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Introduction 

HMP Bedford is a small, elderly, town-centre local prison serving the courts of Bedfordshire 
and Hertfordshire. Like all such local prisons, it has to manage a transient population of often 
needy prisoners in a limited and crowded environment. Despite these challenges, our last 
inspection applauded much of what we found. Commendably, this unannounced follow-up 
inspection found that there had been progress on many of our recommendations, although still 
not enough was being done to effectively resettle the many short-term prisoners.   
 
Bedford continued to be a generally safe prison, despite the many challenges posed by its 
population. There was still scope to improve aspects of the management of early days in 
custody but work on preventing self-harm had improved and violence reduction work was 
generally sound. Detoxification arrangements had improved.   
 
The prison had made considerable efforts to ensure that the sometimes dilapidated 
environment was kept clean and in a decent state of repair. Staff-prisoner relationships 
remained good, supported by improved consultation arrangements. There was a need to 
further develop the prison’s approach to diversity, particularly for those with disabilities, though 
support for foreign nationals had developed well. Faith provision had improved. The health 
care environment remained poor but services were satisfactory.  
 
The prison’s cramped and elderly accommodation restricted the quantity and quality of 
purposeful activities, and time out of cell had decreased with the reduction in the amount of 
evening association. Nevertheless, a little more accredited vocational training was now 
available, some aspects of education had improved and there was better access to the library. 
 
There had been insufficient progress on work to assess and respond to the resettlement needs 
of short-term and remand prisoners, who constituted the majority of the population. Offender 
management and public protection procedures were sound. Work along the resettlement 
pathways varied, with some reasonable support to improve employability on release and to 
address health and substance abuse issues, but support to meet accommodation needs was 
limited. 
 
Bedford faces all the typical challenges of a crowded and largely Victorian local prison, 
including limited accommodation, a rapid turnover of prisoners and a vast array of risks and 
needs to manage. To the prison’s credit, it continues to rise to most of these challenges, 
providing a generally safe and respectful environment but with scope to develop further, 
particularly in the resettlement of short-term prisoners. 

 

 

 
Nick Hardwick       July 2011 
HM Chief Inspector of Prisons 
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Fact page  

Task of the establishment  
HMP Bedford is a category B local male prison/young offenders institution which serves the 
Hertfordshire and Bedfordshire courts. 
 
Prison status  
Public sector 
 
Region  
East of England  
 
Number held 
455 
 
Certified normal accommodation  
322 
 
Operational capacity 
506 
 
Date of last full inspection 
2–6 March 2009 
 
Brief history 
HMP Bedford has been located in the town centre since 1801. It was enlarged in 1849 and a new gate 
lodge, house block and health care centre were added in the early 1990s. 
 
Short description of residential units 
A, B and C wings Gallery-style Victorian landing radial, three storeys 
D wing Modern houseblock design on three storeys 
E wing Unique houseblock, two storeys and enhanced wing 
F wing Victorian two-storey, gallery landings and vulnerable prisoners wing 
Health care centre Single landing on second floor of new purpose-built building 
B1 separation and support unit Single landing 
C1 first night centre Single landing 
 
 
Escort contractor 
G4S 
 
Health service commissioner and provider 
Commissioner: Bedfordshire NHS PCT 
Provider: Bedfordshire PCT 
Mental health provider: South Essex Partnership University NHS Foundation Trust (SEPT) 
 
Learning and skills providers 
Milton Keynes College (Learning and skills) 
Tribal (Careers Information and Advice Service)  
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Section 1: Summary  

Introduction  

1.1 The purpose of this inspection was to follow up the recommendations made in our last full 
inspection of 2009 and assess the progress achieved. All full inspection reports include a 
summary of outcomes for prisoners 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. 

1.2 Follow-up inspections are proportionate to risk. Short follow-up inspections are conducted 
where the previous full inspection and our intelligence systems suggest that there are 
comparatively fewer concerns. Sufficient inspector time is allocated to enable inspection of 
progress. Inspectors draw up a brief healthy prison summary setting out the progress of the 
establishment in the areas inspected and giving an overall assessment against the following 
definitions:   
 
Making insufficient progress 
Overall progress against our recommendations has been slow or negligible and/or there is little 
evidence of improvements in outcomes for prisoners. 
  
Making sufficient progress 

1.3 Overall there is evidence that efforts have been made to respond to our recommendations in a 
way that is having a discernible positive impact on outcomes for prisoners. 

Safety  

1.4 At our inspection in 2009 we found that outcomes for prisoners against this healthy prison test 
were reasonably good. We made 40 recommendations in this area, of which 21 had been 
achieved, three partially achieved and 16 had not been achieved. We have made two further 
recommendations. 

1.5 Since the previous inspection, HMP Bedford’s catchment area had changed and its intake now 
came mainly from the local area. This meant that the recommendation concerning long 
journeys did not apply to most prisoners but the few to whom it applied were given comfort 
breaks and refreshments.  

1.6 Improvements in reception that had been recommended following the previous inspection had 
not yet been achieved and it remained inadequate. First night staff were not involved in the 
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support and care of newly arrived prisoners. There had been improvements in the 
management of induction but not all new prisoners received the same level of service. 

1.7 There had been good progress with recommendations concerning self-harm and suicide. 
However, there were still no facilities for constant observation of prisoners on the main 
residential wings. 

1.8 Violence reduction and anti-bullying arrangements remained generally satisfactory. Security 
procedures were generally sound but the categorisation of prisoners as escape risks when 
they were found with a mobile telephone continued to be disproportionate. 

1.9 Although there had been a considerable improvement in the governance of adjudications, 
prisoners were still not set individualised behaviour targets in segregation reviews. Records 
were brief and did not include information about work with individuals. 

1.10 The implementation of an integrated drug treatment service (IDTS) had been successfully 
managed and general improvements recommended had been achieved to provide a good 
quality of service. 

1.11 On the basis of this short follow-up inspection, we considered that the establishment was 
making sufficient progress against our recommendations. 

Respect 

1.12 At our inspection in 2009 we found that outcomes for prisoners against this healthy prison test 
were reasonably good. We made 81 recommendations in this area, of which 44 had been 
achieved, seven partially achieved and 29 had not been achieved. One recommendation was 
no longer applicable. 

1.13 Improvements had been made in the cleanliness and hygiene of residential areas but there 
were continuing problems with shower rooms, despite the efforts of the prison to improve 
them. Lockable cupboards had been provided but many had been damaged.  

1.14 Prisoner consultation and peer mentoring had been developed, providing prisoners with a 
valuable service. The personal officer scheme remained limited to providing practical support. 

1.15 The management of diversity required further attention. Access to facilities for prisoners with 
disabilities had not improved and care planning for them was limited to health care. 
Consultation with black and minority ethnic prisoners no longer took place but outcomes for 
this group were monitored effectively by the equality action team meeting. Monitoring for other 
strands of diversity had not been developed. A recently introduced project for gay and bisexual 
prisoners had not been successful but care for a transgender prisoner had been developed in 
consultation with her. 

1.16 There had been considerable progress with services for foreign national prisoners with the 
appointment of a dedicated liaison officer, weekly meetings with the UK Border Agency, 
prisoner representatives and consultation. 

1.17 The management of complaints had improved but staff had not been formally trained in dealing 
with complaints and the facility to contact the Independent Monitoring Board was not 
publicised. The provision of legal services remained limited and there was no local bail 
information strategy. 
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1.18 Faith provision was good and additional facilities for Muslim prisoners had been installed. 
Vulnerable prisoners had been integrated into corporate worship but, while measures to 
ensure their safety had been introduced, some were too afraid to attend. 

1.19 The incentives and earned privileges scheme was still not equitable across the prison and 
prisoners on the basic level were not always given clear targets for behaviour improvement.  

1.20 Limited dining in association had been introduced but breakfast packs continued to be issued 
on the day before consumption.  

1.21 While views about the shop were canvassed through general consultation groups, there was 
no specific consultation with minority groups and there were no specialist catalogues. 

1.22 There had been improvements in health care but delays in making repairs meant that the 
fabric of some consulting rooms did not meet required clinical standards. The health care 
centre was still being used as residential accommodation. Pharmacy services had improved 
and mental health provision was very good. 

1.23 On the basis of this short follow-up inspection, we considered that the establishment was 
making sufficient progress against our recommendations. 

Purposeful activity 

1.24 At our inspection in 2009 we found that outcomes for prisoners against this healthy prison test 
were reasonably good. We made 20 recommendations in this area, of which 13 had been 
achieved, four partially achieved and one had not been achieved. One recommendation was 
no longer applicable. 

1.25 The amount of evening association had decreased. The provision of exercise for vulnerable 
prisoners had improved. 

1.26 Our main recommendation that there should be more accredited vocational training had been 
achieved, although it was still limited. Recommendations relating to the quality of education 
had been achieved and use of the library had improved. While a recommendation that 
provision of education and training for vulnerable prisoners should be improved had not been 
achieved, we were satisfied that the plans to provide vocational training were progressing. 

1.27 Worthwhile PE qualifications were available for prisoners working in the department. While 
there was no direct promotion of PE in induction, it was publicised around the prison and 
health champions encouraged prisoners to participate in physical activity. 

1.28 On the basis of this short follow-up inspection, we considered that the establishment was 
making sufficient progress against our recommendations. 

Resettlement 

1.29 At our inspection in 2009 we found that outcomes for prisoners against this healthy prison test 
were reasonably good. We made 29 recommendations in this area, of which 15 had been 
achieved and 13 had not been achieved. One recommendation was no longer applicable. 
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1.30 The prison had undertaken a comprehensive reducing reoffending needs analysis, which was 
updated regularly to inform the development of services, but there was no analysis of the 
resettlement exit survey. 

1.31 With the exception of vulnerable prisoners, resettlement staff met prisoners soon after their 
arrival at the prison.  

