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Introduction 

Winchester is a Victorian local prison which serves the courts of Hampshire and holds 
sentenced and remanded adult prisoners. It also has a small resettlement unit: West Hill. On 
our previous visit, we found the prison to be performing reasonably well, although suffering all 
the typical pressures of a crowded local prison. On our return for this unannounced follow-up 
inspection, we were pleased that – despite ongoing pressures – there had been progress on a 
number of our recommendations. However, there remained plenty still to do. 
 
Winchester remained a reasonably safe prison. There had been some improvements to the 
management of early days in custody and suicide prevention arrangements were reasonable. 
However, measures to reduce violence and bullying were inadequate and required 
improvement. Security remained good, use of force was relatively low and the segregation unit 
had been refurbished. Clinical support for substance users was improving. 
 
At the last inspection we expressed concern at some outdated staff attitudes and poor staff-
prisoner relationships. Managers had focused on this area and some improvements were 
visible, although not all staff engaged positively with prisoners and we still came across 
examples of poor interaction and unnecessary rudeness. The incentives and earned privileges 
scheme was ineffective as a behaviour modification tool. Accommodation was clean but 
crowded. The management of most aspects of diversity had improved, as had healthcare 
provision.  
 
Time out of cell remained variable with as little as two hours for some unemployed prisoners, 
of whom there were too many, and as much as 10 hours for those in West Hill. There was a 
similarly wide differentiation in work and training opportunities, with over a quarter of those on 
the main site without purposeful activity, but full employment on West Hill. The quality of 
education had improved. Both the library and gym were reasonable. 
 
Improvement was required in the management of resettlement and, while there was some form 
of custody planning for most prisoners, there was a backlog in offender assessments. 
However, support for substance users was good, as were arrangements to maintain family 
ties. Reintegration services were satisfactory and a wide range of basic services were 
available. 
 
Winchester is a crowded, Victorian local prison with all the challenges of a transient and needy 
population. Nevertheless, in most areas it continues to perform reasonably well. There has 
been some commendable progress in a number of areas since our last inspection, but there 
remains much scope for further improvement.  

 

 
Nick Hardwick       December 2010 
HM Chief Inspector of Prisons 
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Fact page  

 
Task of the establishment         
HMP Winchester is a public sector category B male local prison holding adult remand and convicted 
prisoners, serving the courts in Hampshire, with a category C resettlement unit at West Hill. 
 
Area organisation      
South-east 
 
Number held  
705 
 
Certified normal accommodation 
499 (including West Hill) 
 
Operational capacity 
707 
 
Last inspection  
16–20 April 2007 
 
Brief history 
HMP Winchester was built in 1846 and is a typical Victorian prison of radial design. The annexe was 
built in 1963 and housed young offenders. This changed in 1995, when it became West Hill prison for 
adult female sentenced prisoners. In February 2004, West Hill was re-roled to a category C male 
resettlement unit. 
 
In 2006, C wing was demolished and rebuilt owing to its poor state of repair. This accommodation was 
opened in October 2008 and now holds remand prisoners. 
 
Description of residential units 
A wing:    Induction, care and supervision unit, detoxification unit 
B wing:    Convicted prisoners 
C wing:    Remand wing 
D wing:    Vulnerable prisoner unit 
Health care inpatient unit: 24-hour health care cover 
West Hill:  Category C resettlement unit 
 
 
 



HMP Winchester  8

 



HMP Winchester  9

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 2007 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.  
 
- outcomes for prisoners are good against this healthy prison test. 
There is no evidence that outcomes for prisoners are being adversely affected in any 
significant areas. 
 
- outcomes for prisoners are reasonably good 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. Procedures to safeguard 
outcomes are in place.  
 
- outcomes for prisoners are not sufficiently good 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. 
 
- outcomes for prisoners are poor 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 



HMP Winchester  10

previous full inspection and our intelligence systems suggest that there are 
comparatively fewer concerns. Sufficient inspector time is allocated to enable 
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 our inspection in 2007, we found that in Winchester, outcomes for prisoners were 
reasonably good against this healthy prison test. We made 39 recommendations in 
this area, of which 19 had been achieved, seven partially achieved and 13 had not 
been achieved. We have made a further 16 recommendations. 

HP5 Most prisoners travelled short distances to the prison from courts, and long waits 
there had reduced with the provision of an early afternoon additional escort.  

HP6 The reception environment was undergoing improvements. Prisoners were taken 
briskly through the initial procedures, confidentially where needed, and were able to 
shower there. The Insiders in reception operated more as cleaners, but first 
night/induction staff and Insiders visited reception to undertake first night interviews 
and worked well to put prisoners at their ease. Reception operated effectively as the 
first night area. However, cells on A wing, the designated first night centre, were dirty 
and contained graffiti. There was not always enough space on A wing for new 
prisoners, who spilled over onto other wings, including D wing, which was also where 
vulnerable prisoners were housed.  

HP7 Induction continued on the following day, other than for those on D wing, who could 
only access the second stage induction on a Wednesday afternoon. Useful 
information was given and prisoners were assessed by resettlement workers and 
their immediate needs met. A log was kept to ensure that all prisoners completed 
induction. While the quality of induction was good, access to activities for those on A 
wing was poor. 

HP8 Self-harm and suicide prevention arrangements were reasonable. The quality of care 
for those on assessment, care in custody and teamwork (ACCT) documents had 
improved and demonstrated engagement with the individual at risk. There had been 
nine deaths in custody since the previous inspection, four of which had been self-
inflicted. While action plans had been drawn up and many of the recommendations 
met, there was no ongoing monitoring to ensure that key actions continued to be met. 

HP9 Measures for dealing with violence reduction were inadequate. Although staff 
sometimes used the antisocial behaviour strategy to monitor perpetrators of acts of 
violence, no victim support plans had been opened in the year to date and staff were 
sometimes unaware that individuals in their care had been victims of violence. 
Attendance at safer custody strategy meetings was poor and there was no analysis of 
trends or patterns of poor behaviour or incidents. 

HP10 Security arrangements were sound, the level of security intelligence was good and 
action was taken speedily on matters arising. Closed visits were imposed rarely and 
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reviews resulted in sanctions being removed when there was no further evidence of 
illicit activity. 

HP11 The care and separation unit was located underground but was being refurbished. 
There was access to activities off the unit, based on risk assessment, and daily 
access to basic entitlements. Prisoners were only strip-searched on entry to the unit if 
a risk assessment indicated that this was necessary. Staff engaged well with 
prisoners and there was evidence of reintegration planning. There were no 
adjudication standardisation meetings, although adjudications were generally 
conducted thoroughly and quality assurance arrangements were sound. 

HP12 The level of use of force was low and governance arrangements were good. Special 
accommodation was used to hold prisoners waiting for adjudications and no 
paperwork was held for the single use of the special cell in the year to date. 

HP13 The integrated drug treatment system (IDTS) had still not been fully implemented but 
psychosocial support was available. Prescribing regimes offered limited maintenance 
but those detoxifying were located on A wing.  

HP14 On the basis of this short follow-up inspection, we considered that outcomes for 
prisoners were still reasonably good against this healthy prison test. 

Respect 

HP15 At our inspection in 2007, we found that in Winchester, outcomes for prisoners were 
not sufficiently good against this healthy prison test. We made 98 recommendations 
in this area, of which 42 had been achieved, 29 partially achieved and 26 had not 
been achieved. One recommendation was no longer applicable. We have made a 
further 42 recommendations.  

HP16 The external environment was mostly clean and internal living and communal areas 
had been painted to a reasonable standard. Cells designed for one continued to be 
shared and contained insufficient furniture. Toilet seats were missing in cells. 
Prisoners were able to shower daily and in private. Although unconvicted and 
enhanced prisoners were allowed to wear their own clothes, the poor laundry 
arrangements and minimum amount of clothing required acted as a disincentive. 

HP17 Not all telephones had privacy hoods and some wings had insufficient telephones to 
provide one for every 20 prisoners.  

HP18 The personal officer scheme had improved and staff were aware of their 
responsibilities. The incentives and earned privileges scheme did not operate as an 
effective behaviour management tool and organisation of the scheme was chaotic. 

HP19 Prisoners were mostly positive about staff. Some staff had relaxed relationships with 
prisoners but others were disengaged and rude. Some staff clearly knew the 
prisoners in their care well, despite the high turnover.  

HP20 Catering and shop arrangements were reasonably good and levels of hygiene had 
improved. Shop delivery arrangements deprived some prisoners of association on 
Friday afternoons and there was an unnecessary delay between the arrival of goods 
at the prison and their delivery to prisoners. 
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HP21 An overarching diversity strategy was underpinned in most areas by a detailed 
implementation plan. Arrangements for prisoners with disabilities had improved and 
were developing for gay, bisexual and older prisoners. Care for the few transgender 
prisoners who had been held had been good. Full-time diversity representatives had 
job descriptions and support and received ongoing training. 

HP22 Race equality provision had improved and there was evidence of greater staff 
awareness but some important areas were not monitored. Racist incident report 
forms were investigated to a good standard. 

HP23 Provision for foreign national prisoners had improved, with regular input from the UK 
Border Agency. Immigration casework was progressed quickly and there were links 
with specialist independent advice and voluntary sector organisations. The number of 
foreign national prisoners held under immigration powers was small. There was little 
use of interpreting services or translated written material. 

HP24 Faith provision was reasonable, although there were some vacancies for faith 
leaders. Despite being short staffed, the team offered a variety of faith- and non-faith-
based activities. Links with the Christian community beyond the gate were well 
utilised. There were few links with other faith communities. 

HP25 The standard of application and complaint forms was high and there was good 
monitoring and trend analysis, with action taken as a consequence. 

HP26 Arrangements to support prisoners in legal matters had improved and bail information 
staff offered a good service. 

HP27 Health services had improved. Waiting times for GP services had been reduced by 
bringing the clinic into the main prison but there were still long waiting lists for other 
services. Failure to attend rates were high and there were problems with staff 
availability for escorting prisoners to the health centre. There was a range of primary 
care clinics and support for those with life-long conditions. Secondary care was good, 
with few cancelled hospital appointments at the general hospital. The health centre 
environment was stark and insufficiently therapeutic for those with acute mental 
health needs. Inpatient beds formed part of the prison's certified normal 
accommodation and people were still being allocated there without a clinical 
requirement. Primary mental health provision was inadequate but secondary mental 
health care was good. 

HP28 On the basis of this short follow-up inspection, we considered that outcomes for 
prisoners were still not sufficiently good against this healthy prison test. 

Purposeful activity 

HP29 At our inspection in 2007, we found that in Winchester, outcomes for prisoners were 
reasonably good against this healthy prison test. We made 10 recommendations in 
this area, of which one had been achieved, three partially achieved and six had not 
been achieved. We have made a further 11 recommendations. 

HP30 Time out of cell varied from less than two hours for unemployed prisoners on A wing 
to as much as 10 hours for prisoners located on West Hill. In our roll checks, between 
33% and 44% of the population was locked up on the residential units. Association 
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was not offered reliably and cancellations were not recorded, so it was not possible to 
judge whether they were distributed fairly between wings. Exercise was cancelled in 
inclement weather. 

HP31 Like most local prisons the number of work, education and training opportunities was 
limited for many prisoners but there was almost full employment for prisoners on the 
West Hill site. The links between sentence planning and allocation to learning and 
skills places were limited as were opportunities for accredited vocational learning. 

HP32 The careers information and advice service had improved and identified prisoners’ 
needs during induction. The quality of teaching and learning had improved. Prisoners’ 
achievement of qualifications was generally satisfactory. 

HP33 The library was reasonable, although access for prisoners on the West Hill site was 
mostly limited to the evenings and weekends.  

HP34 Gym arrangements were reasonable but subject to cancellations, and accredited 
courses were unavailable because of staff shortages. Facilities in West Hill were 
poor. Gym use was not monitored to ensure equity and level of access. 

HP35 On the basis of this short follow-up inspection, we considered that outcomes for 
prisoners were still reasonably good against this healthy prison test. 

Resettlement 

HP36 At our inspection in 2007, we found that in Winchester, outcomes for prisoners were 
reasonably good against this healthy prison test. We made 41 recommendations in 
this area, of which 18 had been achieved, six partially achieved and 16 had not been 
achieved. One recommendation was no longer applicable. We have made a further 
11 recommendations. 

HP37 There were detailed resettlement and reducing reoffending strategies with action 
plans but they were not based on needs analyses and governance arrangements 
were poor. Meetings to drive strategy and ensure delivery against resettlement 
pathways were infrequent and poorly attended. Resettlement staff formed a key part 
of induction but, although immediate needs were well met, support through prisoners’ 
sentences was reliant on personal officers, who were not yet aware of these 
responsibilities.  

HP38 Offender assessment system (OASys) assessments for prisoners in scope of 
offender management were up to date and links with offender managers were good. 
Over half of the low- and medium-risk prisoners who fell outside the scope of offender 
management arrangements were awaiting an OASys assessment or review and there 
was no strategy to deal with this backlog. There was at least some form of custody 
planning for the largest part of the population in the form of the initial assessment and 
referral to relevant services. 

HP39 There were 22 prisoners serving indeterminate sentences for public protection (IPP) 
and 10 life-sentenced prisoners. Their needs were generally met promptly, with 
sentence plans drawn up swiftly and effective onward allocation. There had been 
regular consultation meetings for this group in the year to date. 
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HP40 Public protection arrangements were reasonable and identification of new prisoners 
subject to public protection restrictions was robust. Ongoing review meetings were 
held monthly. 

HP41 There was a backlog of initial categorisations but recategorisation work was up to 
date and reviews included good written contributions from relevant people. There 
were difficulties in moving sex offenders on to training prisons. Provision for recalled 
prisoners had improved, with information about recall being given promptly. There 
was limited use of release on temporary licence.  

HP42 Pre-discharge boards were held three months before release, to check if prisoners 
had outstanding needs and to prepare them for release. Comprehensive housing 
support was given, with most prisoners released to settled accommodation. Finance, 
debt and benefit services were good and included the services of Jobcentre Plus and 
Citizens Advice, money management courses and the facility to open bank accounts. 

HP43 Education, training and employment pathway provision was reasonable. Creating 
Futures offered good quality preparation for release support and there were 
innovative links with local authorities and county councils. There were some 
developing links with employers and a range of opportunities for external placements 
which were not being utilised.  

HP44 Health care discharge planning was sound for those with severe and enduring mental 
health problems, although not every prisoner being released was sufficiently prepared 
for primary care purposes. 

HP45 The drug strategy was based on a needs analysis and support of those with drug 
misuse issues was good, including the prison addressing substance related offending 
(P-ASRO) course and the short duration drug programme (SDP). There were funding 
gaps in provision for those with alcohol-related issues. Throughcare links with local 
drug intervention programme (DIP) teams were good.  

HP46 Provision under the children and families pathway was good and included the Family 
Man and You and Your Child courses. Innovative work with Hampshire County 
Council was bringing in good through-the-gate support for prisoners and their 
families. Visits were relaxed and easy to book. The environment was reasonable but 
prisoners were unnecessarily required to wear bibs during visits. The children’s play 
area was staffed intermittently and visits did not run as advertised. There was no 
visitors’ centre. 

HP47 No accredited offending behaviour programmes were run (other than for drugs) but 
there was evidence that prisoners were transferred out to have unmet needs 
addressed in other prisons.  

HP48 On the basis of this short follow-up inspection, we considered that outcomes for 
prisoners were still reasonably good 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 Formal first night arrangements should be introduced on wings and ensure at minimum 
that all new prisoners have an opportunity to shower and make a free telephone call on 
the day of their arrival and have any urgent needs dealt with. (HP43) 
 
Achieved. First night and reception procedures had improved and prisoners had access to a 
shower and telephone during the reception/first-stage induction process. Urgent needs were 
discussed during two separate one-to-one interviews with the reception senior officer and a 
member of the induction staff and any issues to be resolved were recorded and followed up 
(see section on first days in custody).  

2.2 Managers should develop a strategy to deal with the underlying negative staff culture at 
Winchester and improve relationships between staff and prisoners, consulting 
prisoners about what improvements could be made and providing regular feedback to 
all staff and prisoners. (HP44) 
 
Partially achieved. There had been an emphasis on improving staff–prisoner relationships, 
and an action plan, renewed in June 2010, focused on engaging prisoners. However, 
consequent requirements on staff were unclear, although a limited number attended the 
monthly prison council meetings. Some staff had been resistant to prisoners being consulted 
about issues such as the incentives and earned privileges (IEP) scheme. No pro-social 
modelling training had taken place. At the time of the inspection, officers new to the Prison 
Service had been recruited and staff from HMP Huntercombe were on detached duty at the 
prison. Prisoners in our groups said that in both cases this had had a positive influence and 
they were worried about what would happen when they returned to their home establishment. 
Prisoners were mostly positive about the majority of staff, although some poor staff had a 
disproportionate impact on their perceptions. Senior staff took the lead in talking directly to 
prisoners and engaging with their suggestions to bring about positive change.  

2.3 Personal officers should introduce themselves to prisoners, get to know their personal 
circumstances and record contact in wing files to build up an accurate chronological 
account of a man’s time at Winchester and any significant events affecting him. (HP45) 
 
Partially achieved. There had been some improvements in the operation of the personal 
officer scheme. Most prisoners knew that they had a personal officer. Some personal officers 
had introduced themselves but many had not and in some cases an introduction had been 
noted when, in fact, the senior officer had simply allocated an officer to a prisoner on arrival on 
the wing. Records showed that some prisoners had been at the establishment for a month 
before being allocated a personal officer. Recording on P-Nomis was mostly good and fairly 
regular, although not always fortnightly, as required by the local scheme. Notes mostly 
included sufficient details about prisoners and in some cases also showed a good 
understanding of prisoners’ progress on the courses they were engaged in.      
We repeat the recommendation. 
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2.4 Anti-bullying procedures should be improved to ensure that all staff are fully aware of 
the strategy, all potential bullying incidents are investigated and wing staff fully monitor 
suspected bullies. (HP46)  
 
Partially achieved. The latest revision of the anti-bullying strategy had been launched in 
March 2010. Staff we spoke to were aware of the processes involved and had a reasonable 
knowledge of the stages of the strategy. There was, however, no evidence of any strategic link 
between bullying incidents and victim support. Previously thorough investigation of incidents 
had stopped and, despite 36 bullying logs being opened in the year to date, there had been no 
victim support plans opened. Some prisoners had been moved to a different wing owing to 
threats but staff on the new wing had not been made aware of any victim issues. 
We repeat the recommendation.  

2.5 ACCT procedures should be improved to include more multidisciplinary involvement in 
assessment and reviews and better case management, care plans and management 
checks. (HP47) 
 
Achieved. A sample of current and closed assessment, care in custody and teamwork (ACCT) 
documents demonstrated comprehensive care plans and some well attended reviews. The 
community mental health in-reach team attended where appropriate. There were good 
management checks and remedial action was expedited once issues were raised. 

2.6 A diversity policy should be agreed that outlines how the needs of all minority groups 
will be met, including arrangements to monitor the treatment and equality of access of 
black and minority ethnic, foreign national, disabled and older prisoners. (HP48) 
 
Partially achieved. There was an overarching strategy that covered all aspects of diversity. 
With the exception of religion, gender and sexual orientation, there were separate policies for 
all areas, which stated how the strategy would be implemented. However, the policy was out of 
date.  

Housekeeping point 

2.7 The diversity policy should be updated and show how the strategy for religion, gender and 
sexual orientation will be implemented. 

2.8 Sufficient work, education and training should be available to allow prisoners more time 
out of cell and to take part in activities that will help them on release. (HP49) 
 
Not achieved. The number of work, education and training opportunities remained insufficient 
to allow all prisoners to take part in activities to help them on release. There was sufficient 
employment for approximately 73% of the population and, on average, only 65% of prisoners 
were employed. There was almost full employment on the West Hill site but only 44% on the 
main site. Some contract work was mundane and repetitive and most of the vocational training 
and work was not formally accredited. No catering qualifications were offered, with the 
exception of basic food hygiene courses (see further recommendation 2.330). Horticulture 
work, industrial cleaning and the Prisons Information Communication Technology Academy 
(PICTA) workshop offered qualifications (see also section on learning and skills and work 
activities). 
We repeat the recommendation. 
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2.9 The resettlement strategy should be based on an analysis of needs of the population to 
ensure that the services match what is required in the prison and are integrated within 
the prison and linked to community provision. (HP50) 
 
Not achieved. The resettlement strategy, dated May 2010, addressed the resettlement 
pathways, contained an action plan of key objectives and described the structures that would 
deliver the strategy. It was not clear how the objectives had been identified as appropriate, as 
there was no reference to a needs analysis.  
We repeat the recommendation 

2.10 All prisoners should have a custody or sentence plan to ensure that their individual 
resettlement needs are identified and met. (HP51)  
 
Partially achieved. All prisoners received at the prison were interviewed during induction by 
resettlement officers, who drew up a plan to meet the prisoners’ resettlement needs and dealt 
with any initial matters. Once the urgent matters had been dealt with, the plan was passed to 
the prisoner’s personal officer to manage. The resettlement manager felt that this stage was 
underdeveloped because of the weaknesses of the personal officer scheme (see 
recommendation 2.3 and section on personal officers). Three months before release, the 
resettlement officers re-engaged with prisoners to check if there were outstanding needs and 
to prepare them for release. More than half of the prisoners serving sentences of more than 12 
months but not in scope of offender management did not have an up-to-date risk assessment 
or sentence plan (see section on offender management and planning). 
We repeat the recommendation. 

