (2.93) 

3.37 Night staff should receive specific training relevant to night duties, including the use of 
specialist medical equipment and fire equipment. (2.94) 

3.38 There should be cover for the safer custody officer during her absence. (2.99) 

3.39 A representative from the healthcare department should attend all ACCT reviews. (2.100) 

3.40 There should be clear action plans prepared in response to Prisons and Probation 
Ombudsman reports which identify who will be responsible for implementing the 
recommendations and the deadline for completion. These should be monitored through the 
safer custody committee. (2.101) 

Applications and complaints 

3.41 An auditable system that tracks applications and monitors replies should be introduced. 
(2.102) 

3.42 There should be active steps taken to reduce the number of complaints to the offender 
management unit. (2.106) 

3.43 The OMU peer support worker should be adequately trained to fulfil the role. (2.107)  

Legal rights 

3.44 Legal services staff should have refresher training and be brought up to date with current 
legislation. (2.108) 
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3.45 The video link system should be used to assist in the delivery of legal visits. (2.111) 

3.46 More prisoners should be allowed out for legal visits. (2.113) 

Substance use 

3.47 Disproportionate sanctions should not be imposed automatically following a diluted drug test 
result. (2.119) 

Diversity 

3.48 The prison should ensure that all necessary and reasonable adjustments to wings and cells 
are undertaken for prisoners with disabilities and that a plan of developments is managed 
through the diversity and race equality action team (DREAT). (2.125) 

3.49 The needs of older prisoners should be fully assessed and these needs met through the 
DREAT and monitored through the diversity action plan. (2.127) 

3.50 A full assessment of disability needs, under the requirements of the Disability Discrimination 
Act (2005) should be undertaken and compliance should be monitored. (2.129) 

3.51 The prison should reintroduce the diversity consultative committee for prisoners and ensure 
that the group incorporates a broad spectrum of prisoners representing the key strands of 
diversity. Issues raised at this meeting should be taken forward to the bi-monthly diversity and 
race equality action team meetings.  (2.131) 

3.52 Appropriate leads should be identified for each strand of diversity. (2.133) 

3.53 An overarching diversity strategy and policy should be developed that includes all strands of 
diversity. (2.134) 

3.54 The diversity action plan should include all diversity strands and be monitored for progress 
through the DREAT. (2.135) 

3.55 Impact assessments should be undertaken for each aspect of diversity. (2.136) 

3.56 Equality of treatment on the basis of religion should be monitored and action taken to remedy 
any deficits. (2.137) 

3.57 Key areas of ethnic monitoring, specific to Standford Hill, should be analysed in the same way 
as mandatory areas, and relayed to the DREAT when patterns outside of anticipated ranges 
are found. This should be used to inform other aspects of race equality. (2.141) 

3.58 The diversity manager, and any other members of staff who undertake racist incident 
investigations, should be provided with appropriate training. (2.144) 

3.59 A continuous improvement plan for diversity should be introduced, to include actions identified 
in DREAT meetings, to ensure that they are followed through. (2.145) 

3.60 The foreign nationals policy should be supported by an action plan and development 
objectives to ensure that identified issues are taken forward. The document should be 
monitored through the foreign nationals committee meeting. (2.147) 
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3.61 The prison should keep a log of any prisoners who are not fluent in English, and information 
about the establishment should be made available to them in a language they understand. 
(2.151) 

3.62 A system should be introduced to ensure that wing staff are aware of which prisoners on their 
wings are unable to speak English and appropriate support should be made available. (2.152) 

3.63 There should be greater use of professional translation services in official or confidential 
situations. (2.153) 

3.64 There should be a deputy foreign nationals coordinator to cover absences. (2.158) 

3.65 The foreign nationals consultation group meetings should be minuted. (2.159) 

3.66 The prison should routinely inform all foreign national prisoners of their potential entitlement to 
a free monthly telephone call and ensure that all those entitled to this facility are offered it.  
(2.160) 