1.32 Our main recommendation for assessing and planning for the resettlement needs of short-term 
and remand prisoners had not been achieved and this remained inadequate, affecting around 
70% of the prison population. We were not provided with any evidence of planning for short-
term sentenced or remand prisoners. The introduction of layered offender management was 
expected to resolve the issue and would require adequate resourcing.  

1.33 Sentence planning was not sufficiently linked to activity allocation. Home detention curfew and 
public protection processes were robust. The emphasis in offender management was on 
moving prisoners to appropriate training establishments but there were delays in moving some 
recalled life-sentenced prisoners.   

1.34 Accommodation services were under-resourced and this limited the range of prisoners to 
whom they were offered. The pre-discharge board did not include a review of sentence 
planning targets. 

1.35 Links had been developed with local employers to provide employability advice.  

1.36 Resettlement services for those with substance use problems were effective, through links with 
drug intervention programme teams and good facilities in the prison. 

1.37 Some measures to improve visits had been taken but recommendations to improve the visits 
environment had not been achieved. 

1.38 On the basis of this short follow-up inspection, we considered that the establishment was 
making insufficient progress against our recommendations. 
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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 Properly trained staff should ensure that there is proper support and assessment of 
prisoners on their first night and that immediate needs are met. (HP52) 
 
Achieved. Staff in reception and on the first night centre who supported and assessed 
prisoners on their first night received mentoring and training on the job for their roles. Some 
had completed formal reception staff training or were scheduled to do this training (see also 
paragraph 2.24). 

2.2 Residential detoxification and stabilisation support should be provided for substance 
users, and staff and prisoner awareness raised about these services. (HP53) 
 
Achieved. There was an integrated drug treatment service (IDTS) wing offering detoxification 
and stabilisation support to substance users. Staff training and awareness raising occurred 
and was ongoing. The availability of substance use services and drug awareness literature 
was widely advertised to prisoners. 

2.3 The needs of the large number of foreign national prisoners should be addressed and 
the negative perceptions of this group engaged with. (HP54) 
 
Partially achieved. Some significant progress had been achieved by the foreign nationals 
coordinator, who had ensured that prisoners had reliable access to the UK Border Agency 
(UKBA) and had appointed foreign national representative prisoners, who provided useful day-
to-day support (see also paragraph 2.82). A telephone interpreting service was available but 
not used extensively and, although some staff and prisoners were available to interpret, this 
facility was not organised or publicised systematically. Not all notices or printed materials 
provided to prisoners were available in languages understood by all foreign national prisoners. 
We repeat the recommendation. 

2.4 A custody plan should be introduced for remand, unsentenced and short-term 
prisoners not subject to offender assessment system (OASys) assessments. (HP55) 
 
Not achieved. Although the induction process included elements of assessment of new 
prisoners and also engaged external agencies, offender management unit (OMU) staff told us 
that custody planning for short-term sentenced and remand prisoners was not operating. We 
saw no evidence of exit plans or initial remand prisoner plans. We were told that the 
introduction of the local remand and short sentence planning document had been suspended, 
pending the implementation of the P-Nomis basic custody screening tool (under layered 
offender management), which at the time of the inspection had yet to be introduced.  
We repeat the recommendation. 

2.5 The personal officer scheme should be re-focused to ensure consistent support 
through sentence. (HP56) 
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Not achieved. The personal officer scheme remained limited to day-to-day support, rather 
than having a motivational function or a focus on achieving sentence plan objectives. Many 
prisoners we spoke to were not aware of who their personal officer was, and others knew the 
name but had not met him or her. Most wing staff saw it as part of their job to support all 
prisoners in practical issues. The attention given to the role of the personal officer in supporting 
change was less well defined. Fortnightly personal officer checks were not always recorded in 
the central log. Personal officer involvement in sentence planning and reviews remained 
limited. 
We repeat the recommendation. 

2.6 Senior management attention should be given to the diversity strategy to ensure that 
the needs of all minority groups are understood and met. (HP57) 
 
Achieved. A single equality scheme policy had been developed and published in April 2010. It 
described provision across all the diversity strands and how the prison would meet its legal 
obligations under equality legislation. However, it did not acknowledge Travellers as a distinct 
diversity group. A senior manager had overall responsibility for diversity and an equality action 
team, chaired by the governor, met monthly. The membership of the team included 
representatives from all relevant prison departments and attendance at the meetings was 
reasonable. 

2.7 There should be more accredited vocational training. (HP58) 
 
Achieved. The amount of accredited vocational training had been extended and included 
National Vocational Qualifications (NVQs) at level 1 in painting and decorating and in 
bricklaying. A food hygiene qualification was available for all prisoners working in the kitchen 
and on the serveries but some had started work before achieving the qualification. There were 
accredited information, advice and guidance (IAG) programmes for prisoners at level 2. Two 
new courses at levels 1 and 2 supported prisoners in managing personal finance and debt. A 
‘job ready’ course, funded by National Offender Management Service (NOMS), provided 
prisoners with employability skills and continued support on release. 

2.8 An up-to-date and comprehensive needs analysis should be undertaken to drive the 
strategy for the resettlement pathways. (HP59) 
 
Achieved. An in-depth needs assessment had been carried out shortly after the previous 
inspection. This had been reviewed regularly and used to influence the reducing reoffending 
action plan. It was divided up into the separate strands of the strategy and discussed at 
appropriate meetings. 

Recommendations 

Courts, escorts and transfers 

2.9 Prisoners should be given comfort breaks at least every two and a half hours on 
journeys to and from the establishment. (1.8) 
 
Achieved. Prisoners and escorting staff confirmed that comfort breaks and refreshments had 
been given at regular times during longer journeys, although the number of prisoners 
undertaking such journeys had reduced considerably since the previous inspection.  
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2.10 Reception should remain open to receive prisoners during lunchtime. (1.9) 
 
Achieved. Reception remained open during lunchtime and prisoners were received and 
processed during this time.  

2.11 Prison managers should seek to make the best use of video link facilities for court 
appearances. (1.10)  
 
Achieved. The use of video link facilities had increased considerably since the previous 
inspection and plans were well under way to add a second video link court facility.  

2.12 Prisoners should be given 24 hours’ notice of planned transfers, to enable them to 
make a telephone call to their family or next of kin, subject to well evidenced security 
considerations. (1.11) 
 
Achieved. Most prisoners were given up to 48 hours’ notice of planned transfers.  

First days in custody 

2.13 Both holding areas in reception should be made larger. (1.26) 
 
Not achieved. The holding areas were the same size as at the previous inspection. The small 
holding area for vulnerable prisoners contained only broken seating, which was inadequate for 
the prisoners held in there.  
We repeat the recommendation.  

2.14 All prisoners should be provided with books, magazines and induction information in 
different languages, and at the appropriate reading level, to keep them occupied while 
in reception. (1.27) 
 
Partially achieved. Although a limited stock of newspapers and books was available in 
reception, there were none in the holding areas and prisoners were required to ask for them. 
We were told that printed information had been introduced on specially constructed shelves 
but these were quickly vandalised.  
We repeat the recommendation. 

2.15 Prisoners providing personal information to reception staff should be able to do so in 
private. (1.28) 
 
Not achieved. Staff interviewed two prisoners at a time at an open desk in the main reception 
area, which was busy, crowded and noisy, despite separate interview rooms being available.  
We repeat the recommendation. 

2.16 First night staff should carry out first night assessments. (1.29) 
 
Not achieved. First night assessments were carried out by reception staff. First night staff had 
limited contact with newly arrived prisoners on their first night.  
We repeat the recommendation. 

2.17 All prisoners should be able to keep their own clothing in possession. (1.30) 
 
Achieved. Prisoners were permitted to keep their own clothing in possession.  
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2.18 All newly received prisoners should be able to make a telephone call to family or friends 
before being locked up for their first night. (1.31) 
 
Not achieved. Newly arrived prisoners were not given the opportunity to make a telephone 
call on their first night. Staff made calls on their behalf but some prisoners waited up to five 
days for their PIN telephone accounts to be fully activated so that they could make telephone 
calls in person. 
We repeat the recommendation. 

2.19 Prisoners should spend as short a time as possible in reception before being moved to 
their first night location. (1.32) 
 
Achieved. Staff were detailed to escort prisoners to their first night location soon after they 
had been processed.  

2.20 Cell C 2-12 should not be used for first night prisoners in its present form. Ownership of 
the cell should be established and it should be refurbished and a protocol devised for 
its use. (1.33) 
 
Achieved. This cell was no longer used for prisoners on their first night, and ownership of the 
cell came under C wing managers. A protocol had been developed for its use and it was under 
refurbishment at the time of the inspection.  

2.21 Prisoners should be able to associate on C1 on their first night. (1.34) 
 
Not achieved. Prisoners on their first night were still given the choice of associating on C wing 
or being locked in their cells. This was inappropriate, particularly for those in prison for the first 
time. 
We repeat the recommendation. 

2.22 The C1 landing should be staffed during the night. (1.35) 
 
Not achieved. There was no dedicated member of staff on the C1 landing at night. Staff on B 
and C wings carried out observations on this landing during the night. 
We repeat the recommendation. 

2.23 Night staff should be able to identify where all new arrivals are located. (1.36) 
 
Achieved. A full list of all new arrivals was kept on P-Nomis, which was accessible by all staff.  

2.24 First night staff should receive appropriate training for their role, including assessment, 
care in custody and teamwork (ACCT) foundation training. (1.37) 
 
Achieved. Staff went through a selection process to work on the unit and received mentoring 
and on-the-job support and training for the role. There was a rolling programme of ACCT 
training (see also paragraph 2.1).  

2.25 The induction programme should be expanded and developed to make it more effective. 
It should cover key aspects of prisoners’ time in custody and inform resettlement 
planning. (1.38) 
 
Partially achieved. The induction programme had been expanded to include a resettlement 
needs assessment and a presentation by prisoner peer supporters, who reiterated information 
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previously given by staff, but all other aspects remained as at the time of the previous 
inspection. The PowerPoint presentation by staff was too detailed and uninspiring. 
We repeat the recommendation. 