Recommendations 

Courts, escorts and transfers 

2.11 Prisoners should be moved from court quickly after their court appearance. (1.8) 
 
Achieved. The escort contractor had implemented a new system whereby prisoners were 
returned from local courts to Winchester throughout the day, with vehicles collecting prisoners 
from courts from around 11am onward. Prisoners arrived at the prison from around 1pm until 
8pm during the inspection. 

2.12 Prisoners should be given advance information about what to expect at Winchester. 
(1.9) 
 
Partially achieved. Although the prison had produced a simple information booklet for 
dissemination at courts, none of the recently arrived prisoners had received a copy or any 
information of what to expect at the prison. 
We repeat the recommendation. 

2.13 Prisoners should be able to shower before and/or after attending court. (1.10) 
 
Achieved. The redevelopment of the reception area had included the provision of showers, 
which were available for prisoners to use before and on return from court. 
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Additional information 

2.14 Most prisoners had travelled relatively short distances to the establishment. For those who had 
travelled from further afield, escort staff had tried to arrange comfort stops wherever 
practicable. Interactions between escort staff and prisoners were good. The layout of the 
prison resulted in a maximum of two vehicles being allowed entry at any one time. Although 
there could be waits of up to 40 minutes before gaining entry, disembarkation was swift and 
efficient and prisoners we spoke to did not see this as an issue. We observed both Reliance 
and G4S vehicles entering the prison and all were clean and carried drinks and snacks for 
prisoners.  

First days in custody 

2.15 Reception and induction officers should introduce themselves to prisoners and address 
them by their title and surname. (1.30) 
 
Not achieved. We observed prisoners in reception being called by their surname and few staff 
introduced themselves to prisoners.  
We repeat the recommendation. 

2.16 The reception area should be redesigned and refurbished to better meet the needs of 
prisoners. (1.31) 
 
Partially achieved. There was a four-phase plan to improve the reception area. Phases one 
and two had been completed and had resulted in improved front desk facilities, a holding area 
which included a shower and telephones, an eating area and more relaxed seating. The next 
two phases, when complete, would improve health care and induction facilities and provide 
improved holding facilities for new arrivals.  

Further recommendation 

2.17 The redesign and refurbishment of reception should be completed. 

2.18 Closed-circuit television should be installed to enable staff to observe all areas 
including the rear holding room. (1.32) 
 
Achieved. Closed-circuit television had been installed to provide comprehensive coverage of 
the whole of the reception area. The screens were in the senior officers’ office, which was not 
always staffed, so continual monitoring was not possible.  

Housekeeping point 

2.19 The closed-circuit television screens should be relocated to a position where continuous 
monitoring is possible. 

2.20 New arrivals should be given a minimum of two sets of clothing and two towels. (1.33) 
 
Not achieved. Prisoners were given one set of clothing on arrival. Some were not able to 
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obtain more clothing until six days later, during kit exchange.  
We repeat the recommendation. 

2.21 The cell-sharing risk assessment should be completed in private. (1.34) 
 
Achieved. Cell sharing risk assessments were carried out in private in the senior officers’ 
office.  

2.22 Induction and resettlement staff should ask specifically about children or other 
dependants. (1.35) 
 
Achieved. The first night assessment document included a section which asked about children 
and other dependants and we observed staff asking prisoners these questions during the 
stage one and stage two induction sessions. 

2.23 The role of peer supporters should be extended and formalised in reception and 
induction procedures. (1.36) 
 
Partially achieved. Two peer supporters were formally involved in induction procedures, 
providing support and assistance to new arrivals. The reception orderlies, who were trained 
Insiders, carried out cleaning duties only. 

Further recommendation 

2.24 The role of the reception orderlies should be extended beyond cleaning duties, to provide 
support to new arrivals.  

2.25 All prisoners should receive a second stage induction the day after their arrival 
irrespective of their location. (1.37) 
 
Not achieved. Prisoners who were located on D wing on their first night, whether they were 
vulnerable prisoners or not, could only access the second stage induction on a Wednesday 
afternoon.  
We repeat the recommendation. 

2.26 The quality and presentation of anti-bullying and race equality information at induction 
should be improved to reflect the importance of the topics, and wider diversity issues 
should be included. (1.38) 
 
Achieved. The information given to new arrivals covered all aspects of diversity in detail. 

2.27 The names and status of vulnerable prisoners should not be displayed in the stage one 
induction office. (1.39) 
 
Achieved. This information was no longer displayed in this office. 
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Additional information 

Reception  

2.28 All prisoners were handcuffed between the escort vehicles and reception, which was in a 
secure area. Staff were business-like in their approach to processing prisoners. Those 
returning from court appearances were returned to their wings quickly but new arrivals spent 
too long in reception, often with little to occupy them. We saw one group of prisoners arriving at 
2pm and not reaching the induction wing (A wing) until after 7pm. Prisoners’ property was 
checked and the required documents were examined and completed. All were seen by a 
member of health services staff and undertook stage one of the induction process. Vulnerable 
prisoners were kept separate and prioritised by staff for movement to D wing. A Listener was 
available in reception. Prisoners could have food and drink on request and were given £1 
telephone PIN credit to enable them to contact family and friends. Newly arrived prisoners 
were offered a smokers’ pack or a basic grocery pack (see section on prison shop).  

Further recommendations 

2.29 Prisoners should not be handcuffed between escort vehicles and the reception area unless 
there are security concerns to warrant this. 

2.30 Prisoners should spend as short a time as possible in reception. 

First night and induction 

2.31 Stage one of the induction process took place on the first night in a designated area of 
reception and involved an interview with a member of the induction staff and an introduction to 
the Insiders. The Insiders offered support and guidance and helped prisoners to complete 
forms and make requests to staff. The atmosphere was relaxed and prisoners we spoke to in 
reception and then on the following day on the induction wing said that they felt safe and 
supported and that their initial needs and worries had been dealt with efficiently. An information 
booklet was given out but was available only in English. There was little information in other 
languages and staff seemed reluctant to use professional interpreting services, preferring to 
rely on other prisoners.  

2.32 Most prisoners were taken to the induction wing once the wing had been locked up after 
association. When A wing was full, prisoners could be taken to any wing where there was 
space to accommodate them. The cells on A wing were in a poor condition, cramped and had 
graffiti on the walls. Some had insufficient furniture for two prisoners. 

2.33 Prisoners undertook stage two of their induction on the next working day and a log was kept to 
ensure that all new arrivals had their induction. This took place in the resettlement area and 
prisoners saw staff from a range of departments, with Insiders on hand to provide additional 
support. They were also seen individually by staff from the benefits, employment, training and 
accommodation (BETA) team, who assessed initial resettlement needs and made follow-up 
calls to families where required. Staff and Insiders were knowledgeable and sympathetic to the 
needs of new prisoners and made efforts to make them feel welcome. We observed that most 
staff who saw new prisoners did not allow them to make applications to see them for follow-up 
purposes at that time but advised them to do so on the wing. We observed one prisoner who 
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had concerns about his recall to prison who was advised to put in an application later, even 
though the person he wanted to see was present at the time.  

2.34 Once on A wing, prisoners had access to a limited regime and spent most of their time locked 
up. They were unlocked in the morning for ‘golden hour’ (see paragraph 2.263), during which 
time they could shower, make telephone calls or exercise. They missed this on their first 
morning, as they were required to go to induction (see section on time out of cell).  

2.35 A wing was also used to house the detoxification landing and some difficult prisoners who had 
caused problems on other wings. The environment was noisy, with prisoners playing loud 
music which was not challenged by staff. The wing was a thoroughfare for staff and prisoners 
going to education, resettlement and the gym and this created further noise and distraction. 
Prisoners could remain on this wing for over a week while waiting for spaces elsewhere in the 
prison. 

Further recommendations 

2.36 Written information for prisoners should be provided in a range of languages and interpreting 
services should be used when a prisoner has a poor understanding of English. 

2.37 The accommodation on A wing should be cleaned, refurbished and suitably furnished. 

2.38 The regime for prisoners on A wing should be improved and made at least equitable with those 
of B, C and D wings. 

Housekeeping points 

2.39 Prisoners should be able to make applications to the staff who see them during stage two 
induction. 

2.40 The induction wing should be used to house only prisoners on induction and those who work 
on the wing. 

Accommodation and facilities 

2.41 Cells should be refurbished and decorated as part of a rolling programme. (2.18) 
 
Partially achieved. The decorative state of cells had improved and C wing had been rebuilt 
since the previous inspection, providing a good standard of accommodation. The other wings 
were subject to a rolling painting programme and the communal areas were bright and well 
decorated. B wing remained in poor condition, with holes in the plasterwork. The internal state 
of the cells was poor, particularly on A wing (see section on first days in custody). 
Accommodation on West Hill was unchanged. The fabric on Hearn was good but the other 
wings on West Hill were old, cramped and shabby. 
We repeat the recommendation.  

2.42 Single cells should not be used for two prisoners. (2.19) 
 
Not achieved. Cells designed for one continued to be shared. In many, notably West Hill, 
there was not enough furniture for two people. Food had to be eaten sitting on the bed in a cell 
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with a shared toilet. 
We repeat the recommendation.  

2.43 All prisoners should have a lockable cupboard. (2.20) 
 
Not achieved. Prisoners were still unable to lock up medication or valuable items in their cells, 
which was particularly an issue for those in shared accommodation. 
We repeat the recommendation. 

2.44 Toilets in cells should be fully screened. (2.21) 
 
Partially achieved. Attempts had been made to put up curtains to screen toilets in the cells in 
the old accommodation, and the refurbished C wing had properly screened toilets. Many of the 
curtains were missing and those on B wing were being replaced during the inspection. Many 
toilet seats were missing and the toilets on C wing were not designed with seats. 

Further recommendation 

2.45 All toilets in cells should be fully screened and have toilet seats and lids. 

2.46 Reasonable adjustments should be made to ensure that prisoners with a disability and 
those with mobility problems can access all facilities and services. (2.22) 
 
Achieved. The refurbishment of C wing had included a lift, which offered access to the chapel 
and the library to those with mobility problems (see section on disability). Some classrooms 
were also now accessible by this route.  

2.47 Unconvicted prisoners should be allowed to wear their own clothes. (2.23) 
 
Partially achieved. Unconvicted prisoners were allowed to wear their own clothes, along with 
enhanced prisoners. However, the lack of laundry facilities meant that these had to be washed 
in prisoners’ cells, which acted as a disincentive. Prisoners were required to have three full 
sets of clothes before they were allowed to wear their own clothes, which acted as a further 
disincentive. 

Further recommendation 

2.48 The requirement to have three sets of clothes should be relaxed to enable more prisoners to 
wear their own clothes.  

2.49 All prisoners should be able to shower daily. (2.24) 
 
Achieved. The introduction of the ‘golden hour’ (see paragraph 2.263) gave all prisoners the 
opportunity to shower first thing in the morning. This was further supplemented by association 
periods, during which showers were also available.  

2.50 Wing laundries should be provided. (2.25) 
 
Partially achieved. West Hill still had a laundry where prisoners could have their clothing 
cleaned. A laundry had been incorporated into C wing during its rebuild but all the machines 
were out of use at the time of the inspection. A, B and D wings still had no laundry facilities. 
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Plans to convert the clothing exchange stores to a laundry were uncertain due to budget 
restrictions. 
We repeat the recommendation. 

2.51 All showers should be maintained in working order and refurbished as necessary. (2.26) 
 
Partially achieved. Some of the showers were in reasonable working order, others were out of 
order and some had shower curtains missing but generally there were sufficient opportunities 
for prisoners on all wings to shower in private. Ventilation problems had caused paint to crack 
and peel from the older wing shower ceilings. 
We repeat the recommendation.  

2.52 All prisoners in West Hill should be allowed to wear their own clothes. (2.27) 
 
Not achieved. Only prisoners on the enhanced level of the IEP scheme were able to wear 
their own clothes. 
We repeat the recommendation. 

2.53 Prisoners should have daily opportunities to use telephones to make social and official 
calls. (3.103) 
 
Partially achieved. The ‘golden hour’ (see paragraph 2.263) each morning ensured that 
telephones were available for prisoners to make calls at least once a day. However, this 
arrangement did not cater for official calls, where staff did not start work before 9am, and full-
time workers would not necessarily be able to place these calls when returning to the wing for 
lunch or tea. Prisoners on West Hill were threatened with IEP warnings if they tried to use the 
telephones outside the advertised times. For prisoners who did not work, their additional time 
to call their families was in the morning or the afternoon, when children were at school and 
some family members at work. 
We repeat the recommendation. 

2.54 Telephones should be placed in booths. Additional telephones should be provided on B 
and D wings to meet prisoner need. (3.104) 
 
Partially achieved. While most telephones were fitted with privacy hoods, one telephone on 
each landing on C wing was not. On B wing, although all six telephones were fitted with privacy 
hoods, all were next to each other, making it difficult to have a quiet telephone conversation. 
There were insufficient telephones on B and D wings to provide one for every 20 prisoners, 
with one telephone per 28 on D wing and one per 29 on B wing, and these were often out of 
order. 

Further recommendation  

2.55 There should be one telephone for every 20 prisoners.  

Housekeeping point  

2.56 Faulty telephones should be reported immediately and remedial work undertaken within 48 
hours.  
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Additional information 

2.57 The external environment was mostly clean. Internally, living and communal areas had been 
painted to a reasonable standard by wing painters. The painting parties had been suspended 
at the time of the inspection because the paint allocation had been used up. Prisoners did not 
complain about access to cleaning materials and many were clearly able to keep their cells 
clean. The standard of individual cells varied, with the poorest found on A wing and West Hill. 
Many toilets had not been descaled in some time, leaving some toilet bowls in a poor state.  

2.58 The offensive display policy was understood by prisoners and staff and the few instances 
where prisoners had breached it had been dealt with consistently, and through the IEP scheme 
when breaches had been repeated. 

2.59 Prison-issue clothing was issued on arrival and subsequently exchanged weekly on a one-for-
one basis, including boxer shorts and socks. The only way for prisoners to keep clothing was 
for them to wash it themselves. Prisoners complained to us that it was not always possible to 
get clothing of the right size. Bedding was also issued on arrival and sheets subsequently 
exchanged weekly on a one-for-one basis. Enhanced prisoners were allowed their own pillows, 
pillow slips and duvet covers but, unless on West Hill, the only way of washing these was in 
sinks or buckets in cells. Few cells had curtains and prisoners told us that they had been 
threatened with IEP warnings when they had used sheets as curtains. 

2.60 Prisoners were generally content with the speed at which cell call bells were responded to. The 
prison had an expectation that they would be answered within four minutes and conducted 
comprehensive monitoring to ensure that this was done. When cell bells went unanswered for 
longer periods, the staff on duty at the time were asked to explain the cause of the delay. The 
longest response period recorded was in July 2010, for one hour and 23 minutes (see section 
on staff–prisoner relationships). 

2.61 There was a notice next to the telephones advising prisoners that their calls were subject to 
monitoring but they were in English only. There were no telephones adapted for prisoners with 
disabilities.  

2.62 While the list of personal PIN telephone numbers for individuals was free to set up in the first 
instance, prisoners were charged 20 pence for any subsequent amendments. This did not 
support prisoners in maintaining family ties.  

2.63 Mail was delivered daily (except Sundays) to the prison by 9.15am. The mail was sorted after it 
had been checked by the drug dogs. The staffing for the mail room was generally predictable 
and mail was sorted quickly and was ready for collection by wing staff by the middle of the day. 
Prisoners were notified when money had been received and this was sent to the cashier for 
lodging in their accounts.  

2.64 A list was kept of prisoners whose mail was monitored and this was updated regularly. A 
record was also kept of the prisoners whose mail was checked daily under censoring 
regulations. Rule 39 legally privileged mail was left unopened and sent directly to prisoners. 
Property sent in was checked, placed in sealed bags and sent to reception, where it was 
collected by prisoners. There was a substantial amount of mail (‘disclaimed mail’) and property 
stored, consisting of items that prisoners were not permitted to have in their possession. 
Prisoners were informed when this happened and they could choose to either give it to one of 
their visitors or send it out.  
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Further recommendations 

2.65 Prisoners should be allowed to have curtains. 

2.66 Cell call bells should be answered within five minutes. 

2.67 Prisoners should not be charged for adding PIN telephone numbers to their list. 

Housekeeping point 

2.68 Toilets should be descaled and maintained to a reasonable standard. 

Staff–prisoner relationships 

2.69 Staff on all wings should support prisoners and show respect in how they speak to, 
address and refer to them. (2.34) 
 
Partially achieved. Staff–prisoner relationships were mainly reasonable and we observed 
some good and relaxed relationships. We also came across disengaged and rude staff. Some 
staff clearly knew the prisoners in their care well, despite the high turnover. Other staff were 
negative about their role with regard to prisoners. On association, some engaged with 
prisoners, while others were remote and in some cases dismissive. Most prisoners we spoke to 
had staff they were confident in approaching and who would help them to make applications or 
resolve problems. Although the use of surnames was routine, we heard few overtly 
disrespectful responses to prisoners.          
We repeat the recommendation. 

Additional information 

2.70 Staff were mostly responsive to prisoners, both generally on the wings and when making 
requests or applications. Those we observed were confident in explaining to prisoners the 
standards of behaviour expected and prisoners generally complied. The responses to requests 
to explain delays in answering cell call bells provided an interesting perspective on some staff 
attitudes toward their role in caring for prisoners. One response read: ‘At the time in question it 
would have been when we were doing all of the wing moves, education, 4 shop, health care 
call ups and the C1 classes, as well as unlocking all the workers, so we were probably short of 
staff as usual. I cannot remember where I was at this time.’ 

2.71 The development of prisoner involvement in aspects of the running of the regime was resulting 
in positive changes. Prisoner councils were held monthly and the prisoner newsletter 
‘Winchatter’ was used to publicise them and promulgate the minutes. However, a limited 
number of prisoners were involved in these councils and there were no other regular ways of 
gaining the views of the population in general. It was not clear from the minutes how issues 
raised at meetings were followed up and, as each meeting focused on different areas, it was 
not clear what was outstanding from the previous meeting. 

Housekeeping point 

2.72 Council meetings should include discussion of action points and outcomes from previous 
meetings and these should be recorded in the minutes. 
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Personal officers  

2.73 Personal officers should receive specific training and guidance on their role and what is 
expected of them. (2.40) 
 
Not achieved. There had been no specific training for personal officers and although some we 
spoke to had a reasonably good understanding of what was expected of the role, none was 
aware of their responsibility for sentence planning. Not all personal officers were fully engaged 
with those on their caseload. 
We repeat the recommendation. 

2.74 Prisoners with specific care needs, such as older prisoners and those with disabilities, 
should have regularly monitored care plans as part of their wing files. (2.41) 
 
Partially achieved. See recommendation 2.173. 

2.75 Managers undertaking checks on wing files should specifically follow up those with no 
entries within two weeks. (2.42) 
 
Partially achieved. Regular monthly checks were made on personal officer entries and line 
managers were informed when the number or standard of entries was not adequate. The 
standard of the management checks was reasonable but they were not always followed up to 
ensure compliance. The level and standard of entries in the files we checked demonstrated, in 
the main, a better engagement with the scheme than at the time of the previous inspection.  

Housekeeping point  

2.76 Management checks should target for rechecking those files where entries are missed or of 
poor quality.  

Additional information 

2.77 In our groups, some prisoners told us that they had no contact with their nominated personal 
officer, while others said that they had good contact and appreciated the work carried out by 
their personal officer. The personal officer scheme was cell based in the main prison, so a 
move of cell, even on the same wing, required a change of personal officer. However, the wing 
files we looked at did not show evidence of frequent changes of personal officer. Although 
prisoners on A wing were allocated a personal officer, the generally brief time they spent on 
the wing militated against effective relationships being built and in some cases there was no 
evidence of personal officer engagement until prisoners were allocated to other wings. 