Health services 

3.67 Appropriate mental health awareness training for staff should be implemented. (2.163) 

3.68 The GP hours should be extended to provide an evening service for prisoners who work out. 
(2.164) 

3.69 In the absence of the usual dentist, alternative dental services should be arranged. (2.165) 

3.70 All dental protocols and procedures should be approved by the PCT. (2.166) 

3.71 Dental notes should be copied to the main clinical record and patients’ medical history 
reviewed at each course of dental treatment. (2.167) 

3.72 The prison should investigate the reasons for non-attendance at dental appointments and 
ensure that prisoners inform the healthcare department if they are unable to attend. (2.169) 

3.73 There should be clinical supervision for nurses, which should include training. (2.170) 

3.74 Resuscitation equipment should be checked after use and at least weekly, and evidence of 
these checks should be recorded. (2.171) 

3.75 There should always be sufficient staff on duty with up-to-date resuscitation skills. (2.172) 

3.76 All training in resuscitation should be collated by the cluster training department. (2.173) 

3.77 There should be a separate sluice area in the treatment room for the testing of bodily fluids. 
(2.177) 

3.78 The dental surgery should be refurbished and sufficient suitable cupboards and sinks installed 
to ensure infection control guidelines are met. (2.178) 

3.79 Prescription-only medication should only be supplied against a valid prescription. (2.179) 
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3.80 Prescribing data should be used to demonstrate value for money and to promote effective 
medicines management. (2.186) 

3.81 Clinical records of prisoners who have left the prison should be stored in accordance with data 
protection and the Caldicott principles, with an easy method of retrieval if required. (2.187) 

Learning and skills and work activities 

3.82 Learning and skills should be better coordinated and quality assurance in vocational training 
should be improved. (2.192) 

3.83 The education department should put in place an effective system of data management and 
use it to monitor and improve the quality of the provision. (2.193) 

3.84 Prisoners should receive better advice and guidance about education, training and work 
opportunities during their induction. (2.194) 

3.85 All prisoners should be given individual learning plans, which should link to their sentence 
plans. (2.195) 

3.86 The prison should develop a range of opportunities for prisoners to develop and gain 
recognition for their personal, social and employability skills and establish systems to record, 
monitor and ensure the development of these skills. (2.197) 

3.87 There should be sufficient work places of good quality to meet the number of prisoners held. 
(2.206) 

3.88 The education department and library should identify a range of appropriate library resources 
to support the programmes offered. (2.207) 

Physical education and health promotion 

3.89 There should be more showers for prisoners in the gym. (2.210) 

3.90 There should be an all-weather surface to facilitate outdoor activities during the winter. (2.211) 

Security and rules 

3.91 There should be sufficient staffing in the security department to enable routine telephone 
monitoring and intelligence collation, and to increase target searching. (2.216) 

Discipline 

3.92 Prisoners should be passed as medically fit before adjudication. (2.220) 

3.93 The use of the room in reception currently known as the secure room should be clarified, 
appropriate protocols put in place and cell certification sought if required. (2.222) 
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Incentives and earned privileges 

3.94 The updated incentives and earned privileges (IEP) policy should be implemented in full, 
supported by an effective personal officer scheme and linked with sentence planning. (2.226) 

3.95  The IEP scheme should work effectively to encourage positive and constructive behaviour, 
rather than simply as a tool to punish poor conduct. (2.227) 

3.96 The facilities list should be revised, in consultation with prisoners, to offer sufficient incentives 
for prisoners to gain enhanced status. (2.228) 

3.97 References to voluntary drug testing should be removed from the IEP scheme if the prison 
continues to use compliance testing in its place. If voluntary testing is implemented, it should 
not be linked to the IEP scheme. (2.230) 

3.98 The initiative on B wing to carry out regular reviews of prisoners’ wing files should be 
implemented across all wings. (2.235) 

3.99 A proven adjudication should only have an influence on a prisoner’s IEP status where it is a 
further example of a pattern of behaviour, or where it is for a serious incident. (2.236) 

3.100 Prisoners who are eligible for community visits should be able to apply for and receive them, 
regardless of their IEP level. (2.237) 