2.26 A more effective way of recording prisoners’ individual access to induction services 
should be developed and implemented. (1.39) 
 
Achieved. A database had been developed to keep track of all prisoners’ access to induction 
services. It was kept up to date by an administration officer.  

2.27 All prisoners should receive an equitable induction programme, irrespective of location. 
(1.40) 
 
Not achieved. Prisoners who were not located on the C1 landing on their first night did not all 
receive a full induction programme with access to staff from support organisations such as 
Citizens Advice and Jobcentre Plus.  
We repeat the recommendation. 

2.28 Prisoners should receive at least unemployment pay immediately upon their arrival at 
the establishment. (1.41) 
 
Achieved. All new prisoners were given unemployment pay. 

Residential units 

2.29 Lockable cupboards or privacy keys should be fitted so that prisoners can store 
personal items securely. (2.19) 
 
Achieved. Privacy keys were not provided. While lockable cupboards had been provided by 
the health care department, many we saw were broken. 

Further recommendation 

2.30 All prisoners should have lockable cupboards for the secure storage of personal items.  

2.31 The drainage system should be upgraded. (2.20) 
 
Achieved. A major refurbishment project provided new drainage and a sewage system for the 
worst affected parts of the prison. We saw no evidence of continued problems, and most 
prisoners we spoke to did not report the backing-up of waste as a problem. 

2.32 The electronic cell call bell system should be checked regularly by managers and action 
taken when response times are slow. (2.21) 
 
Achieved. The electronic system for monitoring cell call bells indicated that most were 
answered promptly. The safer custody manager regularly checked the promptness of 
responses and reported issues to the senior management team. 

2.33 A system of date-stamping mail should be devised to facilitate tracking when 
complaints are made. (2.25) 
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Achieved. A system had been introduced for date-stamping mail as it arrived in the mailroom.  

2.34 All prisoners should have access to sufficient, clean prison-issue clothing and bedding. 
(2.22). 
 
Not achieved. A shortage of good-quality prison-issue clothing and bedding continued. Some 
prisoners we spoke to had poor-quality or ill-fitting clothing and said that they had an 
insufficient number of items. Some prisoners had only one set of clothing and had to hand-
wash items. Blankets, sheets and prison-issue clothing were sent to another establishment for 
laundering and took a week to be returned, and there was a shortage of replacement items. A 
recent prisoner consultation meeting had identified the need for appropriate clothing and 
bedding to be issued on arrival at the prison. However, it was not clear what action had been 
taken. 
We repeat the recommendation. 

2.35 Deep cleaning and de-scaling of all the toilets should be undertaken. (2.23) 
 
Achieved. The descaling of toilets had started, using an approved product.   

2.36 The ventilation for bathing areas should be improved and ceilings redecorated. (2.24) 
 
Not achieved. Despite repainting, some shower cubicles were of poor quality. In some, the 
ventilation system was broken, resulting in newly applied paint peeling quickly and mould 
returning. The showers on B wing were of particularly poor quality and prisoners said that the 
water was always cold. This had been noted at a recent prisoner focus group and the works 
department contacted to repair them. 
We repeat the recommendation. 

Staff–prisoner relationships 

2.37 Prisoner focus groups should be run regularly, not just in response to incidents. (2.32) 
 
Achieved. There were a number of prisoner focus groups (for example, wing representative, 
diversity and facilities meetings), which provided regular feedback on important aspects of 
prisoners’ lives.  

2.38 Peer support opportunities should be widened to include resettlement support and the 
wider diversity arena. (2.33) 
 
Achieved. The number of peer support opportunities had increased. These now included IAG, 
health care champions and foreign national representatives. 

Personal officers  

2.39 Prisoners should keep their designated personal officer wherever they move on the 
same wing. (2.40) 
 
Not achieved. Personal officers continued to be allocated by cell number and therefore 
changed if the prisoner moved cell or landing. While this model did not necessarily have a 
negative impact on the handling of practical day-to-day issues, it adversely affected the service 
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the prisoner received in relation to motivating and engaging them in the process of change or 
discussing more personal offending-related issues (see also recommendation 2.5).   

2.40 Wing history file entries should reflect the individual prisoner's circumstances and 
contain sufficient information for an uninformed reader to understand context. (2.41)  
 
Not achieved. The policy had been changed and personal officers now had to make a good-
quality entry once a fortnight instead of once a week. Entries were not always made fortnightly 
and, when they were, they tended to comprise a single line summarising the prisoner’s current 
work situation and general behaviour. There was nothing to suggest that the personal officer 
had undertaken a structured interview with the prisoner at regular intervals to review his 
sentence plan objectives or identify progress against barriers to change. 
We repeat the recommendation. 

2.41 Regular managerial assessments of the quality of personal officer entries should be 
made. (2.42)  
 
Not achieved. Management checks took place but did not include an assessment of quality. 
There was a lack of clarity about what should be included in these entries and why. 
We repeat the recommendation. 

2.42 Personal officers should be involved in custody planning, particularly for short-term 
and remand prisoners. (2.43) 
 
Not achieved. The lack of structured custody planning for short-term and remand prisoners 
was a significant ongoing gap. Even when a prisoner had a formal sentence planning board 
under the offender management model, the personal officer was not directly involved. In 
addition, the written contribution made by wing staff tended to be limited. 
We repeat the recommendation. 

Bullying and violence reduction 

2.43 Managers should investigate the reasons behind foreign national prisoners’ poorer 
perceptions of safety. (3.11) 
 
Achieved. A bimonthly focus group was held with foreign national prisoners and included a 
standing agenda item to address issues around feelings of safety. The one main issue that had 
been identified was the length of time taken to answer cell call bells, and this had been fully 
addressed.  

2.44 Staff should be given training in anti-bullying and violence reduction. (3.12) 
 
Not achieved. There was no formal training course to address anti-bullying and violence 
reduction. Information was given to staff in booklet form and new staff received some guidance 
from the safer custody manager. No refresher training was given. 
We repeat the recommendation. 

2.45 Safer custody staff should provide input into the induction programme. (3.13) 
 
Not achieved. Safer custody staff made no personal input into the induction programme. The 
safer custody information in the induction PowerPoint presentation had not been updated since 
January 2010. 
We repeat the recommendation. 
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2.46 Consultation with prisoners should be undertaken in such a form as to identify prisoner 
perceptions among specific groups of prisoners. (3.14) 
 
Achieved. The exit survey had been expanded to include demographics, which enabled 
analysis and identification of issues for particular groups of prisoners.  

2.47 Vulnerable prisoners should not be identifiable as such during visits, and should have 
visits of the same length as the rest of the population. (3.15) 
 
Partially achieved. Arrangements for domestic visits had improved for vulnerable prisoners, 
and in our groups these prisoners said that they now felt safe in that area. However, they 
stated that they no longer felt safe in the legal visits area, as they received verbal abuse from 
other prisoners. We also observed that the legal visits booths were not sufficiently sound-
proofed, and conversations between legal advisers and prisoners could be overheard. In 
addition, the holding rooms for general prisoners were left unlocked and prisoners were seen 
to wander around the area unchallenged by staff, close to rooms where vulnerable prisoners 
were waiting for visits to take place.   

Further recommendation 

2.48 The legal visits area should be supervised, to ensure that vulnerable prisoners are kept 
separate from other prisoners. Legal visits booths should provide sufficient privacy. 

Self-harm and suicide 

2.49 Prisoners in the separation and support unit should be able to access the Listener 
service when a risk assessment allows. (3.25) 
 
Achieved. An algorithm had been developed that assessed the individual risk posed by 
prisoners in the separation and support unit, and this was used to determine whether they 
could access the Listener service.  

2.50 Listeners should be available to prisoners in reception and during the induction 
programme. (3.26) 
 
Achieved. Listeners had worked in reception and during the induction programme for a trial 
period but feedback from them and other prisoners suggested that this had not added much to 
the process. They had been replaced by a peer support worker, who referred prisoners to 
Listeners if they required additional support. Staff called Listeners to reception or induction if a 
prisoner requested to see one.  

2.51 Prisoners who are identified as being at increased risk of self-harm and needing more 
frequent observations should not be routinely located in the healthcare centre. (3.27) 
 
Not achieved. Prisoners requiring constant observations were always located in the health 
care unit, as this was the only location with a gated cell (see also recommendation 2.55).  
We repeat the recommendation. 

2.52 Death in custody action plans and the safer custody continuous improvement plan 
should be monitored for ongoing compliance. (3.28) 
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Achieved. Death in custody action plans were incorporated into the continuous improvement 
plan. Minutes of safer custody meetings and the action plan showed that these were monitored 
regularly for ongoing compliance.  

2.53 Staff should be reminded of the need to identify trigger points in assessment, care in 
custody and teamwork (ACCT) documents and the need for unpredictable observations. 
(3.29) 
 
Achieved. A weekly bulletin, which contained a section on safer custody, regularly reminded 
staff about the need to identify trigger points and for unpredictable observations. The safer 
custody coordinator also checked all ACCT documents, and any issues were highlighted and 
raised with individual staff when required.  

2.54 Care maps should include realistic goals for prisoners. (3.30) 
 
Achieved. The safer custody coordinator ensured that staff were made aware of any 
shortcomings in ACCT documents, including care maps. The documents we examined showed 
that the goals in care maps were realistic and checked for completion.  

2.55 The gated cell in the healthcare department should be relocated to another residential 
unit. (3.31) 
 
Not achieved. The gated cell remained in the health care department.  
We repeat the recommendation. 

Applications and complaints 

2.56 Complaints should not be dealt with by the subject of the complaint. (3.84) 
 
Achieved. Complaints about individual members of staff were dealt with by the line manager 
of the person concerned.  

2.57 Staff should receive training in dealing with complaints, and this should address the 
quality of responses and monitoring of quality. (3.85) 
 
Partially achieved. There was no formal training directed at dealing with complaints. A quality 
check of 10% of complaints was carried out and when issues around quality were identified, 
the individual members of staff were contacted and given advice.  