2.78 The policy for the personal officer scheme required personal officers to have input into OASys, 
ACCT and IEP reviews. While personal officers completed contributions as requested, there 
was little evidence that they attended review or sentence planning boards, and the case 
management role described for them by the offender management unit (OMU) for prisoners 
who did not fall under the remit of offender supervisors was not in evidence, not understood by 
personal officers we spoke to and not incorporated into the personal officer scheme document.  
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Further recommendation 

2.79 The personal officer scheme should specify the responsibilities of staff on all wings, including 
with regard to sentence management staff should be guided and supported in carrying these 
out. 

Housekeeping point 

2.80 Personal officers should record issues concerning the personal circumstances of the prisoners 
in their care and support contact with their families and friends.  

Bullying and violence reduction 

2.81 Attendance at the safer custody committee should be improved and should include 
representatives from key areas of prisoner safety. (3.9) 
 
Not achieved. Attendance at safer custody strategy meetings was poor and inconsistent. 
Recent minutes from the meetings showed that there had been a decline in the analysis of 
available data and there was no analysis of trends or patterns of poor behaviour or incidents. 
We repeat the recommendation.  

2.82 The safer custody committee should analyse all indicators of violence and bullying to 
inform policy and strategy. (3.10) 
 
Not achieved. There was no evidence of any current consideration of indicators of violence 
(for example, incident reports, security information reports (SIRs) or bullying incidents) and the 
investigation of unexplained injuries had only recently recommenced. 
We repeat the recommendation. 

2.83 Interventions to challenge bullying and support victims of bullying should be 
developed. (3.11) 
 
Not achieved. The current policy included a section on support for victims but there was no 
evidence of this being applied. There were no interventions available to challenge bullying 
behaviour beyond the action taken at stage two of the anti-social behaviour strategy, which 
reverted prisoners to the basic level of the IEP scheme. 
We repeat the recommendation. 

2.84 Training in the anti-bullying and violence reduction strategy should be developed and 
should emphasise the important role of wing managers in promoting it. (3.12) 
 
Partially achieved. Although there were no formal training sessions for the delivery of strategy 
training, there had been presentations on the application of the strategy at full staff meetings 
and at the senior leadership meeting.  

2.85 The safer custody manager should be at least at principal officer level to allow sufficient 
management authority to challenge staff. (3.13) 
 
Achieved. At the time of the inspection, the safer custody manager was a developing Prison 
Service manager. He had recently taken over from the previous manager, who was a principal 
officer. 
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2.86 Wing-based safer custody liaison officers should be established and given profiled time 
for the task. (3.14) 
 
Not achieved. Although some wing staff had been nominally identified as wing liaison officers, 
there was no profiled time for the role and no evidence of any engagement with the scheme, 
either in minutes of meetings or anecdotally from the safer custody manager. 
We repeat the recommendation. 

Additional information 

2.87 The safer custody manager and his team had been in post for only a short time and were 
attempting to resurrect the strategy. Previous months’ minutes bore testimony to an 
inadequate level of attention paid to the strategy. There had been 36 anti-bullying strategy 
documents opened in the year to date against 87 in the whole of the previous year. The 
majority had been at stage one, with only three moving to stage two. There were no prisoners 
subject to anti-bullying strategy conditions at the time of the inspection and there had been no 
surveys completed over the previous 12 months to gauge prisoners’ perceptions of safety or 
bullying. There was a confidential helpline for safer custody issues which was speedily 
responded to during working hours and any answerphone messages were followed up at the 
beginning of the next day.  

Vulnerable prisoners 

2.88 Vulnerable prisoners should not be identified by their cell cards. (3.15) 
 
Not achieved. Although D wing had been identified as a vulnerable prisoner unit, a number of 
mainstream prisoners were held on the wing due to overcrowding. There remained a 
differential in cell-card colour to identify vulnerable prisoners. 
We repeat the recommendation. 

2.89 Vulnerable prisoners who have asked for protection should be held separately from 
other prisoners. (3.16) 
 
Achieved. Besides D wing, to which prisoners were located following approval of an 
application for protection, there was also the facility to be placed on Rule 45 (segregation for 
own protection), although this was rare at Winchester, with most vulnerable prisoners settling 
onto D wing. 

Additional information 

2.90 D wing had its own workshops and classrooms. Exercise was taken on the C wing yard, which 
led to abuse from C wing prisoners which vulnerable prisoners told us (and we observed) went 
unchallenged. Visits were as for the remainder of the prison, with an area set aside for D wing 
prisoners. Prisoners in our groups reported feeling safe on the wing but were concerned about 
sharing the wing with mainstream prisoners. Association and the golden hour (see paragraph 
2.263) were affected by the dual regime in operation, and during our roll checks around 35% of 
D wing prisoners were locked up. 

 
 



HMP Winchester  29

Further recommendation 

2.91 Abusive behaviour from C wing prisoners during vulnerable prisoner exercise should be 
challenged. 

Self-harm and suicide 

2.92 There should be increased awareness of the need to support prisoners who have been 
recalled or have indeterminate sentences for public protection. (3.30) 
 
Not achieved. There was no system in reception to identify recalled prisoners or those serving 
indeterminate sentences for public protection (IPP) and flag them up to the safer custody team. 
The safer custody team had identified a need for this but we were told that reception staff 
refused to carry out the screening. 
We repeat the recommendation. 

2.93 Actions plans developed following death in custody investigations should be 
periodically reviewed by the safer custody committee. (3.31) 
 
Not achieved. There was no ongoing review of action plans by the safer custody committee. 
The majority of outstanding action plan points related to clinical issues, which were raised 
regularly at the prison/primary care trust (PCT) partnership board. 
We repeat the recommendation. 

2.94 Residential managers and healthcare staff should work together more closely to 
improve the care and management of those at risk of self-harm. (3.32) 
 
Achieved. Prison health services staff and community mental health in-reach staff attended 
relevant case reviews and were involved in setting care plans. 

2.95 Procedures should be developed to investigate serious, near-fatal incidents of self-harm 
to establish what lessons could be learned. (3.33) 
 
Partially achieved. We were told that all such incidents had previously been investigated but 
that this had lapsed. Investigations had recently recommenced following a change in staffing 
on the safer custody team.  

2.96 Alternatives to returning ‘at risk’ prisoners in West Hill to the main prison should be 
developed. (3.34) 
 
Achieved. Although rare, there was provision for the care of prisoners subject to ACCT 
procedures in West Hill. There were two safer cells and it was no longer automatically 
assumed that prisoners would be returned to the main prison. 

2.97 Listeners should be readily available to prisoners in areas of the prison such as A wing 
and healthcare where vulnerability and risks are greater, and should not be required to 
listen outside cell doors unless a risk assessment indicates otherwise. (3.35) 
 
Achieved. There was a published Listener safety protocol that listed the considerations to be 
taken into account when allocating Listeners to support prisoners in crisis. Following a risk 
assessment, the outcome ranged from the use of a Listener suite to the ‘listen’ taking place 
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outside a door, although there were no records of this last option and Listeners told us that it 
did not happen. 

2.98 Residential managers should ensure that all Listeners feel supported and valued. In 
particular, limits should not be imposed on time spent with prisoners at risk, the use of 
Listener suites should be encouraged and managers should ensure that prisoners have 
access to Listeners at all times. (3.36) 
 
Partially achieved. There were 13 Listeners in total, including two on D wing. There were no 
time limits on Listener contact, although there was a restriction on the vulnerable prisoner 
Listeners on D wing, who were not included in the main roster for the prison; similarly, if there 
was a prisoner in crisis on D wing, only a D wing Listener attended. This put a disproportionate 
workload on the D wing Listeners. Listeners we spoke to did not feel supported and told us that 
none of the managers ever attended the weekly Samaritans meetings. 

Further recommendation 

2.99 Residential managers should support Listeners at weekly Samaritan meetings. The use of D 
wing Listeners should be equitable with that of all Listeners. 

2.100 All direct telephone lines to the Samaritans from residential units should work and the 
facility be advertised to prisoners. (3.37) 
 
Achieved. All of the handsets we tried worked and we were able to speak to the Samaritans 
directly. The telephones were advertised on all of the wings and included in the induction 
process. 

2.101 Calls to the Samaritans from landing telephones should be free of charge. (3.38) 
 
Not achieved. According to the leaflets given out on induction, there was a freephone number 
available but this was not publicised on the wings and when we checked it we found it to be 
incorrect.  
We repeat the recommendation.  

Housekeeping point 

2.102 Samaritans freephone information should be corrected and displayed on all wing telephones. 

2.103 At least one first aid trained member of staff should be detailed to work each night. 
(3.39)  
 
Not achieved. The prison’s strategy to meet this target was to ensure that all senior officers 
were trained as first-aiders. At the time of the inspection, only 15 of the 20 senior officers had 
been trained. 
We repeat the recommendation. 
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Additional information 

2.104 There had been nine deaths in custody since the previous inspection, four of which had been 
self-inflicted and five due to natural causes. While action plans had been drawn up and many 
of the recommendations initially met, there was no ongoing monitoring by the safer custody 
team to ensure that key actions continued to be met.  

2.105 The prison had recently lost some of its family liaison officers and at the time of the inspection 
there were only two. There were 27 open ACCT documents at the time of the inspection and 
276 had been opened in the year to date (projecting to 367 for the full year), compared with 
403 in 2009. The quality of entries was mostly good during the day but was predictable and 
repetitive at night. Management checks showed an appropriate level of attention to detail and 
any errors or omissions were quickly followed up. The number of actual incidents of self-harm 
was high, at 122 in 2010 to date (an average of 13.5 per month). We were unable to obtain a 
whole-year figure for 2009 but there had been an average of 17 incidents per month between 
September and December 2009. There were 290 ACCT staff, 23 assessors and 43 case 
managers. 

2.106 The two care suites were located on A and C wings. The C wing care suite was bare and 
consisted of two cells knocked into one, with one bed and two old and dirty chairs. The suite on 
A wing was being used as a wing store at the start of the inspection but by the end it had been 
cleared, although remained dirty and bare. 

Further recommendation 

2.107 The care suites should be refurbished and made suitable for their role. 

Applications and complaints 

2.108 A question and answer document for queries relating to recall processes should be 
available to residential staff. (3.126) 
 
Achieved. Standard information documents for prisoners who had been recalled were 
published by the Ministry of Justice and explained the recall process and how to make 
representations to challenge the recall. When recalled prisoners had any questions, wing staff 
used these documents to answer them. Recalled prisoners we spoke to confirmed that these 
documents had been provided. 

2.109 Information about contacting the Prisons and Probation Ombudsman and external 
bodies should be reinforced through additional wing notices. (3.127) 
 
Not achieved. There was no information on any wings about contacting the Prisons and 
Probation Ombudsman. Prisoners we spoke to were uncertain of how to contact the 
Ombudsman.  
We repeat the recommendation. 

2.110 External complaints should be subject to monitoring and tracking for timeliness of 
reply. (3.128) 
 
Achieved. A spreadsheet monitoring complaints included those which were directed to other 
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prisons. The complaints clerk contacted prisons that did not respond within the allotted 
timeframe. In the year to date, there had been 68 complaints directed to other prisons and 
eight of these had been received late. Complaints received from other prisons were also 
monitored and Winchester had received 131 in the year to date, of which eight responses had 
been late. 

Additional information 

2.111 An application form had been introduced which included a copy for prisoners to keep, so that 
they could follow up any application which had not received a response. Prisoners in our 
groups told us that responses to applications still took a long time. 

2.112 The performance and development team collected complaints daily and distributed them to 
functional heads on the same day. The team checked responses and returned those that they 
felt were inappropriate, as well as conducting a monthly quality check which was fed back to 
the senior management team. An analysis by wing, ethnicity, response time and type was also 
undertaken and reported. 

2.113 In the six months before the inspection, there had been 1,079 complaints, which was a small 
increase on the 996 received during the same period in the previous year. Complaints mainly 
concerned property, pay calculation, allocation to activities and correspondence. These 
reflected current problems which were being addressed. 

Legal rights 

2.114 Staff should be made aware of the available legal services so that they know where to 
refer prisoners. (3.135) 
 
Not achieved. Staff we spoke to were uncertain of the legal services provider. Some thought 
that these services were provided by offender supervisors but none was able to identify the 
legal services officer. The appointment of the legal services officer had been included in the 
staff moves notice but no other information about the post had been circulated to staff. 
We repeat the recommendation. 

2.115 Urgent queries should be dealt with in person and due note should be taken of extra 
information provided in legal services applications, and personal officers and other staff 
informed as necessary. (3.136) 
 
Achieved. The legal services officer saw all prisoners on induction and held individual 
meetings with new prisoners who wished to meet her. The log of applications showed that 
those which required basic information, such as the address of a solicitor, received a written 
response. In more complex cases, an interview was recorded, with follow-up work where 
required. 

2.116 Wing staff should pass applications to the legal services officer quickly. (3.137) 
 
Not achieved. The legal services officer told us that applications could take up to a week to 
reach her. She thought that this might have been due to the limited knowledge of her role 
among residential staff. To ensure that they became more aware of her service, she returned 
responses to applications to the wings personally. 
We repeat the recommendation. 
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2.117 A well-ventilated and more spacious legal visits area that allows sufficient privacy 
should be provided. (3.138) 
 
Not achieved. Legal visits were available every weekday from 9–11.30am and 2–4.30pm. 
They were held in a small area, with five rooms separated by thin partitions, allowing little 
privacy. Since the previous inspection, visiting time had been reduced by half an hour and 
there was one less interview room. Fans were provided to improve ventilation but staff and 
users complained that it was still inadequate. 
We repeat the recommendation. 

Additional information 

2.118 The legal services officer had not received specialist training but had been booked to attend a 
course. She told us that she dealt with immigration matters as best she could and had tried to 
obtain information for foreign national prisoners. This duplicated the work of the foreign 
nationals coordinator and she was not aware of that service. 

2.119 The bail information officer saw all new remand prisoners. She conducted individual interviews 
with prisoners who wished to apply for bail and liaised with their legal representatives. She 
verified addresses by contacting householders and provided an average of 40 reports a month 
to courts. The Bail Accommodation Support Service (BASS) was used to provide addresses for 
low- to medium-risk prisoners, and those who were high-risk were referred to approved 
premises. In the first six months of 2010, she had interviewed 280 prisoners and 78 had been 
bailed. BASS accommodation had been used for 43 prisoners and approved premises for 20 
high-risk prisoners. 

Housekeeping point 

2.120 The legal services officer and the foreign nationals coordinator should agree their respective 
roles with regard to legal services for foreign national prisoners. 

Faith and religious activity 

2.121 Washing facilities for Muslim prisoners should be provided close to the multi-faith 
room. (5.34) 
 
Not achieved. Prayers for Muslim prisoners were held in the gym in the main prison, as the 
numbers attending were too large for the multi-faith room. Although showers were available 
there, there was insufficient time for prisoners to use them and they were expected to wash in 
their cells before going to prayers. 

Further recommendation 

2.122 Suitable facilities should be created to cater for Muslim prisoners’ worship, including washing 
amenities. 

2.123 Separate services should not be held for vulnerable prisoners. (5.35) 
 
Not achieved. Separate Anglican services were held, allowing those who were fearful of 
mixing with the main population to attend Christian worship, but there were no separate 
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services for any other faiths. There was anecdotal evidence that some vulnerable prisoners 
chose not to practise their faith when they realised that they would have to mix with 
mainstream prisoners. 

Further recommendation 

2.124 All prisoners should have safe access to corporate worship or faith meetings. 

2.125 A chaplaincy representative should attend the safer custody committee regularly and 
play a more active part in assessment, care in custody and teamwork (ACCT) 
procedures. (5.36) 
 
Achieved. Members of the chaplaincy team regularly attended both the weekly meeting to 
discuss individuals who were at risk of self-harm and the monthly strategic safer custody 
meetings.  

Additional information 

2.126 The most common declared religions were Church of England (33%), Roman Catholic (15%), 
other Christian religions (9%) and Muslim (5%). Others represented included Buddhist, Sikh 
and Hindu. Thirty-three per cent declared no religion. Faith provision was reasonable, although 
there were vacancies for faith leaders for Mormons, Hindus and Buddhists. A combined service 
was carried out fortnightly for Hindus and Sikhs, led by the Sikh chaplain. 

2.127 At the time of the inspection, Ramadan had just ended; the planning had gone well and 
prisoners we spoke to were content with the arrangements. Eid cards had been distributed to 
everyone, to try to make the festival more inclusive. 

2.128 Facilities for faith-based activities were reasonable. The chapel in the main prison provided a 
pleasant environment and could be used by the prison community for events such as over-50s 
recreation. Access to this space had improved for those with mobility problems (see 
recommendation 2.46). The multi-faith room was functional but small. There were no toilet 
facilities in the chapel or multi-faith room but there was an informal arrangement whereby 
prisoners could use the staff toilet based on the same level. The chapel on the West Hill site 
was pleasant but cold and only accessible by prisoners when events were running.  

2.129 The full-time Anglican coordinating chaplain had recently retired and the Methodist chaplain 
was covering these duties temporarily, leaving the chaplaincy team stretched. Despite this, 
they covered all statutory responsibilities and offered a variety of faith- and non-faith-based 
activities, including specialist bereavement counselling, the Supporting Offenders through 
Restoration Inside (SORI) restorative justice course and music groups. There was an active 
prison visitors scheme and evening visits were facilitated, even when association was 
otherwise cancelled. A large number of Christian community volunteers participated in the work 
of the chaplaincy and led services but there were few links with other faith groups in the 
community. Half of the Church Army chaplain’s time was devoted to through-the-gate support. 
Although this did not include a structured community chaplaincy programme, the Church Army 
chaplain formed links between prisoners and home churches when this was requested. 
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Further recommendations 

2.130 All prisoners should have weekly access to corporate worship or faith meetings and weekly 
private access to chaplains of their faith. 

2.131 There should be dedicated toilet and washing arrangements for the existing areas of worship. 

2.132 Links with wider faith communities outside the prison should be established and maintained. 

Good practice 

2.133 Eid cards had been distributed to everyone, to try to make the celebration of Ramadan more 
inclusive. 

Substance use 

2.134 The detoxification landing should be segregated to reduce and restrict potential 
contamination of those subject to support. (3.150) 
 
Not achieved. We were told that the detoxification landing would be segregated by April 2011 
as part of the plan to complete the introduction of the integrated drug treatment system (IDTS).  
We repeat the recommendation.  

2.135 Psychosocial support, including peer support and group work, should be developed for 
prisoners subject to clinical management. (3.151) 
 
Achieved. Prisoners on clinical management had access to a variety of peer support and 
group activities, including the IDTS psychosocial programme, prison addressing substance 
related offending (P-ASRO) and the short duration drug programme (SDP). 

2.136 The prison should create a voluntary testing wing to offer appropriate post-
detoxification support. (3.152) 
 
Not achieved. A drug-free area was planned to be available on C wing from April 2011. West 
Hill (the category C area) was drug free. 
We repeat the recommendation.  

2.137 All staff on A wing should be trained in drug awareness and treatment awareness to 
help facilitate their role in supporting men withdrawing from drugs. (3.153) 
 
Not achieved. Uniformed staff on A wing had not received drug awareness and treatment 
awareness training. It was planned to relocate prisoners undergoing drug-related programmes 
to C wing by April 2011. 
We repeat the recommendation.  

2.138 The prison should ensure that prisoners identified for mandatory drug testing random 
tests are an accurate reflection of the prison population. (3.154) 
 
Achieved. Prisoners identified for mandatory drug testing (MDT) were randomly selected. The 
distribution included all wings and the spread represented the prison population. Figures 
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reported at the time of the inspection stated that the MDT rate for the period from April to 
August 2010 was 6.25%, against a target of 10.5%. 

2.139 Mandatory drug testing should be appropriately staffed to ensure that all testing, 
including suspicion and frequent testing, is carried out appropriately within identified 
timescales. (3.155)  
 
Achieved. Two full-time staff members administered MDT and tests were carried out within 
identified timescales. 

Additional information 

2.140 Referrals were made to IDTS services by reception nurses as indicated clinically, with 
prisoners undergoing detoxification on A wing. Symptomatic relief for withdrawal and 
detoxification support was available from the first night. Counselling, assessment, referral, 
advice and throughcare (CARAT) staff saw all new prisoners as part of the induction 
programme and information about access to IDTS services was displayed on all wings. 
Assessment of prisoners was systematic and comprehensive and prisoners were informed 
about blood-borne viruses and referred to the sexual health clinic as appropriate.  