Catering 

3.101 There should be opportunities for prisoners to cater for themselves when the new meals 
arrangements are introduced. (2.238) 

Prison shop 

3.102 The price of shop goods should be appropriate for those prisoners who have no or limited 
access to private money. (2.244) 

3.103 The shop contractor should be represented at the monthly prisoner consultative meetings. 
(2.247) 

Strategic management of resettlement 

3.104 The reducing reoffending strategy should be revised on the basis of an up-to-date analysis of 
resettlement needs presented by prisoners at Standford Hill, including the large proportion of 
short term prisoners. (2.1) 

3.105 Detailed minutes should be made of the reducing reoffending and resettlement meetings, 
including the recording of action needed and its implementation. (2.250) 
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Offender management and planning 

3.106 All prisoners should have an up-to-date written sentence or custody plan to which they have 
been able to contribute. (2.3) 

3.107 Each prisoner should work in conjunction with an identified member of staff who is responsible 
for ensuring that sentence/custody plan targets are prioritised, implemented and achieved. 
(2.252) 

3.108 Prisoners should be able to discuss queries about their HDC and ROTL eligibility with a trained 
member of staff. (2.254) 

3.109 Prisoners should not be transferred to Standford Hill close to or beyond their HDC or end of 
custody licence eligibility dates. (2.262) 

3.110 The video link facilities should be used for sentence planning purposes.  (2.263) 

3.111 Prisoners should be able to apply for ROTL less than six weeks before the dates they 
require.(2.264) 

3.112 Prisoners whose access to community visits is suspended should not have to wait six weeks 
after their suspension is complete before they can apply for these visits again. (2.265) 

Resettlement pathways 

3.113 All prisoners should complete a job skills course before commencing outside placements in the 
community. (2.267)  

3.114 The use of the pre-release course should be extended, ensuring that it is actively promoted to 
prisoners and available for all those due for release. (2.269) 

3.115 An alcohol needs analysis for prisoners at Standford Hill should be undertaken in order to 
establish the treatment needs of the population. (2.271) 

3.116 Alcohol-related treatment should be made available to match the needs of the population at 
Standford Hill. (2.272) 

3.117 An alcohol strategy should be implemented or incorporated into the current substance misuse 
policy and strategy. (2.273) 

3.118 Provision for prisoners with substance misuse problems should be informed by an annual 
needs assessment. (2.275) 

3.119 The counselling, assessment, referral, advice and throughcare (CARAT) service and the 
healthcare department should develop joint working protocols and practices to facilitate care 
coordination and the throughcare of prisoners. (2.276) 

3.120 Family days should be available to all prisoners. (2.280) 

3.121 Prisoners should be offered the opportunity to undertake courses to improve parental skills and 
relationships. (2.281) 
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3.122 The timings of visits should be clarified and visits should start at the time advertised. (2.282) 

3.123 The visits booking line should be open for longer periods, including evenings, prisoners should 
be able to book their own visits, and visitors should be able to book a subsequent visit while at 
the establishment. (2.283) 

3.124 The visitors' waiting room should open at least one hour before the advertised start time of 
visits. (2.284) 

3.125 There should be a supervised crèche in the visits complex to occupy children of all ages. 
(2.286) 

3.126 The arrears repayment scheme should be reinstated immediately. (2.296) 

3.127 More use should be made of ROTL to allow prisoners to attend training and education before 
release to improve their employment prospects. (2.297) 

3.128 The drug strategy group should meet bi-monthly at either local or cluster level and the specific 
needs of Standford Hill should be reflected within this. (2.298) 

3.129 Visiting orders should be automatically issued to all prisoners. (2.299) 

3.130 Prisoners should be required to use only one privileged visiting order for a weekend visit.  
(2.300) 

Housekeeping points 

3.131 All cells/rooms should have pin boards. (2.55) 

3.132 Responses to comments in the food comments book should be made in that book and not 
referred to the prisoner representative committees. (2.243) 