2.58 Complaints should be dealt with in a way that does not identify the complainant. (3.86) 
 
Achieved. Complaints were collected by the complaints clerk. The process of bringing parties 
together to deal with complaints had ceased and complainants’ details were kept confidential.  

2.59 Prisoners should be able to make complaints and receive a response in their own 
language. (3.87) 
 
Not achieved. Complaints forms were not available in languages other than English. 
We repeat the recommendation. 

2.60 Information about the Independent Monitoring Board should be widely available on all 
wings. (3.88) 
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Not achieved. Information about the Independent Monitoring Board was not widely available 
on the residential wings. 
We repeat the recommendation. 

Legal rights 

2.61 Legally trained staff should be specifically detailed to provide legal assistance to 
prisoners and a job description for their role developed. (3.96) 
 
Not achieved. Two prison officers provided limited legal rights services but their time was not 
ring-fenced, and because of cross-deployment they had little time to dedicate to it. We did not 
see a job description and the officers were not aware of one. National training had ended 
several years previously and replacement provision had not been developed. 
We repeat the recommendation. 

2.62 A bail information strategy should be developed, linked to the appointment of a 
specialist bail information officer. (3.97) 
 
Not achieved. Funding for a seconded probation officer to provide bail information services in 
prisons had been withdrawn by NOMS. Four staff in the OMU provided limited support but their 
work did not have a high profile and was not well advertised. There was no local operating 
instruction specifying the support and advice that the prison would provide to those needing 
help. 
We repeat the recommendation. 

Faith and religious activity 

2.63 There should be cover for all recognised faith groups represented in the prison 
population. (5.47) 
 
Partially achieved. A range of sessional chaplains supported the coordinating chaplain. A 
Mormon chaplain was in post and a Buddhist chaplain was waiting for induction before starting 
work. However, there was still no provision from the Salvation Army.  

2.64 Managers should allow vulnerable prisoners access to the multi-faith area on the basis 
of individual risk assessment. (5.48) 
 
Achieved. Those located on the vulnerable prisoners wing could access the multi-faith area 
for corporate worship and activities. Some steps had been taken to ensure their safety but 
prisoners in our groups suggested that some were too afraid to attend. 

Further recommendation 

2.65 Vulnerable prisoners’ poor perception of safety at corporate worship should be explored and 
steps taken to reassure them. 

2.66 Prisoners should have free access to corporate worship, without having to apply in 
advance, unless specifically restricted on security grounds. (5.49) 
 
Partially achieved. Prisoners were no longer automatically removed from the corporate 
worship attendance list if they failed to attend once. However, they still had to apply in 
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advance. 
We repeat the recommendation. 

2.67 Facilities should be improved so that Muslim prisoners can renew their ablutions in the 
multi-faith area. (5.50)  
 
Achieved. Washing facilities had been added to the multi-faith room. 
 
The Sycamore Tree programme should be reinstated. (5.51) 

2.68 No longer relevant. Funding for the Sycamore Tree (victim awareness) programme was no 
longer available nationally.  

Substance use 

2.69 The mandatory drug testing facilities should be refurbished or relocated to create an 
adequate testing and waiting environment. (3.107) 
 
Achieved. The mandatory drug testing facility had been moved, as part of the plan to 
accommodate the IDTS, to a temporary base in the health centre, which included drug testing 
and waiting areas. This facility was functional but compared unfavourably with the previous 
provision. An area had been designated for the new mandatory drug testing facility but there 
was no identified start date for building works to begin.   

2.70 Target testing should be managed more effectively to ensure that tests are undertaken 
within the required timeframe. (3.108) 
 
Achieved. Target testing was managed effectively. Fewer than one in a hundred target tests 
were not undertaken in time.  

2.71 The establishment should deliver integrated drug treatment system (IDTS) awareness 
training to staff as soon as possible, to ensure that they are all aware of the role and 
extent of the new system. (3.109) 
 
Achieved. IDTS awareness training had been delivered to substance use, health services and 
uniformed staff during the introduction of the service. 

Diversity 

2.72 The disability policy should be renewed and a disability equality scheme established in 
consultation with prisoners with disabilities. (3.43) 
 
Partially achieved. A local policy document concerning prisoners with disabilities had been 
reviewed in November 2009. This document defined disability, the prison’s legal obligations 
and possible reasonable adjustments. There was no evidence that it had been developed in 
consultation with prisoners and it did not describe specific measures which would be 
introduced at Bedford. 
We repeat the recommendation. 

2.73 A senior manager with responsibility for diversity should be nominated and his or her 
role publicised. (3.44) 
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Partially achieved. A residential governor had been given responsibility for diversity shortly 
before the inspection but his name and photograph were not included in diversity team notices 
around the prison. He felt that his understanding of, and involvement in, the role would be 
developed further over the coming months.  

2.74 Liaison officers for the different areas in diversity should be appointed to support the 
diversity manager. (3.45) 
 
Achieved. The diversity team was led by a senior officer and he was supported by two full-
time staff covering race equality, disability, older prisoners and foreign nationals. 

Race equality 

2.75 Managers should investigate the reasons for black and minority ethnic prisoners’ 
generally poorer perceptions. (3.60) 
 
Not achieved. Although we were told that the former diversity manager had provided a report 
into the reasons for black and minority ethnic prisoners’ poorer perceptions following the 
previous inspection, a copy could not be found and there was no evidence of action initiated as 
a result. 
We repeat the recommendation. 

2.76 The monthly meeting of black and minority ethnic prisoners should be firmly 
established by inclusion in the establishment’s business plan. (3.61) 
 
Not achieved. Meetings with black and minority ethnic prisoners had been discontinued. The 
diversity manager felt that their issues were covered sufficiently in consultation meetings held 
on the wings and in meetings with foreign national prisoners. 
We repeat the recommendation. 

2.77 Senior managers signing off racist incident report forms should always include 
comments, recording any flaws found and documenting how the resulting issues are 
followed up. (3.62) 
 
Not achieved. Comments by managers signing off racist incident report forms were extremely 
limited and did not provided guidance on the quality of responses or any flaws. A sample of 
reports was monitored by a representative from area office, who provided comments on the 
quality of investigations and responses. An external agency which had been commissioned to 
monitor the quality of responses had not visited the prison in the previous 12 months because 
of staff sickness. 
We repeat the recommendation. 

2.78 Any imbalances appearing in the monitoring of race equality should be analysed, and 
the findings reported openly to staff and prisoners. (3.63) 
 
Achieved. Data collected through Systematic Monitoring and Analysing of Race Equality 
Template (SMART) monitoring which showed the relative representation of black and minority 
ethnic prisoners in important aspects of the regime was circulated to departmental heads. 
They provided explanations of any anomalies to the monthly equality action team meetings, 
where it was decided whether further action was required and who would be responsible for it. 

2.79 The decor and visual displays in prisoner areas should reflect the cultural diversity of 
the prisoner population. (3.64) 
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Partially achieved. There were no permanent displays reflecting the diversity of the prison 
population. The only time such displays were evident was during celebration of religious 
festivals and on important cultural dates. Every month, the race equality officer identified an 
event to be publicised. 
We repeat the recommendation. 

Foreign nationals 

2.80 The prison should ensure that UK Border Agency staff able to give advice on 
immigration and deportation matters meet foreign national prisoners each month. (3.71) 
 
Achieved. The prison was a ‘spoke’ establishment, linked to a nearby prison with a permanent 
UKBA staff presence. UKBA officers visited Bedford every Thursday and saw all newly 
received foreign national prisoners and any who had applied or whom they needed to 
interview. 

2.81 There should be regular meetings, at least monthly, of foreign national prisoners. Areas 
of concern should be fed back to senior managers and acted on. (3.72) 
 
Achieved. Monthly meetings of foreign national prisoners had been established but they had 
been changed to bimonthly in response to prisoner feedback. Minutes of the meetings showed 
that representatives from safer custody, the health care department and the diversity team 
were present. Foreign national prisoners were invited to every meeting but some meetings 
were attended only by prisoner representatives. Issues arising were taken forward by the 
diversity or foreign nationals team and were reported to the equality action team. 

2.82 Foreign national prisoner representatives should be appointed and their names 
publicised to prisoners. (3.73) 
 
Achieved. At the time of the inspection, there were just two foreign national prisoner 
representatives in post, four having recently left the prison. Applications had been received 
from prisoners to fill the vacant posts in response to an advertisement. With the high turnover 
of prisoners, it had not been possible to keep representatives’ names on notices up to date, so 
they had been provided with distinctive blue T-shirts to make them identifiable. 
Representatives told us that they had received a briefing on the role from the foreign nationals 
coordinator and that they were proactive in approaching foreign national prisoners to ensure 
that their needs were met. 

2.83 There should be a designated foreign nationals’ coordinator in a management role. 
(3.74) 
 
Achieved. A full-time foreign nationals coordinator, who was an executive officer, had been in 
post for approximately 16 months. In spite of her not being in a management role, she had 
been effective in establishing the foundations of a comprehensive service for foreign national 
prisoners and was supported in her work by the diversity manager.  

2.84 Staff should receive training covering the diversity of experience among different 
foreign nationals, and ways to support them. (3.75) 
 
Not achieved. There was no training for staff in the characteristics or specific needs of foreign 
national prisoners. 
We repeat the recommendation. 
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Prisoners with disabilities and older prisoners 

2.85 The system laid out in the diversity strategy for care planning for older prisoners and 
those with disabilities should be implemented and all relevant staff, including personal 
officers, should engage in delivering support plans. (3.46) 
 
Not achieved. There was no care planning on residential units which assessed and addressed 
the practical needs of older prisoners and those with disabilities. The consequence was that 
residential staff were not fully aware of the needs of such prisoners and there were no reliable 
measures to meet them. Prisoners with disabilities in the health care department had a 
medical care plan.  
We repeat the recommendation.  