2.141 Recruitment of clinicians was under way to support a full programme of clinical management. 
Plans were advanced to undertake work to prepare C wing for use for prisoners with substance 
use needs. Joint work with secondary mental health staff was available to prisoners with a dual 
diagnosis.  

2.142 There were active programmes of drug testing, and voluntary compact-based drug testing 
(CBDT) was in use. Prisoners with positive results were referred to the CARAT team. There 
was a supply reduction strategy and there had been few drugs finds in the previous year – one 
or two per month of heroin, cannabis and, rarely, cocaine. 

Diversity 

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

Additional information 

2.143 There was a full-time diversity manager, supported by a full-time race equality officer (REO). 
They were proactive in managing all aspects of diversity, and prisoners and staff we spoke to 
could identify them. There were no staff identified to assist them and these two individuals 
were relied on to deal with all diversity matters. While services for prisoners with disabilities 
were reasonably well provided by the diversity manager, those for older prisoners were 
underdeveloped because he had insufficient time to see all older prisoners individually on or 
after arrival.  

2.144 The diversity and race equality action team (DREAT) met monthly and covered all aspects of 
diversity. There was a detailed action plan which was regularly updated. Sixty-eight per cent of 
staff had undertaken the Challenge It, Change It training and there were regular celebrations of 
diversity such as black history month and lesbian, gay, bisexual and transgender (LGBT) 
month. The prison magazine regularly contained articles about diversity. 

2.145 There was a newly appointed team of full-time, paid prisoner diversity representatives to 
replace the previously unpaid team. The new team was about to undertake training in all 
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aspects of diversity and had a clear job description. They were the first point of contact for 
prisoners who had any issues about diversity.  

Further recommendation 

2.146 There should be appropriate services and support for older prisoners and those with 
disabilities. 

Race equality 

2.147 Black and minority ethnic prisoners’ forums should be established to allow prisoners 
and staff to investigate and discuss the different experiences and perceptions of black 
and minority ethnic prisoners. (3.64) 
 
Partially achieved. While there were no formal groups for black and minority ethnic prisoners, 
they were able to attend the prisoner council and raise issues there. There had been little 
attempt to discuss the different experiences and perceptions of these prisoners.  
We repeat the recommendation.  

2.148 The race equality action team meetings should include representatives from the outside 
community. (3.65) 
 
Not achieved. There was no recorded attendance from community groups at the DREAT 
meetings.  
We repeat the recommendation. 

2.149 Race equality action team meetings should identify and examine in-depth issues of core 
importance to good race relations outcomes in the prison. Discussions and progress on 
action points should be reflected in the minutes. (3.66) 
 
Achieved. The DREAT meeting minutes showed that issues of core importance were 
discussed, actions were recorded and progress was made.  

2.150 The race equality action plan should be updated, record progress or lack of it, and 
specify further actions to be taken. (3.67) 
 
Achieved. The diversity and race equality action plan was updated regularly and showed the 
progress that had been made and the actions that were required.  

2.151 Any disparities identified by ethnic monitoring should be systematically investigated 
and reported back to the race equality action team meeting and prisoner forums. The 
details of investigations and outcomes should be recorded. (3.68) 
 
Partially achieved. Disparities indentified by ethnic monitoring were investigated and, where 
necessary, action was taken and impact assessments were carried out. However, the range of 
topics monitored was limited. For example, no monitoring was carried out of prisoners’ access 
to different accommodation. We found that West Hill was inhabited by mainly white British 
prisoners and this had not been indentified or investigated. Other areas, such as access to 
activities, had also not been examined.  
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Further recommendation 

2.152 The range of areas examined through ethnic monitoring should be increased to include access 
to accommodation and activities. A review should be carried out to indentify any other key 
areas that are not currently monitored. 

2.153 Interventions should be in place to address the attitudes and beliefs underlying 
identified racist behaviour. (3.69) 
 
Achieved. The prison had been given funding to implement the Open College Network (OCN) 
Racism in our Communities course three times a year for those who required an intervention to 
challenge racist attitudes, beliefs and behaviour. The first course included the prisoner diversity 
representatives, to give them an awareness of racial issues.  

2.154 Pictures and displays should reflect the racial diversity of the establishment. (3.70) 
 
Achieved. There was a limited range of posters and displays reflecting the racial diversity of 
the establishment. 

Additional information 

2.155 Black and minority ethnic prisoners accounted for 17% of the population. Race equality was 
managed day to day by the REO. He carried out investigations into any incidents reported in 
racist incident report forms (RIRFs). The governance of race equality was reasonable and the 
diversity manager and REO actively promoted good race relations.  

2.156 RIRFs were freely available. A total of 127 RIRFs had been submitted in 2009 and 100 so far 
in 2010. Many related to verbally abusive language. Some had been proven, with some 
resulting in formal investigations. The investigations we looked at had been investigated to a 
good level. It was clear that the complainant had been seen in person and that all parties 
concerned had been given the findings of the investigation in writing. Quality assurance was 
provided by the functional head and sporadically by a local NHS diversity officer, who checked 
all RIRFs and gave feedback on any issues. This had not been done for some time and the 
diversity manager was seeking an alternative independent scrutiniser at the time of the 
inspection.  

2.157 The REO recorded all information about prisoners convicted of a current or previous racially 
aggravated offence on a hate crime log, which included matters reported to security staff and 
offender managers. There had been a large number of cases (10 since May 2010) where 
prisoners with racist tendencies had been allocated to share accommodation with black and 
minority ethnic or foreign national prisoners. These had been discovered by the REO in his 
regular checks of this log and all incidences had been formally investigated and quickly 
resolved. However, we saw staff assigning prisoners to cells subsequent to their initial 
allocation on reception without checking this log.  

Further recommendations 

2.158 Independent scrutiny of racist incident report forms should take place regularly and frequently. 
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2.159 Staff should be made aware of the hate crime log and should consult it each time that 
prisoners are moved to new cells. 

Religion 

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

Additional information 

2.160 There was not, as yet, any strategy to prevent discrimination on religious or cultural grounds 
(see further recommendation 2.7). 

Foreign nationals 

2.161 The prison should make links with an independent immigration advice agency to assist 
immigration detainees and potential detainees. (3.83) 
 
Achieved. The REO had made contact with Portsmouth Refugee Legal Centre and they 
provided independent advice. Prisoners also had access to details of solicitors who could 
provide legal advice about nationality and immigration matters.  

2.162 Foreign national information and support groups should continue to take place weekly. 
(3.84) 
 
Partially achieved. The foreign national support groups had not taken place regularly in recent 
months. A monthly meeting had been established and took place following the foreign national 
committee meeting. Foreign national prisoners could also attend the prisoner council meetings 
and many did so. Foreign national prisoners we spoke to were mainly content with their 
treatment – the biggest issue for them was the lack of use of interpreting services. The monthly 
meetings, council meetings and regular UK Border Agency (UKBA) support were adequate to 
provide the support they needed.  

2.163 The foreign national committee should include prisoner representatives and have a 
wider strategic oversight of foreign national prisoner issues. (3.85) 
 
Achieved. The prisoner diversity representatives attended the committee meetings once 
confidential matters had been discussed. The meetings had strategic oversight of foreign 
national prisoners and minutes showed a good level of discussion of relevant matters. 

2.164 The foreign national policy should be revised and have an accompanying action plan. 
(3.86) 
 
Achieved. The foreign national policy had been regularly reviewed since the previous 
inspection and was up to date and informative. The action plan had been subsumed by the 
DREAT action plan, which detailed a number of actions relating to foreign national prisoners.  

2.165 Foreign nationals should be able routinely to obtain a free monthly international 
telephone call and should be informed of this provision. (3.87) 
 
Partially achieved. Foreign national prisoners were given additional free PIN telephone credit 



HMP Winchester  40

monthly without having to apply for it. The provision was limited to those who did not receive 
any visits.  

Further recommendation 

2.166 All foreign national prisoners should be given a free monthly telephone call, irrespective of 
whether or not they receive visits.  

2.167 The foreign national coordinator should be enabled to develop knowledge and 
appropriate skills for the role. (3.88) 
 
Not achieved. The REO acted as coordinator for foreign national prisoners and neither he nor 
the foreign nationals clerk had been trained in their roles. Both had made efforts to understand 
the processes and procedures relating to foreign national prisoners but were unsure about 
some aspects of provision and immigration matters.  

Further recommendation 

2.168 The foreign nationals coordinator and clerk should be fully trained for their roles.  

2.169 Immigration casework should be progressed speedily and information conveyed to 
prisoners and detainees regularly, and in good time. (3.89) 
 
Achieved. The prison had a good working relationship with UKBA. Immigration casework was 
progressed quickly and information given to prisoners swiftly and in person after it was 
received.  

Additional information 

2.170 At the time of the inspection, there were 72 foreign national prisoners, representing 26 different 
nationalities. Prisoners who were foreign nationals were identified in reception by staff in the 
custody office. The foreign nationals clerk had developed a database to keep track of all action 
taken by the UKBA and ensured that all documentation was delivered to prisoners in person, 
either by him, UKBA staff or the foreign nationals coordinator. UKBA staff attended the prison 
weekly to see prisoners by appointment and those who had made applications to see them. 
Both the coordinator and clerk were proactive in alerting UKBA staff to foreign national 
prisoners whom they felt needed additional support or information. There was little translated 
information available.  

2.171 Prisoners were not offered the chance to contact their embassies or consulates on arrival at 
the establishment and a system was under development to enable this to happen in future. An 
Embassy Day had been held in the previous 12 months and another was planned for 
September 2010. This involved inviting embassy staff and consular officials, UKBA staff, faith 
representatives, prisoners and managers to a forum to promote and aid communication 
between the prison and agencies involved in the care and management of foreign national 
prisoners.  

2.172 There were five prisoners held under immigration powers. Four had completed criminal 
sentences; one of these had been held since his sentence had ended in February 2010 and 
the rest had completed their sentences more recently. The fifth prisoner had been detained 
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following a period on remand that had resulted in him being granted bail. Where possible in the 
prison estate, immigration detainees are transferred to immigration removal centres but those 
held at Winchester had yet to be accepted. All of their cases were managed by the foreign 
nationals clerk, who received regular updates from UKBA on its plans to deport or otherwise 
deal with these detainees. 

Disability and older prisoners 

2.173 All prisoners who identify that they have a disability should have their needs assessed 
and a care plan drawn up. (3.51) 
 
Partially achieved. All prisoners with disabilities were seen by the diversity manager and their 
needs were discussed. We were shown evidence of care plans for prisoners who were no 
longer at the establishment but were unable to find any current care plans.  
We repeat the recommendation. 

2.174 Prisoners with disabilities and older prisoners should be consulted about their needs 
and care. (3.52) 
 
Achieved. Prisoners with disabilities and older prisoners were consulted about their needs and 
care, both individually and, for older prisoners, in the over-50s group. Further consultation took 
place via the prisoner council. 

2.175 The disability equality policy should include an action plan and be based on an 
assessment of prisoner need. (3.53) 
 
Achieved. The single equality action plan included aspects of provision for prisoners with 
disabilities based on assessments of such prisoners and statutory and other documents 
relating to disability. 

Additional information 

2.176 All prisoners completed a disability self-disclosure form on reception. Older prisoners were 
identified through P-Nomis. The diversity manager saw all prisoners with disabilities but only 
those older prisoners who requested to see him or who were brought to his attention by staff or 
prisoner representatives because they had particular needs. Those who required assistance 
had emergency evacuation plans developed in conjunction with wing staff. We observed staff 
on A wing preparing evacuation plans for two new arrivals who required some assistance in an 
emergency. The diversity manager kept a detailed database for prisoners with disabilities 
which enabled him to monitor access to many areas, such as activities, faith activities, 
employment, education and pay, and IEP levels. A total of 53 prisoners had self-reported as 
having some kind of disability. There was less information available about older prisoners. 
Prisoners who were retired for health reasons or because of their age were not unlocked 
during the core day. These prisoners could receive additional pay but the amount they 
received was small in comparison with employed prisoners’ pay.  

2.177 There was only one purpose-built cell for prisoners with disabilities on C wing. Four cells in the 
health centre could be accessed by those using wheelchairs. Adaptations had been made 
around the prison to cater for those with disabilities, including the installation of a lift on C wing, 
installation of hearing loops, adaptation of taps and availability of talking books. Access to 
occupational therapists to carry out assessments of prisoners’ disabilities had proved 
problematic.  
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2.178 There was a weekly older prisoners group, which had been piloted successfully on D wing. The 
initiative was due to be extended to prisoners on other wings and would be held fortnightly. 
The group had visiting speakers and undertook activities appropriate to their age group. Older 
prisoners paid for their television sets. There were links with external agencies for the provision 
of advice and aids for prisoners with disabilities. There was no formal carer system and 
arrangements were made on an ad hoc, unpaid basis when older prisoners or those with 
disabilities needed assistance.  

Further recommendations 

2.179 Prisoners who are retired due to ill health or their age should be unlocked during the core day. 

2.180 Retired prisoners’ pay should be increased to bring it in line with that of employed prisoners. 

2.181 A formal carer system for older and prisoners and those with disabilities should be developed 
and implemented. 

Gender and sexual orientation 

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

Additional information 

2.182 There was no formal policy for gender or sexual orientation (see further recommendation 2.7). 
Prisoners who identified as gay, bisexual or transgender were all seen by the diversity 
manager and dealt with individually. A support group for these prisoners had been 
discontinued owing to lack of interest but was due to be reinstated after a number of prisoners 
requested the support of the group.  

2.183 Three prisoners who were considering a change in gender had been held previously at the 
establishment and we saw copies of the care plans and compacts that had been drawn up. 
They had included prisoners’ access to suitable clothing, make-up and searching procedures. 
The diversity team had links with health care professionals and took the view that prisoners 
should be informed patients. Prisoners could get advice and support to apply for gender 
recognition certificates and the prison supplied guidance notes from the gender recognition 
panel, so that they could apply when they were ready. The prison provided escorts so that 
such prisoners could attend appointments at gender identity clinics. The prison also had links 
with the Gender Identity Research and Education Society and the Gender Trust. 

Health services 

2.184 The prison health partnership board should meet at least every two months to ensure 
that the health needs of prisoners are being met. (4.35) 
 
Achieved. The prison partnership board met bi-monthly. The work of the group was informed 
by a health needs analysis and a prison health development plan. 

2.185 The beds in healthcare should not form part of the prison’s certified normal 
accommodation and admission should be only because of clinical need. (4.36) 
 
Not achieved. Inpatient beds formed part of the prison's certified normal accommodation. We 
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were told by inpatient staff that prisoners were occasionally allocated to beds for non-clinical 
reasons. 
We repeat the recommendation. 

2.186 The bathroom facilities for inpatients should be decent, functioning and adequately 
heated and ventilated. (4.37) 
 
Partially achieved. The inpatient bathroom was adequately ventilated and heated. It 
contained multiple ligature points. 

Further recommendation 

2.187 Ligature points should be removed from the bathroom. 

2.188 The waiting room in healthcare should be refurbished to provide a safe, decent, 
comfortable, well-ventilated and welcoming environment. (4.38) 
 
Partially achieved. The waiting room had been refurbished to provide a safer environment. It 
had been repainted but was uninteresting in appearance. It contained uncomfortable wooden 
bench seating. 

Housekeeping point  

2.189 The health care waiting area should contain diversionary reading and health promotion 
literature and displays. Bench seating in the waiting area should be replaced with more 
appropriate seating. 

2.190 An untoward event procedure should be adopted that encourages learning and enables 
trends to be identified and preventive action to be taken. (4.39) 
 
Achieved. The PCT adverse event reporting system was in use and trend data were reported 
to the Standards for Better Health Group. Root cause analysis was used to analyse major 
untoward events such as deaths in custody. There were action plans for change following 
analysis. 

2.191 A procedure for recording and reviewing injuries and self-harm should be devised and 
followed by all staff. (4.40) 
 
Achieved. ACCT forms were in use. The safer custody group reviewed the injuries and self-
harm activity in the prison, and health services staff attended the safer custody committee. 

2.192 Regular reviews of all health service complaints should be undertaken and copies of 
documentation relating to all healthcare complaints should be retained within the health 
centre to support this. (4.41) 
 
Achieved. Trend analysis was undertaken by the PCT and reported to the Standards for Better 
Health meeting. Copies of complaints documentation were available in the health centre. There 
had been 22 complaints between April and June 2010. The complaints had been about 
individual treatment.  
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2.193 Information on the NHS complaints process and how to make a complaint should be 
provided to prisoners in simple English and on the touch-screen monitors. (4.42) 
 
Achieved. PCT patient advice and liaison service leaflets were available on the wings and in 
the health centre. Touch-screen monitors had been withdrawn. 

2.194 All health care staff should have at least annual resuscitation and defibrillation training. 
(4.43) 
 
Achieved. All health services staff had undertaken resuscitation and defibrillation training in 
the previous year. Resuscitation equipment and external automatic defibrillators were located 
in the health centre, the hub treatment room and the West Hill treatment room. A log showed 
regular checking of the equipment.  

2.195 All staff should have access to clinical supervision. (4.44) 
 
Achieved. Staff had access to regular independent clinical supervision. 

2.196 Infection control audits should be conducted in all clinical areas and action taken 
according to the findings. (4.45) 
 
Achieved. There were infection control audits and associated compliance action plans. 

2.197 All staff should know what to do when there is a risk or suspected outbreak of 
communicable disease. (4.46) 
 
Achieved. There was a policy on the prevention and control of communicable diseases. Staff 
had been trained in its use. 

2.198 Policies and procedures on information-sharing and confidentiality should be in place 
and monitoring conducted to ensure that all health staff act in line with legal and ethical 
requirements. (4.47) 
 
Achieved. There was an information-sharing protocol. Health services staff adhered to NHS 
requirements concerning confidentiality and data protection.  

2.199 All prisoners should be offered a secondary health screen no later than 72 hours after 
their arrival in custody. (4.48) 
 
Achieved. Prisoners received a secondary health screen within 72 hours of arrival in custody. 

2.200 Prisoners should be able to apply in confidence for a healthcare appointment. (4.49) 
 
Achieved. Prisoners applied for a health care appointment using forms collected from nurses 
at the hub medication hatches or from wing Listener information rooms. Completed forms were 
handed in to health services staff at the medication hatches. 

2.201 Prisoners should not have to wait for long periods in healthcare before and after their 
clinic appointment. (4.50) 
 
Achieved. Following consultation with prisoners, some clinics, including GP and practice nurse 
clinics, had been relocated to the wing hub medical rooms two weeks before the inspection. 
Before this, prisoners had been waiting for escorts for over two hours before and after clinic 
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appointments. Escort wait times had now reduced to 20–30 minutes. Waiting times to see a 
GP had reduced from four to two days. 

2.202 Waiting times to see the optician and the podiatrist should be reduced. (4.51) 
 
Partially achieved. The waiting time to see the podiatrist was less than two weeks but 
prisoners could wait up to five months to see the optician. 

Further recommendation  

2.203 The waiting time to see the optician should be reduced. 

2.204 All patients with long-term conditions should be offered the opportunity for regular 
review of their treatment and care in line with standard health service practice. (4.52) 
 
Achieved. There were registers of prisoners with long-term conditions and regular clinical 
reviews with the practice nurse. 

2.205 The full range of sexual health advice and treatment, including immunisation, should be 
available to prisoners. (4.53) 
 
Achieved. There were regular sexual health clinics. Immunisation and Chlamydia screening 
were available there. 

2.206 Condoms should be freely available to prisoners both while they are in custody and on 
release. (4.54) 
 
Achieved. The availability of condoms and how to access them, via the health centre, was 
advertised on the wings. Condoms were provided to prisoners on discharge, if required. 

2.207 Prisoners should have access to an appropriate range of secondary specialist treatment 
and care, including confidential consultation, within the specified NHS waiting times 
and without undue security restrictions. (4.55) 
 
Achieved. Prisoners had good access to NHS secondary specialist care and few escorts were 
cancelled for security reasons.  

2.208 Arrangements should be made for a wider range of medicines to be supplied by the 
pharmacist and nursing staff without recourse to a doctor’s prescription. (4.56) 
 
Achieved. Prescribing from the British National Formulary was done by nurse prescribers. 
Over-the-counter medication was available. Patient group directions were under review. The 
medicines management committee had recently agreed to introduce a wider range of stock 
medication.  

2.209 Prisoners should be able to have medication administered in confidence. (4.57) 
 
Achieved. We observed officers regulating access to medication hatches on the wings so that 
one prisoner at a time was administered medication in confidence.  