Good practice 

3.133 A prisoner consultative group on safer custody had been established.(2.78) 

3.134 The safer custody officer interviewed prisoners who had absconded to identify any bullying 
issues. (2.79) 

3.135 Peer health trainers were used to promote and support healthy living. (2.191) 

3.136 Shelter provided a valuable resource for maintaining the quality of casework and for 
developing the skills of staff and prisoners. (2.301) 
 



HMP Standford Hill  68 

Appendix I: Inspection team 
 
Vinnett Pearcy  - Inspector 
Andrew Rooke  - Inspector 
Karen Dillon  - Inspector 
Keith McInnis  - Inspector 
Elizabeth Tysoe  - Healthcare inspector 
Simon Denton  - Pharmacy inspector 
Phil Romain  - Ofsted inspector 
Sandra Summers  - Ofsted inspector 
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Appendix II: Prison population profile1 
 

Status 21 and over % 

Sentenced 429 100 
Recall   
Convicted unsentenced   
Remand   
Civil prisoners   
Detainees    
Total 429 100 

 
Sentence 21 and over % 

Unsentenced   
Less than 6 months 34 9 
6 months to less than 12 
months 

30 8 

12 months to less than 2 years 40 9 
2 years to less than 4 years 76 18 
4 years to less than 10 years 184 43 
10 years and over (not life) 31 7 
ISPP 12 3 
Life 13 3 
Total 429 100 

 
Age Number of prisoners % 

Please state minimum age 21  
Under 21 years   
21 years to 29 years 163 38 
30 years to 39 years 110 25 
40 years to 49 years 99 23 
50 years to 59 years 41 9.5 
60 years to 69 years 14 4 
70 plus years 2 0.5 
Please state maximum age 73  
Total 429 100 

 
Nationality 21 and over % 

British 391 91 
Foreign nationals 38 9 
Total 429 100 

 

                                                 
1 Please note: the following figures were supplied by the establishment and any errors are the establishment's 
own. 
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Security category 21 and over % 

Uncategorised unsentenced   
Uncategorised sentenced   
Cat A   
Cat B   
Cat C   
Cat D 429 100 
Other   
Total   

 
Ethnicity 21 and over % 

White   
   British 272 62 
   Irish 9 2 
   Other White 28 6 
Mixed   
   White and Black Caribbean 6 2 
   White and Black African 1 0.5 
   White and Asian 2 0.5 
   Other mixed 10 3 
Asian or Asian British   
   Indian 5 1 
   Pakistani 4 1 
   Bangladeshi 4 1 
   Other Asian 13 3 
Black or Black British   
   Caribbean 35 9 
   African 20 5 
   Other Black 13 3 
Chinese or other ethnic group   
   Chinese 1 0.5 
   Other ethnic group 4 1 
Not stated 2 0.5 
Total 429 100 

 
Religion 21 and over % 

Baptist 1 0.2 
Church of England 157 36 
Roman Catholic 75 17 
Other Christian denominations  8 2 
Muslim 49 11 
Sikh 2 0.4 
Hindu 2 0.4 
Buddhist 8 2 
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Jewish 3 1 
Other  20 6 
No religion 104 24 
Total 435 100 

 
Sentenced prisoners only  

Length of stay 21 and over 

 Number % 
Less than 1 month 82 19 
1 month to 3 months 125 29 
3 months to 6 months 91 21 
6 months to 1 year 63 17 
1 year to 2 years 60 12 
2 years to 4 years 6 1 
4 years or more 2 0.2 
Total 429 100 

 
Unsentenced prisoners only  

Length of stay 21 and over 

 Number % 
Less than 1 month   
1 month to 3 months   
3 months to 6 months   
6 months to 1 year   
1 year to 2 years   
2 years to 4 years   
4 years or more   
Total   

 
Main offence 21 and over % 

Violence against the person 65 15 
Sexual offences 0  
Burglary 60 14 
Robbery 12 3 
Theft and handling 16 2 
Fraud and forgery 45 9 
Drugs offences 129 35 
Other offences 100 22 
Civil offences 0  
Offence not recorded/holding 
warrant 

2 0.5 

Total 429 100 
 