2.86 Forums for older prisoners and those with disabilities should be started and 
consultation at these used to inform services and provision. (3.47) 
 
Achieved. Consultation meetings with older prisoners and those with disabilities were held 
monthly, attended by diversity and health services representatives. The meetings for prisoners 
with disabilities were poorly attended but those for older prisoners were more popular. Records 
of the meetings showed that issues raised were taken forward with the appropriate 
departments. Examples included requests for improved access to the gym and comments 
about the food. 

2.87 Physical adaptations to the environment should be made to ensure equality of access 
to residential areas, including showers, activity and corporate worship. (3.48) 
 
Not achieved. Prisoners with mobility problems could not access the showers on residential 
units because they were located above ground level. Similarly, access to the chaplaincy, 
library and education department required negotiation of staircases and there had been no 
provision of lifts or other aids. Prisoners with severe mobility problems were located in the 
health care department, so they had access to suitable showers. Funding had been secured 
for conversion of cells to wheelchair-accessible accommodation but this had not been 
completed at the time of the inspection. 
We repeat the recommendation. 

2.88 A scheme for peer supporters for those requiring additional care should be introduced. 
(3.49) 
 
Partially achieved. There was no formal scheme of peer supporters for prisoners requiring 
additional care. We saw evidence that diversity representatives and the diversity orderly 
provided informal support and, in the absence of care plans, paid peer supporters had been 
assigned to meet the specific needs of less able prisoners. 

2.89 Formal monitoring and analysis of the experience of older prisoners and those with 
disabilities should be introduced and action taken where trends are apparent. (3.50) 
 
Not achieved. Although consultative groups were held with older prisoners and those with 
disabilities, their representation in important aspects of the regime was not formally monitored 
through the SMART process or an equivalent. 
We repeat the recommendation. 
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Gender and sexual orientation 

2.90 Provision for gay, bisexual and transgender prisoners should be developed. 
 
Partially achieved. A project known as Real Voices, which was a discussion and consultation 
group for bisexual and gay prisoners, had been started. It could be accessed through a 
confidential application by prisoners, to avoid stigmatisation. We were told that the project was 
publicised by notices around the prison but no applications had been received. When we 
visited residential units, we did not find any publicity material for the project on display and 
none of the prisoners or staff we spoke to were aware of it. The prison held a transgender 
prisoner at the time of the inspection and her needs were being carefully considered in 
consultation with her. For her own safety, she was located in the health care unit but had 
access to aspects of the regime such as gym, library and exercise. A specific compact 
outlining facilities, regime and behaviour had been developed in consultation with her. 
We repeat the recommendation. 

Health services 

General 

2.91 Areas used for administering clinical treatments and medications should be clean, tidy, 
adequately equipped and fit for purpose. (4.47) 
 
Partially achieved. There were regular infection control audits and inspections of the patient 
environment. Many of the health care facilities had been refurbished. Some areas – for 
example, the nurses’ room in reception – had undergone some unnecessary work, which was 
unsatisfactory and failed to meet required clinical standards. Some rooms did not have privacy 
screens fitted. There were action plans and snagging lists which identified the issues to be 
addressed. Work to address these issues had been requested several months before the 
inspection but health services staff had not been told when the work was due to start. 
We repeat the recommendation.  

Clinical governance 

2.92 Healthcare information should be available in a variety of languages, and notices 
should indicate the language help that is available. (4.48) 
 
Not achieved. Health care information was not available in a variety of languages and there 
were no notices advertising the availability of information in languages other than English. A 
telephone interpreting service was available. The health centre manager had drafted a revised 
health introduction leaflet and was working with new NHS East of England Guidelines on 
Translation before developing information in other languages. 
We repeat the recommendation. 

2.93 Nurses should not undertake administrative duties that prevent them from carrying out 
clinical work. (4.49)  
 
Achieved. Registered nurses did not undertake unnecessary administrative duties.  

2.94 All staff should have access to clinical supervision. (4.50)  
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Achieved. All staff had access to monthly peer group supervision which was provided by a 
third party. The receipt of clinical supervision was recorded. 

2.95 All health services professionals should be appropriately trained and registered. (4.51) 
 
Achieved. The professional credentials of clinical staff were checked by the primary care trust 
(PCT) human resources department, and the health care manager was notified when a 
clinician’s registration was close to lapsing. Clinical staff were appropriately qualified and 
trained for their roles. 

2.96 Health services staff should attend the prisoners forum and offer prisoners the 
opportunity for a separate health forum. (4.52) 
 
Achieved. Health service staff attended the prisoners forum by invitation. There were regular 
prisoner health care engagement groups in primary care and in IDTS. 

2.97 Information regarding all healthcare complaints should be routinely reported to the 
primary care trust. (4.53) 
 
Achieved. All complaints were reported to the PCT and aggregated data were tabled at the 
prison health care governance forum. 

2.98 Prisoners should be given expeditious treatment for blood-borne viruses, in line with 
that in the local community. (4.54) 
 
Achieved. Treatment for blood-borne viruses, commensurate with that in the community, was 
available to prisoners. 

2.99 Barrier protection should be freely available to prisoners. (4.55) 
 
Not achieved. Barrier protection was not freely available to prisoners at the time of the 
inspection but we were told that it would be from June 2011. We saw barrier protection 
supplies awaiting distribution. 
We repeat the recommendation. 

Primary care 

2.100 Healthcare applications should be collected in a separate healthcare box on the wings, 
to ensure patient confidentiality. (4.56) 
 
Not achieved. Health care applications were not collected in separate boxes. Boxes designed 
for this purpose were stacked in the health care department, awaiting installation on the wings. 
Installation had been requested several months before the inspection. 
We repeat the recommendation. 

2.101 Triage algorithms should be developed to ensure consistency of treatment. (4.57) 
 
Not achieved. There was no systematic use of triage algorithms. Limited triage took place 
weekly in nurse-led clinics and there was a strategy to introduce daily triage in summer 2011. 
The Odyssey system (electronic clinical decision support system) had been purchased to 
support the strategy, and enabling work on the computer system was expected to start 
imminently. Staff with specific competencies had been recruited to lead in the development of 
triage. 
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Pharmacy 

2.102 Provision should be made for prisoners to have access to a pharmacist. (4.58) 
 
Achieved. Prisoners had daily access to a pharmacist by request and there were weekly 
medication reviews for individual patients.   

2.103 All procedures and policies should be formally reviewed and adopted through the 
medicines and therapeutics committee. All staff should read and sign the agreed 
adopted procedures. (4.59) 
 
Achieved. There were regular meetings of the medicines and therapeutics committee, and 
procedures and policies were approved by the committee. We observed standard operating 
procedures which had been signed by staff in the pharmacy room. 

2.104 Controlled drugs should be stored in cupboards that meet the requirements of the 
Controlled Drugs (Safe Custody) regulations. (4.60)  
 
Achieved. In the pharmacy, controlled drugs were stored in locked cupboards fixed to 
masonry walls, within a locked room, with an alarm indicating when the door was ‘open’ fitted 
to the door. Access to the room was restricted to pharmacy staff only. The controlled drugs 
storage cupboards in the IDTS area and the main health care room were compliant with NHS 
standards. 

2.105 Completed prescription charts should be promptly filed in the clinical records; patients 
should only have one prescription chart in use at a time. A record should be made on 
the chart if the patient is also receiving methadone. (4.61) 
 
Partially achieved. Prescription charts were filed in individual patient records. Patients had 
single prescription charts for generic health care and substance use, respectively. SystmOne 
and the pharmacy prescription software contained complete records of all prescribed 
medications. It was anticipated that the use of single prescription charts would be achieved 
following the introduction of a new computerised medicines management system later in 2011. 
We repeat the recommendation. 

2.106 The medicines trolleys should be secured in the pharmacy and kept locked when not in 
use. (4.62) 
 
No longer relevant. The medicines trolleys had been permanently removed from the 
pharmacy. 

2.107 The introduction of patient group directions (PGDs) should be considered, to enable 
supply of more potent medication by the pharmacist and/or nurse and avoid 
unnecessary consultations with the doctor. A copy of the original signed PGD should 
be present in the pharmacy, and read and signed by all relevant staff. (4.63) 
 
Achieved. There were PGDs for several medications. A planning group was preparing for the 
introduction of a more extensive range of PGDs. We saw copies of the original signed PGDs in 
the pharmacy, and the primary care service matron held some signed copies. There were 
some unsigned PGDs in the pharmacy. 
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2.108 The in-possession policy should be reviewed and risk assessments for each drug and 
patient should be documented, and any reasons for the determination recorded. (4.64) 
 
Achieved. A new in-possession policy had been introduced in 2010 and piloted on E and F 
wings. The policy had subsequently been introduced for prisoners on A, B and C wings 
following the fitting of lockable storage boxes in prisoners' cells. 

2.109 The proximity of discipline staff at the pharmacy hatch during medication 
administration times should be reviewed to ensure that patient confidentiality is 
maintained. (4.65) 
 
Achieved. We observed good supervision of prisoners waiting to receive their medications. 
We were told that uniformed officers were periodically reminded to allow sufficient distance for 
the prisoner to speak to the nurse in confidence.  

2.110 Medication should be kept in the locked cabinets on the main wing, rather than keeping 
some with the prescriptions and some in the cabinets. (4.66) 
 
Achieved. All medications were kept in locked cabinets on the main wing. 

2.111 The use of the out-of-hours cupboard, and any medicines taken from the pharmacy 
under the emergency procedure, should be audited and all checks recorded. (4.67) 
 
Achieved. Medications removed from stock in the out-of-hours cupboard were recorded and 
subjected to audit. Emergency drugs were no longer kept in the pharmacy. 

Dentistry 

2.112 Sufficient dental sessions should be provided to meet need. (4.68) 
 
Achieved. At the time of the inspection, 51 patients were listed to see the dentist and the 
maximum waiting time was three weeks. The number of dental sessions had been increased in 
April 2011 and the extra sessions were being used for triage purposes pending the availability 
of uniformed officers, when further treatment sessions would be introduced. 