2.210 Inpatients should have at least equivalent access to a range of activities as other 
prisoners unless their clinical condition precludes it. (4.58) 
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Partially achieved. Inpatients had access to education, gym and library services in dedicated 
areas in the health centre but access was restricted owing to regular uniformed officers being 
detailed to work elsewhere. The agreed uniformed officer staffing was three in the daytime but 
this was often reduced to two. 

Further recommendation  

2.211 Uniformed staff in the health centre should not be detailed to cover staff shortages in other 
parts of the prison to the detriment of prisoners attending appointments. 

2.212 Additional nursing cover should be provided at night. (4.59) 
 
Achieved. Two registered nurses were on duty at night. 

2.213 Therapeutic and rehabilitative day care interventions should be provided for inpatients 
and people on the wings who require it. (4.60) 
 
Not achieved. Some individual support activities were available to prisoners in the daytime but 
there were no meaningful therapeutic and rehabilitative groups. 
We repeat the recommendation. 

2.214 All prison staff should receive training in identifying mental illness and working with 
people with mental health problems. (4.61) 
 
Not achieved. Only 33 uniformed officers had received training in some form of mental health 
awareness in the previous two years. 
We repeat the recommendation. 

2.215 Patients who are severely mentally ill and need NHS inpatient care should be transferred 
without undue delay. (4.62) 
 
Achieved. In the previous nine months, the average transfer time to local NHS mental health 
facilities was less than two weeks. Prisoners transferring to London hospitals experienced 
longer waiting times, although such transfers were infrequent. 

Additional information 

General 

2.216 Solent Healthcare (the PCT) was the health service provider. Secondary mental health 
services were provided by Winchester community mental health team from the Hampshire 
Partnership Trust. There were good working relationships between the prison and its health 
providers. 

2.217 The health centre was clean and functional, although stark in appearance. There were plans to 
develop unused areas for therapeutic purposes. A toilet was situated in the vulnerable 
prisoners’ waiting room but it afforded no privacy and was a potential infection control hazard. 
There were treatment rooms in the C2 and D2 hub areas and at West Hill. These facilities were 
adequate but the hub area treatment rooms were congested. There were no rooms available 
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on the wings that could be used for therapeutic group activities. A functional room was 
available for health screening in reception. 

Further recommendations 

2.218 The toilet in the vulnerable prisoners’ waiting room should be removed. 

2.219 Rooms suitable for therapeutic usage should be made available on the wings. 

Housekeeping point  

2.220 The appearance of the health centre should be softened to reflect a therapeutic environment 
suitable for prisoners with serious mental illnesses. 

Clinical governance 

2.221 There was a regular Standards for Better Health (clinical governance) meeting at which the 
prison and health providers were represented. The meeting received an appropriate range of 
aggregated trend data related to quality and performance issues. It also monitored the 
implementation of the Department of Health prison health quality and performance action plan. 

2.222 The health centre manager, a senior nurse, was acting as the matron at the time of the 
inspection. The establishment had sufficient staff to offer a 24-hour service and included 
nurses, care assistants, administrators, allied health professionals on a sessional basis and 
uniformed officers. There were two prisoner cleaners and two Listeners. The registered nurses’ 
skills mix included staff from general, mental health and learning disability backgrounds. The 
service was recruiting at the time of the inspection, and almost up to full strength, after a period 
of being reliant on agency nurses which had hindered developments. A nurse responsible for 
the care of older prisoners was about to take up post. There was an active programme of 
training, with a range of PCT and other opportunities for staff. There was an emphasis on 
developing nurses’ special interests in the care and treatment of life-long conditions. 

2.223 At the time of inspection, the health centre was in the final week of using the ‘Vision Records’ 
electronic clinical information system. It was to be replaced by SystmOne the following week. 
Clinical records were of a reasonable standard. Two rooms in the health centre were blocked 
by closed clinical records from the period 2002–2005, when the Prison Service had provided 
health services. These records were stored securely but hampered the rationalisation of space. 

2.224 There was a monthly prisoner forum, at which health care issues were discussed. Health 
services staff attended the prisoner representatives meeting at West Hill. Several recent 
patient satisfaction surveys had been completed and there was evidence of change as result of 
discussions and surveys. 

Housekeeping point  

2.225 Old clinical records should be removed and stored appropriately by the Prison Service.  
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Primary care 

2.226 Prisoners were given an initial health screen in reception, followed by a secondary health 
screen and an introduction to the health centre during induction. Written consent was sought 
from prisoners to acquire their previous medical histories. Health introductory materials and 
health application forms were available in a variety of languages.  

2.227 Nurses used a limited range of triage algorithms to determine access to a range of primary 
clinics, which were provided in the health centre, on the wings and at West Hill. These included 
nurse-led primary care and sexual health clinics, and life-long condition reviews. Failure to 
attend rates were high for prisoners allocated to some clinics, including the GP clinic (23%) 
and dentist (32%), although these rates were improving following the provision of some clinics 
on the wings. 

2.228 The health promotion action group was active, with a relevant range of health promotion 
materials displayed on the wings and a healthy man day planned for October 2010. 

Pharmacy 

2.229 Lloyds Pharmacy supplied medications, controlled stock and removed pharmacy waste. 
Pharmacy staff visited the medication storage and administration areas in the inpatient area, 
wing hub and West Hill daily. They also supplied prescribing and financial data to the 
medicines management committee. There was good attendance by clinicians, including a 
psychiatrist, at the committee, which was considering the provision of a dedicated prison 
formulary at the time of the inspection. Following the introduction of Lloyds Pharmacy, the 
revised working arrangements had made the former pharmacy dispensing room in the health 
centre redundant and it was being used for general storage at the time of the inspection. 

Dentistry 

2.230 The dental suite was clean and functional and the service had recently been audited by the 
Dental Reference Service. The dentist indicated that the service did not have a separate room 
for the cleaning and sterilisation of equipment and would be unable to comply with the 
requirements of HTM-01-05 (decontamination in primary care dental practices) when 
compliance became obligatory. 

Further recommendation 

2.231 Plans should be developed for compliance with the requirements of HTM-105 
(decontamination in primary care dental practices). 

Secondary care 

2.232 Prisoners who had recently visited the general hospital told us of their embarrassment at being 
handcuffed and chained at all times, even during physiotherapy treatment and an X-ray 
procedure. Exposure to X rays represented a safety hazard for the escorting officer.  
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Further recommendation 

2.233 Prisoners should have access to NHS consultation, care and treatment without undue security 
restrictions. 

Mental health 

2.234 Prisoners with mild to moderate mental health and emotional problems had limited access to 
support by mental health nurses, counselling from the chaplaincy service and Cruse 
Bereavement Care. However, the primary mental health provision was insufficient to meet 
demand. Registered mental health nurses (RMNs) had been recruited and they were waiting 
for start dates at the time of the inspection.  

2.235 Secondary mental health provision was good, with an average caseload of 60 shared by 3.0 
whole-time-equivalent RMNs. They offered a range of psychosocial and cognitive behavioural 
therapy-based individual therapies. Primary and secondary mental health service practitioners 
provided regular support for ACCT reviews and advice and care planning for inpatients.  

2.236 A registered nurse mental health (RNMH) provided one-to-one support for prisoners with 
learning disabilities. It was hoped to extend this service when the establishment was back to 
full staffing capacity. 

Learning and skills and work activities 

2.237 Education and activity provision within the main prison should reflect the needs of 
short-term and vulnerable prisoners. (5.14) 
 
Partially achieved. The needs of short-term prisoners were not fully met and there were 
insufficient links between sentence planning and learning and skills planning to ensure that 
places in education and training were maximised. The education provision for vulnerable 
prisoners had improved with additional education classrooms. These had provided part-time 
education each day, in addition to a Friday morning education session on the main site. 
Vocational training and work opportunities for vulnerable prisoners remained poor. 
We repeat the recommendation. 

2.238 A designated manager should be appointed to ensure activity places are used to their 
maximum capacity, with allocations reviewed and monitored regularly to enable fair 
access for all prisoner groups. (5.15) 
 
Partially achieved. The head of learning and skills had recently reintroduced labour boards for 
the main site but these had yet to impact fully on the allocation of prisoners to jobs. Policies 
had been circulated but further work was required to ensure that all allocations were made 
fairly and appropriately. Wing staff still allocated prisoners to jobs and some prisoners had 
more than one job. The allocation process on the West Hill site was more comprehensive, 
thorough and robust. 
We repeat the recommendation. 

2.239 The kitchen should employ prisoners who remain long enough to gain vocational 
qualifications. (5.16) 
 
Not achieved. There were no opportunities for prisoners to undertake formal accredited 
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catering qualifications in the kitchens. 
We repeat the recommendation. 

Additional information 

Leadership and management 

2.240 Recent changes in staffing and contractors had impacted on the quality assurance and 
improvement actions and processes. The offender learning and skills service (OLASS) 
education contractor had changed to the Manchester College and the head of learning and 
skills and college staff worked well together to ensure delivery of good quality teaching and 
learning. A recently appointed education manager had carried out a needs analysis and was in 
the process of devising a new core curriculum. This had yet to be discussed and agreed with 
OLASS and the prison. The post-inspection action planning process had lapsed. The current 
head of learning and skills had reintroduced self-assessment, action planning and re-
established the quality improvement group. These had not been fully implemented at the time 
of the inspection. Attendance in some education and training classes was poor but was 
generally better in art and English for speakers of other languages (ESOL) classes. 

Further recommendations 

2.241 Self-assessment and action planning for continuous improvement should be fully implemented 
to ensure that improvements in the quality of education and training provision are made and 
sustained. 

2.242 Attendance in education and training classes should be improved. 

Induction 

2.243 The induction process ensured that all prisoners had the opportunity for a simple pre-screening 
to identify reading and writing skills. Additional screening and an effective diagnostic 
assessment used where appropriate identified specific literacy, numeracy and language 
support needs. This information was used well to develop learning action plans. Prisoners with 
language difficulties were referred quickly to the education department for ESOL courses. Two 
additional members of staff had been recruited to support Tribal staff to provide careers 
information and advice. Resettlement and Tribal staff worked well together to ensure that all 
prisoners were allocated a resettlement worker to follow prisoners’ progress through their 
sentence. Tribal also made frequent contact with prisoners to offer advice and support. 

Work 

2.244 Most of the prisoners located in Hearne unit and West Hill were employed, while less than half 
of prisoners on the main site were suitably employed (see also recommendation 2.8). The work 
available for vulnerable prisoners was limited and of low quality, with opportunities in electrical 
assembly and computer refurbishment, cleaning and as servery workers. Some contract work 
packaging was offered to a few prisoners on the main site but this was mundane and repetitive 
and provided little skills development. Some prisoners were involved in painting and decorating 
around the prison but this was not recognised, assessed or recorded as skills development.  
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2.245 Prisoners worked well as Insiders and peer mentors to support other prisoners, particularly 
during induction. One orderly was primarily responsible for the library facilities at West Hill 
under the direction of the librarian. Rates of pay were fair and equitable and did not 
disadvantage those attending education. However, pay rates for retired prisoners was 
considered low (see section on disability and older prisoners). Bonus payments were offered to 
those cleaning after dirty protests and doing extra work in some areas.  

Further recommendation 

2.246 Better quality and more work opportunities should be provided for vulnerable prisoners to 
contribute towards their resettlement needs. 

Vocational training 

2.247 Vocational training opportunities were severely limited. The construction training courses in 
brickwork and carpentry and joinery provided prisoners with good skills development but this 
work did not offer any recognised qualifications. The brickwork tutor had given notice to leave 
and no arrangements had been made to replace the tutor at the time of the inspection. 
Qualifications were offered in horticulture and some inroads had been made in linking 
brickwork with horticulture skills. Areas such as recycling did not provide accredited 
qualifications at the time of inspection. PE had until recently offered vocational training but 
none was provided at the time of the inspection or was planned. 

Further recommendation 

2.248 Opportunities for accredited vocational training linked to resettlement needs should be 
increased. 

Education 

2.249 Most of the teaching and learning we observed was satisfactory or better, with good use made 
by tutors of interactive whiteboards and effective session planning for prisoners’ differentiated 
needs. ESOL provision was sufficient and well delivered, although work on identifying more 
appropriate qualifications was underdeveloped. About 30 prisoners were following higher-level 
distance learning and Open University courses. In-cell and outreach support in the workshops 
was offered primarily for literacy and numeracy needs.  

2.250 Some prisoners worked part time and attended education classes. Full-time ESOL classes 
were offered for those with the greatest language support needs. Various external agencies 
were used effectively to widen the range of provision and improve personal and social 
development. There were links with the local university to provide a drama production. 

2.251 The education curriculum for both the main and West Hill sites was narrow and offered little 
other than the core curriculum of Skills for Life courses, information and communications 
technology (ICT), literacy, numeracy and language support, and art. Some music courses at 
OCN level were offered on the main site and some accredited music classes were provided in 
the evening on the West Hill site. There remained insufficient provision for short-term prisoners 
(see recommendation 2.237). The OLASS contractor was experiencing difficulties in recruiting 
tutors for ICT and numeracy classes. 



HMP Winchester  52

2.252 Prisoners’ achievements were generally satisfactory, with many completing their courses and 
achieving their learning aim. Learners on ICT courses achieved less well. Despite a high 
number of learners and high retention, pass rates were low, at 38% for computer literacy and 
information technology (CLAIT) Plus at level 2, and 43% for learners on New CLAIT at level 1. 
Achievements in adult literacy at entry level 1 were particularly low, at 27%.  

Further recommendation 

2.253 Appropriate English for speakers of other languages (ESOL) qualifications should be offered.  

Library 

2.254 There was a main library adjacent to the residential wings and a secondary library in West Hill. 
Collections of books were also sited in several other locations, including the care and 
separation unit (CSU), health centre and on A and D wings, and were replenished by the 
librarian. The libraries were managed by a full-time qualified librarian from Hampshire County 
Council, supported by three orderlies (two on the main site and one on the West Hill site). A 
new post for a part-time librarian had recently been approved, although this post had not been 
filled at the time of the inspection. 

2.255 The main library was open for short periods in the mornings and in the afternoons but closed at 
lunchtimes. It opened only one evening a week, by request, and closed at weekends. The 
library in West Hill was usually open in the evenings, Saturday mornings and occasionally in 
the afternoon. However, it was run by an orderly and opening hours depended on his 
availability. Some prisoners, especially those in full-time work, found access difficult. Some 
prisoners in education depended on tutors to organise library visits during lessons. There were 
designated hours for library visits by vulnerable prisoners. There was no formal input by library 
staff into induction and a library visit was not included as part of the process. Two library 
orderlies had received Hampshire County Council training as library assistants. 

2.256 There were no computing facilities for prisoners. Apart from books, there was only a small 
collection of music CDs, DVDs and talking books. There was a large collection of foreign 
language books and an adequate stock of easy-reader books and books printed in large 
format. The range of recreational books was reasonable and there were adequate reference 
books. The West Hill library also contained technical books for vocational courses. The main 
library contained a range of legal textbooks and Prison Service Orders. 

Further recommendation 

2.257 Access to library facilities on West Hill site should be increased. 

Housekeeping point 

2.258 An introduction into the library facilities should be included in the prisoner induction. 

Physical education and health promotion 

2.259 The outdoor facility in West Hill should be refurbished as soon as possible. (5.23) 
 
Partially achieved. The outdoor facility in West Hill had been partially refurbished. The surface 
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had been re-laid with an all-weather surface. However, as the concrete edging had not been 
removed and windows had not been covered, activities were restricted to circuit training and 
volleyball, for safety reasons.  
We repeat the recommendation. 

2.260 Staffing levels in the gym should be increased to the required level to meet the needs of 
the population and to offer some accredited courses. (5.24) 
 
Not achieved. Staffing levels had reduced and there were insufficient staff to run accredited 
programmes. Prisoners on the West Hill site had three sessions offered per week, in the 
evening and at weekends. Prisoners in the main prison had two sessions offered per week, at 
differing times depending on location. Staff were often required to support other work in the 
prison and were required to collect prisoners from the wings for PE, restricting participation 
times.  
We repeat the recommendation. 

Additional information 

2.261 More than 50% of prisoners participated in PE. Vulnerable prisoners had timetabled sessions 
before work start times and on one afternoon a week. PE staff participated in health initiatives 
with the health centre. Arrangements for ensuring equality of access to PE were not sufficiently 
robust and there was insufficient monitoring of waiting lists and unlock rotation to ensure 
equality of access. 

Housekeeping point 

2.262 Applications and access to PE should be closely monitored to ensure equality of access for 
prisoners. 

Time out of cell 

2.263 Prisoners should be unlocked for domestic activities during the day. (5.43) 
 
Achieved. There was a period every weekday morning on each wing when all prisoners were 
unlocked to allow them time for making telephone calls, showering and undertaking domestic 
tasks. This period was commonly known as the ‘golden hour’ but was less than an hour on 
most wings. 

2.264 Regime monitoring should accurately reflect time unlocked. (5.44) 
 
Not achieved. The prison recorded an average weekday time out of cell of 6.93 hours for the 
year to date at the time of the inspection. The published core day varied from wing to wing but 
allowed a maximum of eight hours and 15 minutes for full-time employed prisoners four days a 
week on the main prison wings and up to 10 hours for those in West Hill. In our roll checks, we 
found 33% and 44% of prisoners locked in their cells and there was no activity for up to 27% of 
the population. Those who were unemployed had less than two hours out of their cells on A 
wing and remand prisoners on C wing complained of long periods locked up. These figures 
and reports cast doubt on the accuracy of the published average. The administrative officer 
responsible for compiling the figures was absent during the inspection and it was not possible 
to check further how the average was obtained. 
We repeat the recommendation. 
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2.265 Prisoners should be provided with suitable outdoor clothing for exercise when the 
weather is less good. (5.45) 
 
Not achieved. There was no outdoor clothing available to issue to prisoners who wished to 
exercise in inclement weather. Exercise was cancelled when it rained. 
We repeat the recommendation. 

2.266 Prisoners in West Hill should be allowed to exercise in the grounds. (5.46) 
 
Not achieved. Prisoners in West Hill and on Hearn unit were allowed to exercise in paved 
areas at the back of the buildings. The pleasant gardens were out of bounds to prisoners. 
We repeat the recommendation. 

Additional information 

2.267 Association was scheduled every day for all prisoners but there were cancellations caused by 
staff shortages. The prison could not provide a record of cancellations so it was not possible to 
judge their frequency or whether they were distributed fairly between wings. 

2.268 Only employed prisoners routinely had evening association during the week, which meant that 
many prisoners had difficulty in contacting their families. Prisoners who wished to make an 
evening telephone call had to apply to be unlocked before evening association.  

2.269 Association on A wing was scheduled for Tuesday and Thursday but was cancelled on the 
Tuesday of the inspection, so some prisoners had not had association for nearly a week. 
Prisoners on this wing had little chance to contact their families owing to the restricted regime 
and early unlock for golden hour. Those who went to other wings had a slightly better 
experience, as they could come out of their cells on association.  

2.270 Exercise was scheduled every day and took place during morning unlock on all but C wing. 
Exercise clashed with association periods for some prisoners on C wing. 

Further recommendations 

2.271 Cancellations of association should be recorded and their effect shared fairly between wings.  

2.272 All prisoners should have an evening association session during the week. 

2.273 Prisoners should be able to access both association and exercise daily. 

Security and rules 

2.274 Security information report investigations should be completed on time and actions 
cross referenced to ensure that they are completed. (6.11) 
 
Achieved. There was daily analysis of SIRs that had been submitted the previous day. A full-
time analyst maintained a system that highlighted any repeat issues and links. Actions were 
decided at a daily security briefing session, which was minuted and demonstrated that actions 
were quickly followed up. 
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2.275 Visitors banned because of alleged inappropriate behaviour towards staff should be 
written to, reminded of acceptable standards of behaviour and informed of the likely 
outcome if they cannot meet these requirements but should not be required to write an 
apology. (6.12) 
 
Achieved. A standard letter outlining appropriate and acceptable levels of behaviour was sent 
out to visitors who had been abusive to staff or had behaved poorly during the visiting process. 
There was no longer a requirement for an apology to be sent to the prison following such 
incidents. 

2.276 Closed visits should not be imposed for a pattern of intelligence involving drugs in the 
prison unless there is clear information linked to visits. (6.13) 
 
Achieved. There was a clear published policy that stated that visits restrictions would only be 
imposed following information linking prisoners to drug trafficking activity through visits. 
Reviews of such restrictions were conducted monthly and perceived reductions in risk resulted 
in the reduction or removal of sanctions. 

Additional information 

2.277 The security department was well managed and proactive in dealing with key threats to the 
prison and was assisted by a full-time police liaison officer.  

2.278 There was no dedicated security team (DST) of officers but a number of residential staff had 
been trained to DST standard and were responsive to requests from the security department 
for target searching. Dynamic security was mixed, with good interaction observed in some 
areas, but during wing association periods we repeatedly observed officers remaining close to 
wing gates and offices for the majority of the period. 

2.279 There had been 1,842 SIRs submitted in the year to date (full-year projection 2,455), 
compared with 2,246 in 2009. The main themes were drugs, mobile telephones and threats to 
staff and prisoners. 

2.280 The security committee met monthly and analysed a wide range of relevant statistics, resulting 
in prompt actions where required. During the inspection, intelligence was received that led to a 
seizure of class A drugs and the arrest by the police of a visitor. The committee list was long 
and, although attended by key personnel, inevitably led to a high number of apologies each 
month. We were told that the attendee list was being reduced to a more manageable and 
appropriate group. 

2.281 There were few visits restrictions and at the time of the inspection there was only one prisoner 
subject to closed visits. There had been 11 closed visits in the year to date (full-year projection 
14), compared with 22 in 2009. The prison had a drug dog handler, who was regularly 
deployed around the establishment and was often used on visits. The searching policy stated 
that an indication from the drug dog would result in a full search of the visitor or no visit would 
be allowed. In practice, this was not the case and visitors were offered a closed visit or the 
opportunity to rebook for another day. 

2.282 There were effective responses to SIRs relating to drug use, with security staff faxing requests 
for testing directly to the MDT team; in the sample we checked (six requests), they completed 
the tests within 24 hours. The overall positive rate for suspicion tests (57 in the year to date) 
was almost 50%. 



HMP Winchester  56

2.283 The rules of the establishment were explained during the induction period and reinforced by 
notices on the wings. We observed the threat of collective punishment when racist graffiti had 
been discovered in a prisoner work area, although no action had been taken to this effect, 
beyond investigation by the REO. 

Discipline 

2.284 Quality checks on adjudications should be more robust. All evidence should be 
examined and outcomes investigated. (6.26) 

2.285 Achieved. All adjudication paperwork was quality checked by the governor. Issues raised were 
discussed with the relevant adjudicator. In the sample of completed adjudications we reviewed 
(20), there was an appropriate level of investigation into alleged breaches of discipline. 

2.286 Punishments of 100% loss of earnings should not be issued. (6.27) 
 
Achieved. There was a published local tariff for adjudicators to use as a guide which advised a 
range of 50–80% loss of earnings for some findings of guilt. We reviewed the list of 
punishments given in 2010 and found there to be none outside this range. 

2.287 Use of force and special accommodation paperwork should be closely monitored at the 
use of force quarterly meeting. The orderly officer incident report should accompany all 
paperwork. (6.28) 
 
Partially achieved. At the time of the inspection, there had been only one use of force meeting 
in 2010 and this had been attended by only two people. There was no review of individual use 
of force incidents, either of paper records or video footage. There was no log of use of special 
accommodation (see additional information). We looked at 20 paper records of use of force 
incidents and all were accompanied by the orderly officer’s incident report.  

Further recommendations 

2.288 There should be regular use of force committee meetings, with an appropriate membership. 

2.289 There should be a central record maintained of use of the special accommodation. 

2.290 Individual risk assessments should take place on all prisoners located to the care and 
separation unit (CSU) to determine whether a full strip search should take place. (6.29) 
 
Achieved. Each prisoner who was located onto the CSU was subject to a risk assessment to 
determine the level of search required. We saw some written assessments that identified a rub-
down search as being appropriate. Two prisoners we saw in the CSU told us that they had not 
been subject to a strip-search. 

2.291 The video camera should be used for planned use of force and a log kept of its use. 
(6.30) 
 
Partially achieved. There was evidence that planned interventions were video-recorded but 
there was no log of use and videos were retained for evidential purposes only. 
We repeat the recommendation.  
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2.292 Written reasons explaining to prisoners why they are being held in the CSU should be 
comprehensive and detailed. (6.31) 
 
Achieved. All prisoners being held on the CSU were given a written explanation that stated the 
Rule under which they were being held and the restrictions that applied to them. Rule 45 
paperwork was used as a template for all prisoners held on the unit for over two hours. 

2.293 Fortnightly reviews in the CSU should have predictable times and days to enable a 
multidisciplinary attendance. (6.32) 
 
Not achieved. There was no system for conducting reviews on particular days to enable a 
regular attendance by key personnel. Reviews were set at the 14-day period, although there 
were occasions when the review took place before this time. 
We repeat the recommendation. 

2.294 The CSU should have a larger group of selected staff to ensure it always has authorised 
staff on duty. (6.33) 
 
Not achieved. The staffing for the CSU was drawn from the A wing roster. Not all of the staff 
on A wing had been interviewed and selected as suitable to work on the unit but were 
nevertheless required to work there on occasion. 
We repeat the recommendation. 

2.295 Daily history sheet entries should be more insightful about prisoners and have 
multidisciplinary input. (6.34) 
 
Achieved. The history sheets for segregated prisoners that we saw showed a good level of 
input from unit staff and also from visiting staff, including the duty governor and a member of 
the health services team, the chaplaincy and the Independent Monitoring Board (IMB). 

Additional information 

Disciplinary procedures 

2.296 There had been 365 adjudications in the year to date. There was no adjudication 
standardisation meeting and, due to a major refurbishment of the unit, the records for 2009 
were unavailable to allow us to make a comparison. Adjudications we observed were 
conducted in the staff office. Prisoners were able to take a full role in the proceedings and the 
adjudicator we observed investigated the alleged charges thoroughly. Prisoners were give a 
pen and paper to make notes if required and full consideration was given to requests for 
additional help by prisoners. The independent adjudicator attended monthly to deal with the 
more serious offences, and in the year to date he had heard 118 adjudications.  

Further recommendation 

2.297 There should be regular adjudication standardisation and monitoring meetings. 

The use of force 

2.298 The level of use of force was low, at 6.9 per 100 prisoners. Although the quarterly use of force 
meetings were inadequate (see paragraph 2.287), there was a review of all incidents by the 
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head of operations the on the following day, where paperwork was scrutinised and follow-up 
actions were identified. The paperwork we observed was mostly of a good standard, with clear 
descriptive accounts of incidents. We observed three video-recorded incidents, which had all 
been carried out proficiently and demonstrated a focus on early de-escalation.  

2.299 There had been one reported use of special accommodation in 2010. There was no central 
record (see further recommendation 2.289) or copies of authorisation forms, with the originals 
being kept in core records. We were unable to see the record for the prisoner in question, as 
he had been transferred. 

2.300 There were two cells designated as special accommodation. One was used as a unit store and 
the other doubled as a holding room for prisoners on adjudication.  

Further recommendation 

2.301 The special accommodation should not be used to hold prisoners pending adjudications. 

Care and separation unit 

2.302 During the inspection, the CSU was being refurbished and held no more than two prisoners, 
both for short periods of time. The unit was underground and dark. Cells were reasonable but 
toilet units were dirty and required descaling. There were nine cells in total, including two safer 
cells and the two special cells. Average occupancy for the year was around three prisoners 
and there had been 56 occasions when prisoners had been located onto the unit in 2010 to 
date.  

2.303 The exercise yard was large but bare, with no benches, although there was a fold-down chair 
for staff to use. The daily routine allowed for a shower, exercise, use of the small library and, if 
requested, in-cell education activities. There was the provision to attend the gym once a week, 
subject to a risk assessment. 

2.304 There had been some long-term residents on the unit and we saw evidence of reintegration 
planning for these prisoners. 

2.305 There had been no recent segregation monitoring and review group (SMARG) meetings held 
to monitor use of the unit. 

Further recommendation 

2.306 Benches should be installed on the exercise yard. 

Housekeeping points 

2.307 There should be regular segregation monitoring and review meetings.  

2.308 Segregation cells should be maintained and cleaned to an acceptable standard. 
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Incentives and earned privileges  

2.309 The incentives and earned privileges scheme should be promoted consistently on all 
wings. (6.41) 
 
Not achieved. The promotion of the IEP scheme was not consistent between wings and, 
although staff and prisoners alike had a reasonable understanding of the scheme, the 
information on the noticeboards on some of the wings was out of date and staff did not all 
actively encourage prisoners to apply for enhanced status where appropriate. 
We repeat the recommendation. 

2.310 There should be meaningful differentials between the different levels of the incentives 
and earned privileges scheme. (6.42) 
 
Partially achieved. There had been some effort to improve the differentials between the levels 
of the IEP scheme, although some which had apparently been recently introduced had in fact 
been part of the scheme at the time of the previous inspection, such as duvet sets. Only 
enhanced prisoners could exchange visits for extra PIN telephone credit and have access to 
family visits (see further recommendations 2.406 and 2.409). The wearing of non-prison 
clothing was so restricted that it did not offer an incentive to those on the enhanced level of the 
scheme (see section on residential units). The facilities list explained what was available at 
each level but was out of date. 

Further recommendation 

2.311 There should be greater privileges for those on the enhanced level of the IEP scheme, to act 
as an incentive to gain this level. 

Housekeeping point 

2.312 The facilities list should be revised to ensure that it is up to date and relevant to the current 
population held at Winchester. 

2.313 There should be improved recording and monitoring of the operation of the incentives 
and earned privileges scheme across all wings, to evidence that the scheme is operated 
fairly and consistently in line with the published policy. (6.43) 
 
Not achieved. The organisation of the scheme was muddled in the main prison and there was 
no consistency between the wings there about how the system was recorded or monitored. On 
two wings, staff were unable to give us information about the scheme because only one senior 
officer was responsible for operating it there and knew how reviews worked. It was unclear how 
managers’ warnings worked for those who had received two warnings, or how review boards 
were convened for those who had received a further warning. Some wings noted the names of 
those issued with IEP warnings on a whiteboard. Review boards for promotion from the 
standard to enhanced level of the scheme were supposed to run monthly but there were 
months for which we found no evidence of boards being held and we saw no evidence of 
annual reviews of status, as required by the IEP policy. 
We repeat the recommendation. 
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Additional information 

2.314 Improvements in the personal officer scheme were not yet reflected in the operation of the IEP 
scheme. Although entries in prisoners’ case notes showed evidence of behaviour improvement 
and engagement with courses and activities, this had not led to personal officers 
recommending prisoners for enhanced status. The scheme was not yet operating as an 
effective behaviour management tool, although there was some evidence of the use of 
demotion to the basic level, which had not been the case at the time of the previous inspection. 

2.315 At the time of the inspection, 83% of the main prison was on the enhanced level of the IEP 
scheme, 17% on standard and only one person was on basic. On the West Hill site, 52% of 
prisoners were on enhanced and 48% were on standard.  

2.316 Pay levels did not depend on prisoners’ IEP level but those on the enhanced level were eligible 
for jobs with the highest rates of pay. All prisoners arriving at the establishment started on the 
standard level, unless there was proof that they had been on enhanced at their previous 
prison, if transferring in. Accommodation was not allocated according to IEP level, although 
any prisoner being reduced to basic was returned to the main prison if they were on the West 
Hill site. 

2.317 Prisoners on the basic level were restricted to one weekday and one weekend period of 
association, and to only one session of gym a week and the statutory minimum entitlement to 
visits. Basic targets were set for prisoners on basic and the one prisoner on basic was clear 
about why he had been demoted, how to appeal against the decision and how he could 
progress. He had been reviewed at seven days but understood that he would remain on basic 
for a minimum of 28 days. Although the policy did not explicitly state it, neither staff members 
nor prisoners believed that people stayed on the basic level of the scheme for less than 28 
days. The history sheets for prisoners on basic had been completed by staff but did not focus 
sufficiently on the behaviour needed to progress. 

2.318 The IEP documentation we reviewed was mostly poor. West Hill files included warnings, 
managers’ warnings and the results of the boards but the contents of the files from the wings 
on the main prison were inconsistent and on A wing we were unable to access any 
documentation. It was unclear how some decisions to upgrade or downgrade prisoners had 
been made and whether prisoners had been involved in any review boards. There was no 
evidence of prisoners receiving a disciplinary award and being placed straight onto a basic 
regime. The policy was clear that demotions and promotions were carried out on the basis of 
patterns of behaviour.  

Housekeeping points 

2.319 Targets for prisoners on the basic level of the IEP scheme should be more specific and 
supported by staff and available interventions. 

2.320 The IEP policy should specify the minimum length of time that prisoners are to spend on the 
basic level. 
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Catering 

2.321 Breakfast should be served on the day it is to be eaten. (7.7) 
 
Not achieved. Prisoners were provided with a pack of cereal, spreads, tea bags and a small 
carton of milk on the evening before consumption. 
We repeat the recommendation. 

2.322 Lunch should be served after noon and the evening meal after 5pm. (7.8) 
 
Not achieved. We saw lunch being served at 11.45am and the evening meal at 4.45pm. We 
were told that serving started at these times to ensure that all prisoners were served in time for 
the roll checks. The catering manager told us that he saw no problem in serving the meals 
later. 
We repeat the recommendation. 

2.323 Prisoners in the Hearn unit should be allowed to eat together. (7.9) 
 
No longer relevant. There was an area in the Hearn unit which had been set up for communal 
eating but we were told that it was not used by prisoners. A consultation had been held and 
prisoners had asked for the room to be converted to a common television room. This was now 
planned but had not yet been implemented. 

2.324 Prisoners in West Hill should have facilities to prepare some light snacks. (7.10) 
 
Not achieved. There were no facilities for prisoners to prepare food on West Hill. We were told 
that there had been some toasters which had broken and not been replaced. 
We repeat the recommendation. 

2.325 Prisoners who have to eat in their cells should be provided with adequate tables and 
chairs. (7.11) 
 
Not achieved. The provision of tables and chairs in cells was not consistent. We saw some 
cells without furniture on A and B wings. Even on the West Hill enhanced unit there were cells 
accommodating two prisoners which contained one table and chair so that they could not both 
sit and eat at the same time. 
We repeat the recommendation. 

Additional information 

2.326 The menu was on a four-week cycle and provided a wide range of food, with all dietary 
requirements catered for. Changes were made in response to surveys conducted every six 
months and feedback from the prisoner council. The food we tasted was of reasonable quality 
and an appropriate temperature. 

2.327 The kitchen was clean and food stored appropriately. The kitchen had been subjected to an 
improvement notice by the local environmental health officer but this had been lifted at an 
inspection in May 2010, which had found that the kitchen met the required standard. 

2.328 There were 23 prisoners from West Hill and Hearn unit employed in the kitchens but they could 
not gain high-level qualifications. A basic key skills training programme had been devised with 
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the education department but there had been implementation problems and only two prisoners 
were working through the programme at the time of the inspection. 

2.329 Most serveries were clean but we saw one which had been left uncleaned after prisoners were 
locked away. The catering manager made regular visits to the wings to inspect serveries and to 
meet prisoners who had written in the servery comments books. 

Further recommendation 

2.330 Prisoners working in the kitchens should be offered the opportunity to gain accredited work 
qualifications.  

Housekeeping point 

2.331 Serveries should be cleaned after every meal before prisoners are locked away. 

Prison shop 

2.332 Fresh fruit and healthy options should be included on the canteen list. (7.16) 
 
Not achieved. It was not possible to provide fresh produce under the existing shop 
arrangements because all orders were packed in HMP Parkhurst and were delivered one week 
later. 
We repeat the recommendation. 

2.333 The range of catalogues available to buy clothes and other items should be expanded to 
reflect prisoners’ needs. (7.17) 
 
Not achieved. Prisoners and staff were confused about the availability of catalogues. On 
some wings there were copies of catalogues but no order forms. The prison shop manager told 
us that prisoners could not currently order from catalogues and that a system was being 
devised to introduce catalogue shopping. 

Further recommendation 

2.334 Prisoners should be able to buy goods from a range of catalogues which provide for their 
diverse needs. 

2.335 Distribution of canteen should not take place at association times. (7.18) 
 
Not achieved. The previous inspection found that evening association had been cancelled to 
allow the distribution of shop goods. Goods were now delivered to the main residential areas 
on Fridays but this still clashed with the afternoon association time for some prisoners. 
We repeat the recommendation. 

Additional information 

2.336 The shop list comprised 378 items, which were reviewed in consultation with prisoners every 
three months. 
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2.337 Newly arrived prisoners were offered a smokers’ pack or a basic grocery pack and there were 
plans to extend the range of packs offered. Prisoners who attended stage two induction could 
order a second pack but they could wait up to 17 days for a full shop order to be delivered to 
them.  

2.338 The shop provider was DHL. Orders were delivered to the prison on a Monday but not 
distributed until the following Friday.  

Further recommendations 

2.339 Prisoners should be able to buy items from the prison shop within 24 hours of arrival. 

2.340 Shop orders should be distributed on the day that they are received at the prison. 

Strategic management of resettlement 

2.341 Terms of reference should be agreed for the reducing reoffending policy committee, 
which should meet regularly to direct the strategic development of resettlement 
services. (8.6) 
 
Not achieved. The reducing reoffending strategy did not include terms of reference for a 
reducing reoffending policy committee. A committee chaired by the resettlement manager had 
been convened in January and April 2010 but had been poorly attended. A date had not been 
set for a further meeting of the committee. 
We repeat the recommendation. 

2.342 A reducing reoffending action plan should be developed that clarifies activity required 
under each pathway each year and identifies someone responsible for each pathway. 
(8.7) 
 
Achieved. The reducing reoffending strategy contained sections addressing each pathway. 
Each section contained objectives and an action plan. Each section had been contributed by 
the lead manager responsible for delivery of the objectives. 

2.343 Prisoner needs analysis from the BETA database should take place regularly and 
should inform the development of resettlement provision. (8.8) 
 
Partially achieved. There was no regular structured analysis of data from the BETA database 
but information from the database had been used to identify some improvements in 
accommodation provision (see paragraph 2.369). 
We repeat the recommendation. 

Offender management and planning 

2.344 The deployment of the offender management model should be reviewed to give the 
probation department a more central role in implementing offender management and 
allow greater integration of offender management, probation and public protection staff. 
(8.25) 
 
Achieved. The OMU was under the management of the seconded senior probation officer. It 
was located in a designated building which accommodated probation staff, offender 
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supervisors, public protection staff, bail information staff, case administrators, legal services 
staff and observation, classification and allocation (OCA) staff.  

2.345 A single shared file should be developed for all prisoners subject to offender 
management. (8.26) 
 
Achieved. There was a single shared offender management file, which contained contributions 
from offender supervisors, offender managers, programme reports and public protection 
records. 

2.346 Key workers should be briefed on the offender management model and understand their 
contribution to the process. (8.27) 
 
Not achieved. Although the senior probation officer was able to demonstrate that there was 
some involvement in sentence planning and information sharing from a range of departments 
in the prison, there had been no direct training of interventions staff in the offender 
management model. Residential staff we spoke to did not have a clear understanding of the 
model or the implications for prisoners of their status in offender management. 
We repeat the recommendation. 

2.347 The lifer booklet should be revised and reissued. Specific reference should be made to 
the management of indeterminate public protection sentences. (8.28) 
 
Achieved. There was a revised version of the lifer booklet, which was distributed to IPP 
prisoners. Versions for staff and families were also distributed, to improve their understanding 
of indeterminate sentences. 

2.348 Life-sentenced prisoners and those subject to indeterminate public protection 
sentences should be assigned lifer officers who have received appropriate training. 
(8.29) 
 
Partially achieved. IPP prisoners were not allocated specialist personal officers. Their 
offender supervisors were probation officers in the OMU who had been trained in work with IPP 
prisoners. 
We repeat the recommendation. 

2.349 More use of release on temporary licence should be made to support prisoners’ 
resettlement. (8.30) 
 
Not achieved. The use of release on temporary licence (ROTL) was limited. While 50% of 
applications had been granted in the previous six months (a large improvement on the 19% 
reported at the time of the previous inspection), only 24 new applications had been granted in 
this period, an average of four a month, and their link to structured resettlement opportunities 
was limited (see also additional information).  
We repeat the recommendation. 

2.350 Prisoners subject to licence recall should receive relevant information on the process 
and possible outcomes shortly after arrival at Winchester. (8.31) 
 
Achieved. In the previous six months, there had been 108 licence recalls and there were 54 
recalled prisoners in the population at the time of the inspection. There was good written 
information for such prisoners, explaining the different types of recall and how to challenge the 
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decision. The recall packs were received within a week of recall in most cases and shared with 
the prisoner by the offender supervisor. 