Inpatient care 

2.113 The beds in the healthcare centre should not form part of the prison’s certified normal 
accommodation, and admission should only be on the basis of clinical need. (4.69) 
 
Not achieved. Twelve out of the 14 beds in the health care centre formed part of the certified 
normal accommodation (CNA). It was planned to remove four inpatient beds from the CNA in 
summer 2011. 
We repeat the recommendation. 

Mental health 

2.114 Day care services should be provided for patients having difficulty coping on the wings. 
(4.70) 
 
Achieved. There was a range of individual and group support and therapeutic opportunities for 
prisoners having difficulties in coping on the wings. 
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2.115 Mental health awareness training programmes should be made available to all prison 
staff. (4.71) 
 
Achieved. Mental health awareness training events were held quarterly and attended by 
prison staff. Uniformed officers had also attended other events in 2010 which included mental 
health awareness as a topic. It was not possible to determine how many prison staff had 
attended mental health awareness training events, as the information on attendance was not 
complete. 

2.116 Prisoners should be given access to general counselling services. (4.72) 
 
Achieved. Prisoners had access to bereavement and loss counselling services through the 
chaplaincy. 

Time out of cell 

2.117 Monday evening association should be provided on all wings. (5.62) 
 
Not achieved. Monday evening association was no longer part of the published regime.   
We repeat the recommendation.  

2.118 Daily exercise should be included in the published regime of F wing, and prisoners on 
this wing should be encouraged to spend time outdoors. (5.63) 
 
Achieved. The published regime for F wing included daily exercise. Prisoners were 
encouraged to spend time outdoors; for example, in the summer the door to the exercise yard 
was left open.  

2.119 Vulnerable prisoners should have a dedicated exercise yard of sufficient size for the 
number on the wing. (5.64) 
 
Achieved. The exercise yard linked to F wing was of an adequate size, given the open-door 
policy during exercise time.  

Learning and skills and work activities 

2.120 The frequency of teaching and learning observations should be improved and the 
implementation of the improvement action planning points expedited. (5.23) 
 
Achieved. Observations of teaching and learning were planned annually. Milton Keynes 
College had an established scheme which identified good practice and staff training 
requirements, and this had resulted in effective action plans to achieve improvement. The 
frequency of lesson observations was dependent on the outcomes of the observation, with 
satisfactory or poor outcomes being revisited within three to four months, and good or better 
outcomes annually. Prison training staff and instructors underwent a lesson observation 
annually. Outcomes from these observations did not always result in action planning 
improvement targets. 

2.121 Prisoners’ understanding of equality and diversity should be reinforced by tutors during 
teaching or instruction. (5.24)  
 
Achieved. A range of staff training had helped tutors to develop appropriate strategies to 
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promote equality and diversity in education and training sessions. Tutors and trainers identified 
selected topics on session plans to encourage prisoner discussion and debate on a range of 
equality and diversity topics. 

2.122  Access to education and training for vulnerable prisoners should be improved. (5.25) 
 
Not achieved. Vulnerable prisoners had access to literacy, numeracy, information technology 
and art programmes, provided in a suitable classroom on their accommodation wing. They did 
not have access to some personal and social development or vocational training programmes. 
Work opportunities for this group were limited and that which was available was mundane. A 
new contract workshop was planned which would provide vocational training to NVQ level 1 in 
warehousing but was not yet in place. 
We repeat the recommendation. 

2.123 The timing and quality of information advice and guidance for learning should be 
improved. (5.20)  
 
Achieved. Prisoners received timely IAG during the prison induction. Group and individual 
sessions gave prisoners detailed information on the range of work, education and training 
available to them at the prison and took appropriate account of individual choices and 
experience. Trained peer mentors were starting to deliver part of the prison induction and had 
supplied useful advice and guidance to other prisoners on accommodation wings for some 
time. 

2.124 The number of units available to those undertaking the National Vocational Qualification 
(NVQ) in catering should be extended and more practical cookery skill development 
should be provided. (5.22)  
 
Achieved. Prisoners had the opportunity to complete an NVQ level 1 and 2 in catering. They 
developed a range of practical food preparation and cooking skills as part of the programme.  

2.125 The progress gained in non-accredited courses should be recognised in such a way 
that prisoners do not erroneously believe they have gained a qualification. (5.21)  
 
Achieved. The curriculum had been realigned and most of the qualifications offered were in 
modular credits that prisoners could accrue towards a complete qualification. In some work 
places, prisoners’ employability skills of attendance, attitude, skill development, team working 
and managing a team were well recognised and recorded. However, this practice was not 
extended to all work occupations. 

Library 

2.126 Strategies to increase library usage should be developed. (5.26)  
 
Achieved. The library had developed a range of strategies that had improved attendance and 
participation. Regular prize draws encouraged the borrowing of books. Competitions were run 
in conjunction with national library events. The education department regularly used the library 
as a resource to support learning. Attendance was well monitored and participation had 
increased by four percentage points when compared with the previous year. 
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Physical education and health promotion 

2.127 Qualifications for orderlies and the one-week basic gym course should be introduced as 
soon as possible. (5.36)  
 
Achieved. All PE orderlies took qualifications at level 1 to help them to gain the skills to 
support PE staff to run recreational PE. Longer-stay prisoners could progress to a level 2 
award. A wider range of accredited qualifications was now available to prisoners, in addition to 
recreational gym. 

2.128 All prisoners on induction should be made aware of the PE activities that are available. 
(5.37) 
 
Partially achieved. Limited information on the range of PE activities available was given 
during induction. Prisoners trained as health champions and others trained as IAG workers 
were based on each accommodation wing and actively promoted PE to prisoners, helping to 
signpost them to the services and activities that were available. Each wing had posters and a 
television monitor that advertised PE activities.  

2.129 The links with the healthcare centre should be improved, so that they make more 
appropriate referrals. (5.38)  
 
Achieved. Links with the health care department had improved. A range of activities was 
offered to specific groups to improve health and well-being, such as a fit club and an over-45 
fitness club. Smoking cessation courses were run jointly by the health care and PE 
departments, with some success. Health champions were effective in advising their peers on 
the services available to them, including courses and support for drug and alcohol misuse, and 
PE activities to support health and fitness. 

2.130 Accident reports should be monitored and analysed. (5.39) 
 
Partially achieved. Accidents and incidents were monitored and recorded appropriately. They 
were reviewed by the health and safety manager and reported to the senior management team 
at monthly briefing meetings. However, the statistics were not analysed to identify trends. 
We repeat the recommendation. 

Security and rules 

2.131 Prisoners should not be automatically placed on the escape list (E-list) if found in 
possession of a mobile telephone. (6.13) 
 
Not achieved. In spite of recommendations made in the previous two HMIP inspection reports 
advising against this practice, prisoners found in possession of a mobile telephone were 
automatically placed on the escape list (E-list). They were placed in E-list clothing, relocated to 
a single cell, and had their telephone calls monitored and their regime severely restricted. 
We repeat the recommendation. 

2.132 Prisoners placed on the E-list should be made aware of their entitlements, particularly 
when located in discrete units such as the separation and support unit, and staff should 
be clear about these. (6.14)  
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Achieved. Prisoners placed on the E-list were given written information about their 
entitlements and staff we spoke to were aware of these. 

Disciplinary procedures 

2.133 Adjudication standardisation meetings should be held and recorded, and any changes 
to punishment tariffs should subsequently be communicated to prisoners. (6.39) 
 
Achieved. Adjudication standardisation meetings were held, minutes were kept and changes 
to punishment tariffs were communicated to prisoners through information sheets and notices.  

Segregation unit 

2.134 Individualised targets should be set for segregated prisoners during review. (6.40) 
 
Not achieved. Segregation reviews involved the prisoner but the plans continued to include 
broad objectives linked to the regime, rather than the individual needs and behaviour of the 
prisoner. 
We repeat the recommendation. 

2.135 Wing file entries should demonstrate meaningful interaction between staff and 
prisoners. (6.41) 
 
Not achieved. Entries in wing files did not capture the amount of work done by the officers or 
achievements made by the prisoner, and were limited to his employment status and overall 
behaviour. In the cases we looked at, personal officers did not make regular entries on the 
wing record about progress against objectives or meaningful interaction aimed at change. 
We repeat the recommendation. 

Incentives and earned privileges  

2.136 The privileges for enhanced prisoners not located on E wing should be improved. (6.52) 
 
Not achieved. There were insufficient differences between the incentives and earned 
privileges (IEP) levels to encourage prisoners to progress from standard to enhanced status. 
This had been discussed at a recent prisoner focus group but no changes had yet been made. 
At the time of the inspection, just under a quarter of the prisoners were on the enhanced level, 
with most remaining on standard. Prisoners on the enhanced (E) wing had access to a 
television/DVD system in their cell, whereas others on enhanced elsewhere in the prison did 
not. 
We repeat the recommendation. 

2.137 Responsibility for checking the incentives and earned privileges (IEP) level of prisoners 
arriving from other prisons should be clarified and the process speeded up. (6.53) 
 
Achieved. All prisoners were placed on the standard regime on arrival at the establishment 
but wing staff used P-Nomis to check the IEP level of prisoners who said that they had been 
on the enhanced level at their previous prison. This had speeded up the process of 
reallocating eligible prisoners to the enhanced level.  

2.138 The full extent of the basic regime should be enforced when prisoners are demoted to 
this level of the IEP scheme. (6.54) 
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Achieved. Where possible, staff ensured that a prisoner reduced to the basic level of the IEP 
scheme was placed in a single cell, to enable the full extent of the basic regime to be applied. 
However, we saw an example of a prisoner placed on basic sharing a cell with a prisoner on 
the standard level. The prisoner on the standard level was being inappropriately punished by 
the application of the basic regime.  

2.139 Individual behavioural targets should be set for prisoners on the basic level of the IEP 
scheme. (6.55) 
 
Not achieved. We looked at three of the six files for prisoners on the basic level of the IEP 
scheme at the time of the inspection. While we saw some examples of individual targets, most 
did not specify the individual behavioural changes required. 
We repeat the recommendation. 