Additional information 

Sentence planning and offender management 

2.351 The OMU was involved with 142 prisoners in scope of offender management. External offender 
managers and internal offender supervisors had been assigned to all of them. Relationships 
with community-based offender managers were generally good, most being from nearby 
Probation Services, and OASys risk assessments on this group were up to date. 

2.352 Prisoners sentenced to 12 months or longer who were not high risk were out of scope of 
offender management and had an internal offender supervisor assigned to them. There were 
151 of these prisoners, and two Probation Service officers were responsible for undertaking 
risk assessments and producing sentence plans for them. There was a backlog of 85 
assessments and sentence plans for this group at the time of the inspection. The OMU 
manager told us that the officers responsible for this task could only complete six assessments 
each a month and could not keep pace with demand. He said that there were trained staff in 
the prison who could help with the work but that they were not detailed to the task. The 
assessments and sentence plans we examined identified prisoners’ needs and set appropriate 
targets but some assessments of risk of harm were not sufficiently detailed.  

2.353 In our groups, a number of prisoners said that they did not have sentence plans and some had 
taken the initiative and referred themselves for interventions. This had been recognised by the 
manager of the OMU and he agreed that this meant that interventions were not allocated and 
prioritised by the risk assessment process. 

2.354 There was limited use of ROTL. At the time of the inspection, two prisoners were working in the 
nearby hospital, some in the outside gardens. In the six months before the inspection, an 
average of five prisoners a month had been granted temporary release for these purposes. In 
the same period, 16 town visits, six home leaves and four compassionate temporary releases 
had been granted. A category D prisoner had been granted ROTL to travel to open conditions 
and a prisoner due for release was allowed to attend the initial sessions of a programme that 
he was required to complete on licence. The resettlement manager had made contact with 
local employers who were interested in providing community-based training for serving 
prisoners but ROTL was not yet being used for this purpose. 

2.355 Home detention curfew assessments appeared to be well managed but the prison could not 
easily tell how many decisions were made within prisoners’ eligibility dates. In the six months 
before the inspection there had been 91 applications, of which 30 had been granted. 

Further recommendations 

2.356 The backlog of risk assessments and sentence plans should be eradicated. 

2.357 Interventions should be allocated and prioritised following application of the risk assessment 
process. 

2.358 Release on temporary licence should be used to take up placement opportunities offered by 
local employers. 
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Housekeeping point 

2.359 A record should be kept of compliance with home detention curfew eligibility dates and this 
should be analysed regularly to identify any improvements to timeliness which can be 
achieved. 

Categorisation 

2.360 The recategorisation process was up to date. Good written contributions were obtained from all 
relevant departments of the prison and prisoners’ representations were taken into account. 
Feedback on decisions was provided to the wings, to be shared with the prisoner by wing staff. 

2.361 There was a backlog of 60 initial categorisations. The longest delay was over six months and 
had arisen because of difficulties in obtaining criminal record data. 

2.362 OCA transfers were largely up to date but there were difficulties in moving sex offenders to 
establishments where they could undertake relevant interventions. There were 27 waiting for 
transfer at the time of the inspection. The movement of category D prisoners was prompt, 
except for six who had been retained for outside work and one who remained for 
compassionate reasons. 

Further recommendations 

2.363 The backlog in initial categorisations should be eradicated. 

2.364 Prisoners requiring specific interventions should be able to transfer promptly to an 
establishment appropriate to their needs and security category. 

Public protection 

2.365 The public protection department was staffed by three prison staff, managed by a senior officer 
and supported by an administrative officer. Identification of new prisoners subject to public 
protection restrictions was robust. Ongoing review meetings were held monthly and involved all 
relevant departments. At the time of the inspection, there were 134 prisoners identified under 
public protection procedures, of whom 87 were in the highest risk categories. 

Indeterminate-sentenced prisoners 

2.366 There were 10 lifers and 22 IPP prisoners at the prison at the time of the inspection. Plans 
were in place for them within 16 weeks of arrival or sentence and they were usually quickly 
moved on. The longest-standing lifer had been at the prison for 12 months and an IPP prisoner 
had been held for two years awaiting a parole hearing. 

2.367 There were no late parole dossiers. 

2.368 There had been three consultation meetings for IPP prisoners in the six months before the 
inspection, with separate meetings for vulnerable prisoners. 
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Resettlement pathways 

Accommodation 

2.369 An analysis should be undertaken of the reasons for prisoners being released without 
accommodation to go to in order to identify the causes. (8.37) 
 
Achieved. An analysis of prisoners who had left prison without an address had been 
undertaken. One finding had been that a number had been released directly from court, 
without any pre-release preparation. This had led to the development of contacts with 
prisoners before court appearances, to assess their accommodation needs. 

Further recommendation 

2.370 The analysis of reasons for prisoners being released without accommodation should be 
undertaken annually and action taken to address the causes. 

2.371 The regional offender manager should liaise with local housing providers to try to 
ensure appropriate priority for released offenders to reduce the likelihood of their 
reoffending. (8.38) 
 
Not achieved. No action was taken on a regional basis to ensure priority for released 
offenders in the provision of accommodation. The resettlement manager at the prison had 
regular meetings with local authorities and attended Supporting People committees. She found 
it difficult to influence accommodation providers to prioritise released prisoners and had not 
achieved any significant outcomes for them. 
We repeat the recommendation. 

Additional information 

2.372 The resettlement department was managed by a governor with a background in the voluntary 
sector. There were four resettlement officers, who saw all new prisoners and drew up a 
resettlement plan for them. This was passed to their personal officer after initial work had been 
completed. 

2.373 The prison recorded that 90% of discharges left to settled accommodation. Resettlement 
officers provided help with retaining tenancies for short-term and remand prisoners and in 
surrendering tenancies for those serving longer sentences. 

2.374 In the two months before the inspection, there had been 424 induction interviews and 
accommodation had been retained for 87 of them. In the same period, there had been 169 
discharges, of which 152 had gone to a settled address. Of these, the resettlement team had 
found accommodation for 37.  

Education, training and employment 

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

2.375 There were links between Tribal and resettlement, and work was well advanced to improve the 
documentation and avoid duplication. Resettlement workers and Tribal staff provided prisoners 
with good support for education, training and employment throughout their sentence and 
ensured that prisoners were aware of the preparation for release activities on offer. 

2.376 There were innovative links with local authorities and county councils which had resulted in 
offers of placements for prisoners and local employers had offered job opportunities. These 
had been passed to OMU staff for consideration for ROTL but had not yet been utilised (see 
section on sentence planning and offender management). 

2.377 Jobcentre Plus provided two members of staff daily to support prisoners with finding 
employment and further education and training opportunities. Links were developing with the 
European Social Fund-funded Creating Futures provider, which offered in-prison and through-
the-gate support for education, training and employment. 

Finance, benefit and debt 

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

Additional information 

2.378 The induction process identified prisoners who required help with debt, closing down tenancies 
and rent arrears. Prisoners were also assisted in closing down benefits claims and obtaining 
arrears of benefits. 

2.379 Resettlement officers were assisted by Jobcentre Plus staff and Citizen’s Advice staff, who 
attended one afternoon a week to deal with more complex welfare matters, including debt. 

2.380 Three resettlement staff had been trained by Nacro in money management and had run a 12-
week programme. At the time of the inspection, they were liaising with the education 
department to include money management in a readiness-for-work programme. 

2.381 Prisoners could open bank accounts before release. 

Mental and physical health 

2.382 Prisoners due for release should have their health and social care and health promotion 
needs reviewed sufficiently early for these to be addressed and so that staff can make 
contact with the appropriate agencies in the community. (8.47) 
 
Partially achieved. Before their expected date of release, prisoners were offered a meeting 
with wing-based nurses to determine ongoing health and social care needs, including health 
promotion and harm minimisation advice. Prisoners did not always attend when invited. 
Regular discharge clinics were due to start in October, 2010. 

2.383 All prisoners due for release should be given information and assistance to access 
health and social care services in the community. (8.48) 
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Achieved. Wing-based nurses informed prisoners they saw about relevant local health and 
social care services and assisted them to make applications as appropriate. 

2.384 Health and discipline staff should work together on release and resettlement plans for 
prisoners. (8.49) 
 
Not achieved. The prison resettlement group met rarely. OMU informed health services staff 
of prisoners’ planned release dates on an individual basis.  
We repeat the recommendation. 

Additional information 

2.385 Secondary mental health services staff accessed P-Nomis to identify the expected dates of 
release of their patients and used the care programme approach to ensure continuity of care. 
PCT policy was to use the Liverpool end-of-life care pathway, although it had not yet been 
used in practice. Arrangements for general primary health were more haphazard and 
individuals were sometimes released without being seen by health services staff, who were 
unaware that release was imminent. 

Drugs and alcohol 

2.386 The CARAT team should reintroduce and extend the range of group work available. 
(8.58) 
 
Achieved. See recommendation 2.135. 

2.387 The CARAT team should introduce pre-release checklists to ensure pre-release 
information and harm reduction messages are delivered consistently. (8.59) 
 
Achieved. A pre-release checklist was part of the Rehabilitation of Addicted Prisoners trust 
(RAPt) referral form sent to the community drug intervention programme (DIP) teams. 

2.388 The prison should develop a specific alcohol strategy to complement the drug strategy 
and develop a range of appropriate treatment to reflect the need identified in the alcohol 
needs analysis. (8.60) 
 
Achieved. There was a combined drug and alcohol strategy, underpinned by a combined 
needs analysis. Appropriate treatments were available for prisoners with alcohol-related 
problems, although some groups did not have permanent funding. Prisoners with alcohol-
related problems could attend weekly Alcoholics Anonymous meetings and other occasional 
support groups, which were commissioned from external providers and enabled links for post-
release support. Funding gaps made the future of these groups uncertain. Individual smoking 
cessation support was provided, although regular support groups were temporarily unavailable. 
Staff who had been recruited to recommence support groups were waiting for security 
clearance at the time of the inspection.  

2.389 Prisoners subject to voluntary testing should be subject to second-level searching only 
where there is supporting intelligence. (8.61) 
 
Achieved. Prisoners subject to voluntary drug testing (VDT) were not strip-searched unless 
there was intelligence to support it.  
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2.390 The windows in the voluntary drug testing facilities in West Hill should be screened off 
to ensure privacy. (8.62) 
 
No longer relevant. There was no VDT facility at West Hill. Mobile VDT was in use. 

Children and families of offenders  

2.391 The ban on visitors wearing jewellery should be lifted. (3.105) 
 
Partially achieved. We saw that visitors were permitted to wear some jewellery in the visits 
hall. The visiting orders stated that visitors could not wear jewellery, except watches, leading to 
some confusion among the visitors we spoke to. 

Further recommendation 

2.392 Visitors should be permitted to wear jewellery and this should be clarified on the visiting order 
and in information given to visitors.  

2.393 Visits procedures should be carried out efficiently so that visits are not delayed. (3.106) 
 
Not achieved. During the inspection, visits started at 2.15pm, against an advertised time of 
2pm. Visitors and prisoners told us that this was a regular occurrence. The procedures for 
booking-in visitors and then getting them to the visits hall took a long time. 
We repeat the recommendation. 

2.394 Closed visits should be authorised only when there is significant risk justified by 
security intelligence. (3.107) 
 
Achieved. Closed visits were only authorised when risks had been identified after in-depth 
consideration of security intelligence.  

2.395 Children under the age of 10 should not be considered as adults for the purpose of 
visits. (3.108) 
 
Achieved. Adult visitors were considered to be those people over 16 years of age.  

2.396 A visitors’ centre should be provided outside the establishment to provide support and 
information to prisoners’ families. (3.109) 
 
Not achieved. There was no visitors’ centre at the establishment. Visitors were required to 
wait outside or in the waiting area when it opened. Plans had been approved to provide an 
external visitors’ centre. 
We repeat the recommendation. 

2.397 The visits waiting room should open at least one hour before and after visits. (3.110) 
 
Not achieved. The visits waiting room opened half an hour before visits and closed once all 
visitors had entered the visits area. 
We repeat the recommendation. 
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2.398 Access to the visits booking line should be improved and callers should be able to leave 
a message to be called back when no one is available. (3.111) 
 
Achieved. The visits booking line was answered swiftly when we called. Although there was 
no facility for visitors to leave a message, visitors told us that they had no problems in getting 
through to the booking line, which negated the need for this facility. 

2.399 Prisoners and visitors should have access to toilets in the visits room. (3.112) 
 
Not achieved. Prisoners were unable to access the toilets without having their visit terminated. 
Visitors were required to return to the visitors’ waiting area to use the toilets and could then 
return to the visits hall. 
We repeat the recommendation. 

2.400 Prisoners and visitors using the closed visit facility should be able to do so in private. 
(3.113) 
 
Not achieved. The closed visits facility was in full view of visitors in the visits hall. 
We repeat the recommendation. 

2.401 The fixed seating in the visits room should be made more comfortable. (3.114) 
 
Not achieved. The furniture in the visits hall was the same as at the previous inspection and 
was fixed to the floor.  
We repeat the recommendation. 

2.402 Prisoners should be able to play with their children in the play area. (3.115) 
 
Not achieved. Prisoners were not able to join their children in the play area.  
We repeat the recommendation. 

2.403 Resettlement information should be displayed for visitors. (8.71) 
 
Achieved. A wide range of information was available to visitors in the waiting area and the 
visits hall, including information about resettlement. 

2.404 Prisoners on all wings should be able to access accredited programmes aimed at 
improving parenting skills and relationships. (8.72) 
 
Not achieved. Prisoners located on the vulnerable prisoners unit (D wing) could not access 
accredited parenting programmes. 
We repeat the recommendation. 

2.405 Evening visits and regular children and family days should be provided. (8.73) 
 
Partially achieved. Children and family days were provided up to six times a year during 
school holidays for enhanced prisoners only. There were no evening visits.  

Further recommendations 

2.406 All prisoners should be able to access family visits, irrespective of their IEP level. 
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2.407 Evening visits should be provided.  

2.408 Prisoners who do not receive visits should be able to exchange unused visiting orders 
for extra letters or telephone credit and this should be promoted to prisoners. (8.74) 
 
Partially achieved. Prisoners could exchange unused visiting orders for extra letters but not 
for telephone calls. This was not widely promoted to prisoners.  

Further recommendation 

2.409 Prisoners who do not receive visits and those identified as carers should be able to exchange 
unused visiting orders for telephone credit and this should be promoted to prisoners.  

2.410 Prisoners identified as carers should receive additional free letters and telephone credit. 
(8.75) 
 
Partially achieved. Prisoners who were carers could request additional letters but not 
telephone calls (see further recommendation 2.409). 

2.411 A qualified family worker should be employed to help prisoners maintain contact with 
their families. (8.76) 
 
Not achieved. There was no family worker in post. 
We repeat the recommendation. 

2.412 Release on temporary licence should be used to allow suitable prisoners to spend time 
with their families in the months before their release. (8.77) 
 
Not achieved. ROTL was not used extensively to allow prisoners to spend time with their 
families before release (see section on sentence planning and offender management). 
We repeat the recommendation. 

2.413 Visitors should be able to share their concerns with a named advertised individual. 
(8.78) 
 
Achieved. Information given to visitors named two individuals whom they could contact to 
share any concerns they might have but it was out of date. 

Housekeeping point 

2.414 Contact information for visitors with concerns should be kept up to date.  

Additional information 

2.415 The visits hall was large and bright, with a children’s play area and tea bar. The play area was 
not always open, as volunteers were not always available to staff it.  

2.416 Vulnerable and general prisoners had their visits together, with identified seating used for the 
former. All prisoners were required to wear coloured bibs during visits. The atmosphere was 
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relaxed and staff remained at a discreet distance. Visitors and prisoners said that they were 
treated well by staff in the visits hall and during entry procedures.  

2.417 The resettlement manager had recently been appointed as the lead for the children and 
families resettlement pathway and also had responsibility for other pathways. 

2.418 Provision under this pathway was good, with Family Man courses running twice a year. 
Hampshire County Council provided the You and Your Child course bi-monthly and the library 
operated the Storybook Dads scheme.  

2.419 A new joint venture between Hampshire (Southampton and Portsmouth) Councils and Sure 
Start provided a meet and greet service for visitors on Tuesdays and Saturdays in the visitors’ 
waiting area, offering visitors advice and support on a range of subjects. Family intervention 
workers, provided by Hampshire County Council, offered support to prisoners’ families in the 
community. They mediated between prisoners and their families in difficult situations and 
provided support to the families on the prisoner’s release.  

2.420 Family visits were provided by PE staff in the gym. These were well received and the PE and 
other staff had recently received some training from KIDS VIP with a view to improving the 
service.  

Attitudes, thinking and behaviour 

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

Additional information 

2.421 The prison did not provide any accredited programmes, apart from those which addressed 
substance misuse. The need for accredited interventions had been identified and there was 
evidence that prisoners were transferred out to have unmet needs addressed at prisons which 
delivered the relevant interventions/courses.  

2.422 The chaplaincy had run a restorative justice programme for a small number of prisoners and 
there had been a programme for armed forces veterans, putting them in contact with the 
Soldiers, Sailors and Air Force Association (SSAFA) and their home regiment. 

. 
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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.  

Recommendation        To NOMS 

3.1 Prisoners requiring specific interventions should be able to transfer promptly to an 
establishment appropriate to their needs and security category. (2.364) 

Recommendations        To the governor 

Courts, escorts and transfers 

3.2 Prisoners should be given advance information about what to expect at Winchester. (2.12) 

First days in custody: reception  

3.3 Reception and induction officers should introduce themselves to prisoners and address them 
by their title and surname. (2.15) 

3.4 The redesign and refurbishment of reception should be completed. (2.17) 

3.5 New arrivals should be given a minimum of two sets of clothing and two towels. (2.20) 

3.6 Prisoners should not be handcuffed between escort vehicles and the reception area unless 
there are security concerns to warrant this. (2.29) 

3.7 Prisoners should spend as short a time as possible in reception. (2.30) 

First days in custody: first night and induction 

3.8 The role of the reception orderlies should be extended beyond cleaning duties, to provide 
support to new arrivals. (2.24) 

3.9 All prisoners should receive a second stage induction the day after their arrival irrespective of 
their location. (2.25) 

3.10 Written information for prisoners should be provided in a range of languages and interpreting 
services should be used when a prisoner has a poor understanding of English. (2.36) 

3.11 The accommodation on A wing should be cleaned, refurbished and suitably furnished. (2.37) 

3.12 The regime for prisoners on A wing should be improved and made at least equitable with those 
of B, C and D wings. (2.38) 
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Residential units: accommodation and facilities 

3.13 Cells should be refurbished and decorated as part of a rolling programme. (2.41) 

3.14 Single cells should not be used for two prisoners. (2.42) 

3.15 All prisoners should have a lockable cupboard. (2.43) 

3.16 All toilets in cells should be fully screened and have toilet seats and lids. (2.45) 

3.17 Prisoners should have daily opportunities to use telephones to make social and official calls. 
(2.53) 

3.18 There should be one telephone for every 20 prisoners. (2.55) 

3.19 Prisoners should be allowed to have curtains. (2.65) 

3.20 Cell call bells should be answered within five minutes. (2.66) 

3.21 Prisoners should not be charged for adding PIN telephone numbers to their list. (2.67) 

Residential units: clothing and possessions 

3.22 The requirement to have three sets of clothes should be relaxed to enable more prisoners to 
wear their own clothes. (2.48) 

3.23 Wing laundries should be provided. (2.50) 

3.24 All prisoners in West Hill should be allowed to wear their own clothes. (2.52) 

Residential units: hygiene 

3.25 All showers should be maintained in working order and refurbished as necessary. (2.51) 

Personal officers  

3.26 Personal officers should introduce themselves to prisoners, get to know their personal 
circumstances and record contact in wing files to build up an accurate chronological account of 
a man’s time at Winchester and any significant events affecting him. (2.3) 

3.27 Personal officers should receive specific training and guidance on their role and what is 
expected of them. (2.73) 

3.28 The personal officer scheme should specify the responsibilities of staff on all wings, including 
with regard to sentence management staff should be guided and supported in carrying these 
out. (2.79) 
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Bullying and violence reduction 

3.29 Anti-bullying procedures should be improved to ensure that all staff are fully aware of the 
strategy, all potential bullying incidents are investigated and wing staff fully monitor suspected 
bullies. (2.4) 

3.30 Attendance at the safer custody committee should be improved and should include 
representatives from key areas of prisoner safety. (2.81) 

3.31 The safer custody committee should analyse all indicators of violence and bullying to inform 
policy and strategy. (2.82) 