Catering 

2.140 Breakfast packs should be issued on the morning they are to be eaten. (7.9) 
 
Not achieved. Breakfast packs continued to be issued on the day before consumption. 
We repeat the recommendation. 

2.141 Prisoners’ food comments books should be reviewed weekly and responses entered by 
catering staff to indicate what action will be taken. (7.10) 
 
Achieved. Responses to comments in wing food comments books outlined reasons for any 
problems and what action would be taken. 

2.142 Prisoners should be able to eat in association. (7.11) 
 
Partially achieved. Provision had been made for prisoners to have the option to dine in 
association only on Tuesdays and Thursdays.  

Prison shop 

2.143 Consultation specifically with foreign national and Muslim prisoners should be 
undertaken to confirm that the list of goods available meets their specialist needs. (7.20) 
 
Not achieved. There was a general consultation meeting in which the prison shop was an 
agenda item but there had been no specific foreign national or Muslim group consultation to 
discuss specialist needs. 
We repeat the recommendation. 

2.144 The list of catalogue goods should include specialist suppliers for Muslim prisoners. 
(7.21) 
 
Not achieved. The list of goods available to prisoners via catalogue orders was small and 
made no reference to any Muslim suppliers. The prison had not expanded the list of 
catalogues. 
We repeat the recommendation. 
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Strategic management of resettlement 

2.145 The reducing reoffending policy should outline a rationale for what the prison aims to 
deliver to address the needs of each distinct prisoner population. (8.7) 
 
Achieved. The revised policy reflected the needs analysis and identified key objectives under 
each strand of the strategy and why they were important to the population.  

2.146 There should be an up-to-date, comprehensive needs analysis, which should inform 
what is offered in each of the resettlement pathways, to ensure that provision meets the 
needs of the population. This should be reviewed at least yearly, or more regularly if the 
population changes significantly. (8.8) 
 
Achieved. An in-depth needs assessment had been carried out soon after the previous 
inspection. It had been reviewed regularly and used to influence the reducing reoffending 
action plan. This was divided up into the separate strands of the strategy and was discussed at 
resettlement meetings, with amendments made following any changes to the prison’s 
population profile. 

2.147 All prisoners should be made aware of whom to contact for assistance with pre-release 
resettlement issues. (8.9) 
 
Achieved. All prisoners underwent a general induction, which included resettlement 
information, on arrival at the prison. For general prisoners, this was conducted with input from 
external agencies but for vulnerable prisoners this was delivered by wing staff. 

2.148 The resettlement exit survey questionnaire should be analysed and the results used to 
inform provision. (8.10)  
 
Not achieved. All prisoners were offered the opportunity to complete an exit survey. These 
were available for scrutiny but no analysis had been conducted to inform policy. 
We repeat the recommendation.  

Offender management and planning 

2.149 All prisoners in scope for offender management should be seen by a nominated 
offender supervisor within five days of arrival at the prison, and thereafter at least 
monthly. (8.25) 
 
Not achieved. Offender supervisors were identified and allocated following completion of the 
reception process. Offender supervisors aimed to interview the prisoner within 14 days of 
arrival. At the time of the inspection, 161 prisoners were subject to offender assessment 
system (OASys) assessments, with 138 completed. The remaining 23 were planned for 
completion when due. The records we checked (both paper and electronic) showed a lack of 
recorded contact between offender supervisors and prisoners. 
We repeat the recommendation. 

2.150 Sentence planning targets should be instrumental when making decisions about 
activity allocations and sequencing. (8.26) 
 
Not achieved. There was no consideration of sentence plans in relation to work allocation. 
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Accredited interventions were limited, with only a drug intervention course being available for a 
small number of prisoners. There was also no guarantee of completion of the OASys 
assessment before transfer to other prisons post-sentencing.  
We repeat the recommendation. 

2.151 Home detention curfew decisions should be made before the eligibility date. (8.27) 
 
Achieved. When it was within the prison's control (i.e. when there was a period in custody 
between sentence and eligibility date at Bedford), most prisoners received home detention 
curfew decisions before the eligibility date. 

2.152 The end of custody licence eligibility checking process should be brought forward to 
allow decisions to be communicated to prisoners and resettlement workers at the 
discharge board. (8.28) 
 
No longer relevant. The end of licence early release scheme had been discontinued. 

2.153 Recalled life-sentenced prisoners should be moved quickly to a suitable prison once 
the initial assessment process is complete, or the recall pack received. (8.30)  
 
Not achieved. Life-sentenced prisoners regularly waited for up to three months for parole 
hearings following recall, and then had long waits for spaces at other prisons when they were 
required to remain in custody. At the time of the inspection, there were 15 life-sentenced 
prisoners, two of whom were subject to recall; one was due for release imminently and the 
other was waiting for a place in category D conditions. One such prisoner had been waiting 
over 18 months to be moved.  
We repeat the recommendation. 

Categorisation 

2.154 Prisoners should be asked to contribute to recategorisation reviews.  
 
Not achieved. Prisoners did not contribute to recategorisation reviews, which were conducted 
purely as an administration process. 
We repeat the recommendation. 

2.155 Categorisation should be reviewed at the same time as sentence plans. 
 
Not achieved. Sentence planning and recategorisation reviews were conducted 
independently. 
We repeat the recommendation. 

Public protection 

2.156 Processes for the initial identification of public protection concerns should be reviewed 
to ensure that they are robust and coordinated. (8.29) 
 
Achieved. Public protection arrangements were managed centrally from the OMU. Regular, 
well-attended meetings ensured that all relevant departments were involved in the 
management of prisoners subject to public protection arrangements. 
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Resettlement pathways 

2.157 Sufficient specialist housing workers should be available to ensure that all newly 
arrived and discharged prisoners have the support they require to maintain and secure 
suitable accommodation. (8.41) 
 
Not achieved. An additional housing resettlement worker had been recruited. Unfortunately, at 
the time of the inspection there was, once again, a vacancy and only one housing officer 
(employed through St Mungo's Trust) in post. Due to the limited resources available, there 
were no services for prisoners sentenced to 12 months or over. 
We repeat the recommendation. 

2.158 The discharge board should be developed to include, if applicable, a review of progress 
against sentence planning targets, and to encourage prisoners to reflect on their time in 
custody. (8.43) 
 
Not achieved. There was no reflection of sentence plans at the discharge board, which was 
held for all sentenced prisoners between one and six weeks before release. 
We repeat the recommendation. 

2.159 Links should be developed with local employers, training providers and other external 
agencies. (8.44)  
 
Achieved. A range of links with large national employers had been developed. Employers ran 
one-day seminars in the prison to help prisoners to develop employability skills. Bimonthly 
employer forums were well attended by local businesses. A charitable trust, developed by the 
prison, trained volunteers to provide support for prisoners for up to 12 weeks after their release 
from the prison. 

2.160 Prisoners should be offered a budgeting and finance course. (8.47) 
 
Achieved. There were two finance courses available to prisoners on the personal and social 
development course and the employment course. 

2.161 Prisoners should be helped to open a bank account before their release. (8.48) 
 
Achieved. Subject to a minimum of six weeks’ custody to serve, prisoners could apply to open 
a bank account with either Barclays or the Halifax. 

2.162 Health services staff should attend the pre-discharge board and prepare letters to GPs 
in the community. (8.45)  
 
Achieved. Health service staff attended the pre-discharge boards and provided discharge 
summaries for prisoners’ GPs.  

2.163 Prisoners prescribed methadone on discharge should be risk assessed by their 
prescribing GP and efforts should be made to negotiate with the future prescriber. 
Multiple doses of methadone should be supplied only in exceptional circumstances. 
(8.46) 
 
Achieved. Take-home methadone was provided as clinically indicated and subjected to 
appropriate risk assessment. IDTS staff liaised with community GPs or drugs services to 
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ensure the continuity of prescribed methadone. Multiple doses of methadone were rarely 
provided, as it was usual for drug intervention programme (DIP) workers to ensure that a 
prescription for ongoing treatment was available to a prisoner following release.  

2.164 The drug strategy document should be updated to contain detailed action plans and 
performance measures. (8.60) 
 
Achieved. A drug strategy document from 2010 was under review at the time of the 
inspection. There were associated action plans and performance measures, which were also 
under review. 

2.165 Compliance and voluntary drug testing (VDT) provision and compacts should be clearly 
differentiated. (8.61) 
 
Achieved. Compliance and voluntary drug testing provision and compacts were clearly 
differentiated.  

2.166 Dedicated facilities for VDT should be made available on all wings. (8.62) 
 
Achieved. Dedicated VDT facilities were available on B wing, where most prisoners with VDT 
compacts were located. Prisoners on other wings requiring voluntary drug tests visited the 
facility. 

2.167 Local drug intervention programme teams should be engaged in the release plans for 
prisoners in their area with a need, and those prisoners should be referred to them on 
release. (8.63) 
 
Achieved. Counselling, assessment, referral, advice and throughcare (CARAT) workers 
liaised with community DIP workers before the prisoner’s release, to ensure coordination of 
plans and the availability of support post-release.  

2.168 Release on temporary licence should be used to improve the resettlement of prisoners 
with primary family care responsibilities or to facilitate pre-release work. (8.79) 
 
Not achieved. There had been no prisoners released on temporary licence for family or 
employment reasons over the 12 months before the inspection. 
We repeat the recommendation. 

2.169 A second telephone line for booking visits should be made available. (8.80) 
 
Not achieved. There remained a single telephone line for booking visits. It was open from 
Monday to Friday, between 10am and 4pm, on normal working days. It had been closed 
throughout the recent extended Bank Holiday period, which had adversely affected the number 
of visits taking place. There was an email booking request system to supplement the telephone 
line, and visitors could book future visits in person at the visitors centre.  
We repeat the recommendation. 