3.32 Interventions to challenge bullying and support victims of bullying should be developed. (2.83) 

3.33 Wing-based safer custody liaison officers should be established and given profiled time for the 
task. (2.86) 

Vulnerable prisoners 

3.34 Vulnerable prisoners should not be identified by their cell cards. (2.88) 

3.35 Abusive behaviour from C wing prisoners during vulnerable prisoner exercise should be 
challenged. (2.91) 

Self-harm and suicide 

3.36 There should be increased awareness of the need to support prisoners who have been 
recalled or have indeterminate sentences for public protection. (2.92) 

3.37 Actions plans developed following death in custody investigations should be periodically 
reviewed by the safer custody committee. (2.93) 

3.38 Residential managers should support Listeners at weekly Samaritan meetings. The use of D 
wing Listeners should be equitable with that of all Listeners. (2.99) 

3.39 Calls to the Samaritans from landing telephones should be free of charge. (2.101) 

3.40 At least one first aid trained member of staff should be detailed to work each night. (2.103) 

3.41 The care suites should be refurbished and made suitable for their role. (2.107) 

Applications and complaints 

3.42 Information about contacting the Prisons and Probation Ombudsman and external bodies 
should be reinforced through additional wing notices. (2.109) 

Legal rights 

3.43 Staff should be made aware of the available legal services so that they know where to refer 
prisoners. (2.114) 
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3.44 Wing staff should pass applications to the legal services officer quickly. (2.116) 

3.45 A well-ventilated and more spacious legal visits area that allows sufficient privacy should be 
provided. (2.117) 

Faith and religious activity 

3.46 Suitable facilities should be created to cater for Muslim prisoners’ worship, including washing 
amenities. (2.122) 

3.47 All prisoners should have safe access to corporate worship or faith meetings. (2.124) 

3.48 All prisoners should have weekly access to corporate worship or faith meetings and weekly 
private access to chaplains of their faith. (2.130) 

3.49 There should be dedicated toilet and washing arrangements for the existing areas of worship. 
(2.131) 

3.50 Links with wider faith communities outside the prison should be established and maintained. 
(2.132) 

Substance use 

3.51 The detoxification landing should be segregated to reduce and restrict potential contamination 
of those subject to support. (2.134) 

3.52 The prison should create a voluntary testing wing to offer appropriate post-detoxification 
support. (2.136) 

3.53 All staff on A wing should be trained in drug awareness and treatment awareness to help 
facilitate their role in supporting men withdrawing from drugs. (2.137) 

Diversity 

3.54 There should be appropriate services and support for older prisoners and those with 
disabilities. (2.146) 

Diversity: race equality 

3.55 Black and minority ethnic prisoners’ forums should be established to allow prisoners and staff 
to investigate and discuss the different experiences and perceptions of black and minority 
ethnic prisoners. (2.147) 

3.56 The race equality action team meetings should include representatives from the outside 
community. (2.148) 

3.57 The range of areas examined through ethnic monitoring should be increased to include access 
to accommodation and activities. A review should be carried out to indentify any other key 
areas that are not currently monitored. (2.152) 
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3.58 Independent scrutiny of racist incident report forms should take place regularly and frequently. 
(2.158) 

3.59 Staff should be made aware of the hate crime log and should consult it each time that 
prisoners are moved to new cells. (2.159) 

Diversity: foreign nationals 

3.60 All foreign national prisoners should be given a free monthly telephone call, irrespective of 
whether or not they receive visits. (2.166) 

3.61 The foreign nationals coordinator and clerk should be fully trained for their roles. (2.168) 

Diversity: disability and older prisoners 

3.62 All prisoners who identify that they have a disability should have their needs assessed and a 
care plan drawn up. (2.173) 

3.63 Prisoners who are retired due to ill health or their age should be unlocked during the core day. 
(2.179) 

3.64 Retired prisoners’ pay should be increased to bring it in line with that of employed prisoners. 
(2.180) 

3.65 A formal carer system for older and prisoners and those with disabilities should be developed 
and implemented. (2.181) 

Health services: general 

3.66 The toilet in the vulnerable prisoners’ waiting room should be removed. (2.218) 

3.67 Rooms suitable for therapeutic usage should be made available on the wings. (2.219) 

Health services: clinical governance 

3.68 Uniformed staff in the health centre should not be detailed to cover staff shortages in other 
parts of the prison to the detriment of prisoners attending appointments. (2.211) 

Health services: primary care 

3.69 The waiting time to see the optician should be reduced. (2.203) 

Health services: dentistry 

3.70 Plans should be developed for compliance with the requirements of HTM-105 
(decontamination in primary care dental practices). (2.231) 
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Health services: inpatient care 

3.71 The beds in health care should not form part of the prison’s certified normal accommodation 
and admission should be only because of clinical need. (2.185) 

3.72 Ligature points should be removed from the bathroom. (2.187) 

3.73 Therapeutic and rehabilitative day care interventions should be provided for inpatients and 
people on the wings who require it. (2.213) 

Health services: secondary care 

3.74 Prisoners should have access to NHS consultation, care and treatment without undue security 
restrictions. (2.233) 

Health services: mental health 

3.75 All prison staff should receive training in identifying mental illness and working with people with 
mental health problems. (2.214) 

Learning and skills and work activities: leadership and management 

3.76 A designated manager should be appointed to ensure activity places are used to their 
maximum capacity, with allocations reviewed and monitored regularly to enable fair access for 
all prisoner groups. (2.238) 

3.77 Self-assessment and action planning for continuous improvement should be fully implemented 
to ensure that improvements in the quality of education and training provision are made and 
sustained. (2.241) 

3.78 Attendance in education and training classes should be improved. (2.242) 

Learning and skills and work activities: work 

3.79 Sufficient work, education and training should be available to allow prisoners more time out of 
cell and to take part in activities that will help them on release. (2.8) 

3.80 The kitchen should employ prisoners who remain long enough to gain vocational qualifications. 
(2.239) 

3.81 Better quality and more work opportunities should be provided for vulnerable prisoners to 
contribute towards their resettlement needs. (2.246) 

Learning and skills and work activities: vocational training 

3.82 Opportunities for accredited vocational training linked to resettlement needs should be 
increased. (2.248) 
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Learning and skills and work activities: education 

3.83 Education and activity provision within the main prison should reflect the needs of short-term 
and vulnerable prisoners. (2.237) 

3.84 Appropriate English for speakers of other languages (ESOL) qualifications should be offered. 
(2.253) 

Learning and skills and work activities: library 

3.85 Access to library facilities on West Hill site should be increased. (2.257) 

Physical education and health promotion  

3.86 The outdoor facility in West Hill should be refurbished as soon as possible. (2.259) 

3.87 Staffing levels in the gym should be increased to the required level to meet the needs of the 
population and to offer some accredited courses. (2.260) 

Time out of cell 

3.88 Regime monitoring should accurately reflect time unlocked. (2.264) 

3.89 Prisoners should be provided with suitable outdoor clothing for exercise when the weather is 
less good. (2.265) 

3.90 Prisoners in West Hill should be allowed to exercise in the grounds. (2.266) 

3.91 Cancellations of association should be recorded and their effect shared fairly between wings. 
(2.271) 

3.92 All prisoners should have an evening association session during the week. (2.272) 

3.93 Prisoners should be able to access both association and exercise daily. (2.273) 

Discipline: disciplinary procedures 

3.94 There should be regular adjudication standardisation and monitoring meetings. (2.297) 

Discipline: the use of force 

3.95 There should be regular use of force committee meetings, with an appropriate membership. 
(2.288) 

3.96 There should be a central record maintained of use of the special accommodation. (2.289) 

3.97 The video camera should be used for planned use of force and a log kept of its use. (2.291) 
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3.98 Fortnightly reviews in the CSU should have predictable times and days to enable a 
multidisciplinary attendance. (2.293) 

3.99 The CSU should have a larger group of selected staff to ensure it always has authorised staff 
on duty. (2.294) 

3.100 The special accommodation should not be used to hold prisoners pending adjudications. 
(2.301) 

Discipline: care and separation unit 

3.101 Benches should be installed on the exercise yard. (2.306) 

Incentives and earned privileges  

3.102 The incentives and earned privileges scheme should be promoted consistently on all wings. 
(2.309) 

3.103 There should be greater privileges for those on the enhanced level of the IEP scheme, to act 
as an incentive to gain this level. (2.311) 

3.104 There should be improved recording and monitoring of the operation of the incentives and 
earned privileges scheme across all wings, to evidence that the scheme is operated fairly and 
consistently in line with the published policy. (2.313) 

Catering 

3.105 Breakfast should be served on the day it is to be eaten. (2.321) 

3.106 Lunch should be served after noon and the evening meal after 5pm. (2.322) 

3.107 Prisoners in West Hill should have facilities to prepare some light snacks. (2.324) 

3.108 Prisoners who have to eat in their cells should be provided with adequate tables and chairs. 
(2.325) 

3.109 Prisoners working in the kitchens should be offered the opportunity to gain accredited work 
qualifications. (2.330) 

Prison shop 

3.110 Fresh fruit and healthy options should be included on the canteen list. (2.332) 

3.111 Prisoners should be able to buy goods from a range of catalogues which provide for their 
diverse needs. (2.334) 

3.112 Distribution of canteen should not take place at association times. (2.335) 

3.113 Prisoners should be able to buy items from the prison shop within 24 hours of arrival. (2.339) 

3.114 Shop orders should be distributed on the day that they are received at the prison. (2.340) 
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Strategic management of resettlement 

3.115 The resettlement strategy should be based on an analysis of needs of the population to ensure 
that the services match what is required in the prison and are integrated within the prison and 
linked to community provision. (2.9) 

3.116 All prisoners should have a custody or sentence plan to ensure that their individual 
resettlement needs are identified and met. (2.10) 

3.117 Terms of reference should be agreed for the reducing reoffending policy committee, which 
should meet regularly to direct the strategic development of resettlement services. (2.341) 

3.118 Prisoner needs analysis from the BETA database should take place regularly and should 
inform the development of resettlement provision. (2.343) 

Offender management and planning: sentence planning and offender 
management 

3.119 Key workers should be briefed on the offender management model and understand their 
contribution to the process. (2.346) 

3.120 Life-sentenced prisoners and those subject to indeterminate public protection sentences 
should be assigned lifer officers who have received appropriate training. (2.348) 

3.121 More use of release on temporary licence should be made to support prisoners’ resettlement. 
(2.349) 

3.122 The backlog of risk assessments and sentence plans should be eradicated. (2.356) 

3.123 Interventions should be allocated and prioritised following application of the risk assessment 
process. (2.357) 

3.124 Release on temporary licence should be used to take up placement opportunities offered by 
local employers. (2.358) 

Offender management and planning: categorisation 

3.125 The backlog in initial categorisations should be eradicated. (2.363) 

Resettlement pathways: accommodation 

3.126 The analysis of reasons for prisoners being released without accommodation should be 
undertaken annually and action taken to address the causes. (2.370) 

3.127 The regional offender manager should liaise with local housing providers to try to ensure 
appropriate priority for released offenders to reduce the likelihood of their reoffending. (2.371) 
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Resettlement pathways: mental and physical health 

3.128 Health and discipline staff should work together on release and resettlement plans for 
prisoners. (2.384) 

Resettlement pathways: children and families of offenders  

3.129 Visitors should be permitted to wear jewellery and this should be clarified on the visiting order 
and in information given to visitors. (2.392) 

3.130 Visits procedures should be carried out efficiently so that visits are not delayed. (2.393) 

3.131 A visitors’ centre should be provided outside the establishment to provide support and 
information to prisoners’ families. (2.396) 

3.132 The visits waiting room should open at least one hour before and after visits. (2.397) 

3.133 Prisoners and visitors should have access to toilets in the visits room. (2.399) 

3.134 Prisoners and visitors using the closed visit facility should be able to do so in private. (2.400) 

3.135 The fixed seating in the visits room should be made more comfortable. (2.401) 

3.136 Prisoners should be able to play with their children in the play area. (2.402) 

3.137 Prisoners on all wings should be able to access accredited programmes aimed at improving 
parenting skills and relationships. (2.404) 

3.138 All prisoners should be able to access family visits, irrespective of their IEP level. (2.406) 

3.139 Evening visits should be provided. (2.407) 

3.140 Prisoners who do not receive visits and those identified as carers should be able to exchange 
unused visiting orders for telephone credit and this should be promoted to prisoners. (2.409) 

3.141 A qualified family worker should be employed to help prisoners maintain contact with their 
families. (2.411) 

3.142 Release on temporary licence should be used to allow suitable prisoners to spend time with 
their families in the months before their release. (2.412) 

 

Housekeeping points 

First days in custody: reception  

3.143 The closed-circuit television screens should be relocated to a position where continuous 
monitoring is possible. (2.19) 
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First days in custody: first night and induction 

3.144 Prisoners should be able to make applications to the staff who see them during stage two 
induction. (2.39) 

3.145 The induction wing should be used to house only prisoners on induction and those who work 
on the wing. (2.40) 

Residential units: accommodation and facilities 

3.146 Faulty telephones should be reported immediately and remedial work undertaken within 48 
hours. (2.56) 

3.147 Toilets should be descaled and maintained to a reasonable standard. (2.68) 

Staff–prisoner relationships 

3.148 Council meetings should include discussion of action points and outcomes from previous 
meetings and these should be recorded in the minutes. (2.72) 

Personal officers 

3.149 Management checks should target for rechecking those files where entries are missed or of 
poor quality. (2.76)  

3.150 Personal officers should record issues concerning the personal circumstances of the prisoners 
in their care and support contact with their families and friends. (2.80) 

Self-harm and suicide 

3.151 Samaritans freephone information should be corrected and displayed on all wing telephones. 
(2.102) 

Legal rights 

3.152 The legal services officer and the foreign nationals coordinator should agree their respective 
roles with regard to legal services for foreign national prisoners. (2.120) 

Diversity 

3.153 The diversity policy should be updated and show how the strategy for religion, gender and 
sexual orientation will be implemented. (2.7) 

Health services: general 

3.154 The health care waiting area should contain diversionary reading and health promotion 
literature and displays. Bench seating in the waiting area should be replaced with more 
appropriate seating. (2.189) 
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3.155 The appearance of the health centre should be softened to reflect a therapeutic environment 
suitable for prisoners with serious mental illnesses. (2.220) 

Learning and skills and work activities: library 

3.156 An introduction into the library facilities should be included in the prisoner induction. (2.258) 

Physical education and health promotion 

3.157 Applications and access to PE should be closely monitored to ensure equality of access for 
prisoners. (2.262) 

Health services: clinical governance 

3.158 Old clinical records should be removed and stored appropriately by the Prison Service. (2.225) 

Discipline: care and separation unit 

3.159 There should be regular segregation monitoring and review meetings. (2.307) 

3.160 Segregation cells should be maintained and cleaned to an acceptable standard. (2.308) 

Incentives and earned privileges  

3.161 The facilities list should be revised to ensure that it is up to date and relevant to the current 
population held at Winchester. (2.312) 

3.162 Targets for prisoners on the basic level of the IEP scheme should be more specific and 
supported by staff and available interventions. (2.319) 

3.163 The IEP policy should specify the minimum length of time that prisoners are to spend on the 
basic level. (2.320) 

Catering 

3.164 Serveries should be cleaned after every meal before prisoners are locked away. (2.331) 

Offender management and planning: sentence planning and offender 

management 

3.165 A record should be kept of compliance with home detention curfew eligibility dates and this 
should be analysed regularly to identify any improvements to timeliness which can be 
achieved. (2.359) 

Resettlement pathways: children and families of offenders  

3.166 Contact information for visitors with concerns should be kept up to date. (2.414) 
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Example of good practice 

Faith and religious activity 

3.167 Eid cards had been distributed to everyone, to try to make the celebration of Ramadan more 
inclusive. (2.133) 
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Appendix I: Inspection team 
 
Sara Snell  Team leader 
Paul Rowlands  Inspector 
Andrew Rooke  Inspector 
Karen Dillon  Inspector 
Paul Tarbuck  Health services inspector 
Bob Cowdrey  Ofsted inspector 
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Appendix II: Prison population profile 
Please note: the following figures were supplied by the establishment and any errors are the 
establishment’s own.  

 
Status 18–20-year-olds 21 and over % 

Sentenced  385 54.61 
Recall  7 0.99 
Convicted unsentenced  125 17.73 
Remand  177 25.11 
Civil prisoners  1 0.14 
Detainees   7 0.99 
Other  3 0.43 
Total  705 100 

 
Sentence 18–20-year-olds 21 and over % 

Unsentenced  282 40.00 
Less than 6 months  67 9.50 
6 months to less than 12 
months 

 52 
7.38 

12 months to less than 2 years  75 10.64 
2 years to less than 3 years  58 8.23 
3 years to less than 4 years  43 6.10 
4 years to less than 10 years  83 11.77 
10 years and over (not life)  15 2.13 
ISPP/Life  30 4.26 
    
Total  705 100 

 
Age Number of prisoners % 

Minimum age; 21  - 
21 years to 29 years 287 40.71 
30 years to 39 years 224 31.77 
40 years to 49 years 130 18.44 
50 years to 59 years 45 6.38 
60 years to 69 years 15 2.13 
70 plus years 4 0.57 
Under 21 0  
maximum age; 80 - - 
Total 705 100 

 
Nationality 18–20-year-olds 21 and over % 

British  630 89.36 
Foreign nationals  72 10.21 
Not stated  3 0.43 
Total  705 100 

 
Security category 18–20-year olds 21 and over % 

Cat A Exceptional  0 0 
Cat A High Risk  0 0 
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Cat A Provisional  0 0 
Cat A Standard  0 0 
Cat B  32 4.54 
Cat C  317 44.96 
Cat D  17 2.41 
Female Closed  0 0.00 
Female Open  0 0.00 
Female Semi  0 0.00 
Other  0 0.00 
Uncategorised sentenced  0 0.00 
Uncategorised Sentenced male  1 0.14 
Uncategorised unsentenced  0 0.00 
Unclassified  328 46.52 
Unsentenced  10 1.42 
YOI Closed  0 0 
YOI Open  0 0 
Total  705 100 

 
Religion 18–20-year-olds 21 and over % 

Baptist  1 0.14 
Buddhist  7 0.99 
Church of England  231 32.77 
Hindu  6 0.85 
Jewish  0 0.00 
Muslim  38 5.39 
No religion  234 33.19 
Not Stated  10 1.42 
Other  8 1.13 
Other Christian denominations  61 8.65 
Roman Catholic  106 15.04 
Sikh  3 0.43 
Total  705 100 

 
Ethnicity 18–20-year-olds 21 and over % 

Asian or Asian British - - - 
Bangladeshi  1 0.14 
Indian  7 0.99 
Other  10 1.42 
Pakistani  3 0.43 
Total  21 2.98 
Black or black British  - - 
     African    13 1.84 
     Caribbean  29 4.11 
     Other black  10 1.42 
Total  52 7.38 
Chinese or other ethnic group - - - 
Any other ethnic group  2 0.28 
     Chinese  1 0.14 
Total  3 0.43 
Mixed - - - 
     Asian  5 0.71 
     Caribbean  5 0.71 



HMP Winchester  91

     Other mixed  5 0.71 
Total  15 2.13 
Not stated   3 0.43 
Total  3 0.43 
White    
     British  560 79.43 
     Irish  0  
     Other white  51 7.23 
Total  611 86.67 
Total  705 100 

 
Sentenced prisoners only  

Length of stay 18–20-year-olds 21 and over 

 Number % Number % 
1 month to 3 months   130 28.26 
1 year to 2 years   41 8.91 
2 years to 4 years   0 0.00 
3 months to 6 months   95 20.65 
4 years or more   0 0.00 
6 months to 1 year   85 18.48 
Less than 1 month   109 23.70 
Total   460 100 

 
Unsentenced prisoners only  

Length of stay 18–20-year-olds 21 and over 

 Number % Number % 
1 month to 3 months   70 28.57 
1 year to 2 years   6 2.45 
2 years to 4 years   0 0.00 
3 months to 6 months   50 20.41 
4 years or more   0 0.00 
6 months to 1 year   13 5.31 
Less than 1 month   106 43.27 
Total   245 100 

 
Main offence 18–20-year-olds 21 and over % 

Violence against the person  127 18.01 
Sexual offences  27 3.83 
Burglary  79 11.21 
Robbery  40 5.67 
Theft and handling  67 9.50 
Fraud and forgery  1 0.14 
Drugs offences  55 7.80 
Other offences  84 11.91 
Civil offences  1 0.14 
Offence not recorded/holding 
warrant  224 31.77 
Total  705 100 

 