2.170 Prisoners should be guaranteed the full hour of visiting time. (8.81) 
 
Achieved. There were two visits sessions on Monday to Thursday and at weekends, between 
1.45pm and 2.45pm, and 3.15pm and 4.15pm. Visitors we spoke to told us that they almost 
always had at least a one-hour visit and sometimes had an extra 10 minutes if they were 
booked on a two-session visit. 
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2.171 The tables in the visits area should not have a partition or fixed chairs. (8.82) 
 
Not achieved. All tables and chairs in the visits room were fixed to the floor, and a raised 
barrier, approximately 10 centimetres in height, ran across the table between the visitor and 
the prisoner. 
We repeat the recommendation. 

2.172 Prisoners should not be required to wear bibs during visits. (8.83) 
 
Not achieved. Prisoners continued to wear bibs on visits, regardless of being in civilian 
clothing or prison clothing. Visitors were required to wear a wristband, regardless of gender or 
age. 
We repeat the recommendation. 

2.173 An intervention aimed at prisoners with poor motivation or in denial of their offence 
should be offered. (8.85) 
 
Not achieved. There were no interventions for prisoners in denial of their offence or who were 
identified as having little motivation. 
We repeat the recommendation. 
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Section 3: Summary of recommendations  

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

Recommendations                  To the governor 

First days in custody 

3.1 Both holding areas in reception should be made larger. (2.13) 

3.2 All prisoners should be provided with books, magazines and induction information in different 
languages, and at the appropriate reading level, to keep them occupied while in reception. 
(2.14) 

3.3 Prisoners providing personal information to reception staff should be able to do so in private. 
(2.15) 

3.4 First night staff should carry out first night assessments. (2.16) 

3.5 All newly received prisoners should be able to make a telephone call to family or friends before 
being locked up for their first night. (2.18) 

3.6 Prisoners should be able to associate on C1 on their first night. (2.21) 

3.7 The C1 landing should be staffed during the night. (2.22) 

3.8 The induction programme should be expanded and developed to make it more effective. It 
should cover key aspects of prisoners’ time in custody and inform resettlement planning. (2.25) 

3.9 All prisoners should receive an equitable induction programme, irrespective of location. (2.27) 

Residential units 

3.10 All prisoners should have lockable cupboards for the secure storage of personal items. (2.30) 

3.11 All prisoners should have access to sufficient, clean prison-issue clothing and bedding. (2.34) 

3.12 The ventilation for bathing areas should be improved and ceilings redecorated. (2.36) 

Personal officers  

3.13 The personal officer scheme should be re-focused to ensure consistent support through 
sentence. (2.5) 

3.14 Wing history file entries should reflect the individual prisoner's circumstances and contain 
sufficient information for an uninformed reader to understand context. (2.40) 
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3.15 Regular managerial assessments of the quality of personal officer entries should be made. 
(2.41) 

3.16 Personal officers should be involved in custody planning, particularly for short-term and 
remand prisoners. (2.42) 

Bullying and violence reduction 

3.17 Staff should be given training in anti-bullying and violence reduction. (2.44) 

3.18 Safer custody staff should provide input into the induction programme. (2.45) 

3.19 The legal visits area should be supervised, to ensure that vulnerable prisoners are kept 
separate from other prisoners. Legal visits booths should provide sufficient privacy. (2.48) 

Self-harm and suicide 

3.20 Prisoners who are identified as being at increased risk of self-harm and needing more frequent 
observations should not be routinely located in the health care centre. (2.51) 

3.21 The gated cell in the health care department should be relocated to another residential unit. 
(2.55) 

Applications and complaints 

3.22 Prisoners should be able to make complaints and receive a response in their own language. 
(2.59) 

3.23 Information about the Independent Monitoring Board should be widely available on all wings. 
(2.60) 

Legal rights 

3.24 Legally trained staff should be specifically detailed to provide legal assistance to prisoners and 
a job description for their role developed. (2.61) 

3.25 A bail information strategy should be developed, linked to the appointment of a specialist bail 
information officer. (2.62) 

Faith and religious activity 

3.26 Vulnerable prisoners’ poor perception of safety at corporate worship should be explored and 
steps taken to reassure them. (2.65) 

3.27 Prisoners should have free access to corporate worship, without having to apply in advance, 
unless specifically restricted on security grounds. (2.66) 

 
 



HMP Bedford 43

Diversity 

3.28 The disability policy should be renewed and a disability equality scheme established in 
consultation with prisoners with disabilities. (2.72) 

Race equality 

3.29 Managers should investigate the reasons for black and minority ethnic prisoners’ generally 
poorer perceptions. (2.75) 

3.30 The monthly meeting of black and minority ethnic prisoners should be firmly established by 
inclusion in the establishment’s business plan. (2.76) 

3.31 Senior managers signing off racist incident report forms should always include comments, 
recording any flaws found and documenting how the resulting issues are followed up. (2.77) 

3.32 The decor and visual displays in prisoner areas should reflect the cultural diversity of the 
prisoner population. (2.79) 

Foreign nationals 

3.33 The needs of the large number of foreign national prisoners should be addressed and the 
negative perceptions of this group engaged with. (2.3) 

3.34 Staff should receive training covering the diversity of experience among different foreign 
nationals, and ways to support them. (2.84) 

Prisoners with disabilities and older prisoners 

3.35 The system laid out in the diversity strategy for care planning for older prisoners and those with 
disabilities should be implemented and all relevant staff, including personal officers, should 
engage in delivering support plans. (2.85) 

3.36 Physical adaptations to the environment should be made to ensure equality of access to 
residential areas, including showers, activity and corporate worship. (2.87) 

3.37 Formal monitoring and analysis of the experience of older prisoners and those with disabilities 
should be introduced and action taken where trends are apparent. (2.89) 

Gender and sexual orientation 

3.38 Provision for gay, bisexual and transgender prisoners should be developed. (2.90) 

Health services 

3.39 Areas used for administering clinical treatments and medications should be clean, tidy, 
adequately equipped and fit for purpose. (2.91) 
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3.40 Health care information should be available in a variety of languages, and notices should 
indicate the language help that is available. (2.92) 

3.41 Barrier protection should be freely available to prisoners. (2.99) 

3.42 Health care applications should be collected in a separate health care box on the wings, to 
ensure patient confidentiality. (2.100) 

3.43 Completed prescription charts should be promptly filed in the clinical records; patients should 
only have one prescription chart in use at a time. A record should be made on the chart if the 
patient is also receiving methadone. (2.105) 

3.44 The beds in the health care centre should not form part of the prison’s certified normal 
accommodation, and admission should only be on the basis of clinical need. (2.113) 

Time out of cell 

3.45 Monday evening association should be provided on all wings. (2.117) 

Learning and skills and work activities 

3.46 Access to education and training for vulnerable prisoners should be improved. (2.122) 

Physical education and health promotion 

3.47 Accident reports should be monitored and analysed. (2.130) 

Security and rules 

3.48 Prisoners should not be automatically placed on the escape list (E-list) if found in possession 
of a mobile telephone. (2.131) 

Discipline 

3.49 Individualised targets should be set for segregated prisoners during review. (2.134) 

3.50 Wing file entries should demonstrate meaningful interaction between staff and prisoners. 
(2.135) 

Incentives and earned privileges  

3.51 The privileges for enhanced prisoners not located on E wing should be improved. (2.136) 

3.52 Individual behavioural targets should be set for prisoners on the basic level of the IEP scheme. 
(2.139) 

Catering 

3.53 Breakfast packs should be issued on the morning they are to be eaten. (2.140) 
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Prison shop 

3.54 Consultation specifically with foreign national and Muslim prisoners should be undertaken to 
confirm that the list of goods available meets their specialist needs. (2.143) 

3.55 The list of catalogue goods should include specialist suppliers for Muslim prisoners. (2.144) 

Strategic management of resettlement 

3.56 The resettlement exit survey questionnaire should be analysed and the results used to inform 
provision. (2.148) 

Offender management and planning 

3.57 A custody plan should be introduced for remand, unsentenced and short-term prisoners not 
subject to offender assessment system (OASys) assessments. (2.4) 

3.58 All prisoners in scope for offender management should be seen by a nominated offender 
supervisor within five days of arrival at the prison, and thereafter at least monthly. (2.149) 

3.59 Sentence planning targets should be instrumental when making decisions about activity 
allocations and sequencing. (2.150) 

3.60 Recalled life-sentenced prisoners should be moved quickly to a suitable prison once the initial 
assessment process is complete, or the recall pack received. (2.153) 

3.61 Prisoners should be asked to contribute to recategorisation reviews. (2.154) 

3.62 Categorisation should be reviewed at the same time as sentence plans. (2.155) 

Resettlement pathways 

3.63 Sufficient specialist housing workers should be available to ensure that all newly arrived and 
discharged prisoners have the support they require to maintain and secure suitable 
accommodation. (2.157) 

3.64 The discharge board should be developed to include, if applicable, a review of progress 
against sentence planning targets, and to encourage prisoners to reflect on their time in 
custody. (2.158) 

3.65 Release on temporary licence should be used to improve the resettlement of prisoners with 
primary family care responsibilities or to facilitate pre-release work. (2.168) 

3.66 A second telephone line for booking visits should be made available. (2.169) 

3.67 The tables in the visits area should not have a partition or fixed chairs. (2.171) 

3.68 Prisoners should not be required to wear bibs during visits. (2.172) 



HMP Bedford 46

3.69 An intervention aimed at prisoners with poor motivation or in denial of their offence should be 
offered. (2.173) 
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Appendix I: Inspection team 
 
Andrew Rooke  Team leader 
Paul Rowlands  Inspector 
Karen Dillon  Inspector 
Sandra Fieldhouse Inspector 
Paul Tarbuck  Health care and substance misuse inspector 
Sheila Willis  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 10 172 40.3 
Recall 3 33 8 
Convicted unsentenced 10 61 15.7 
Remand 19 133 33.7 
Civil prisoners 0 0 0 
Detainees  1 2 0.7 
Other 1 6 1.6 
Total 44 407 100 

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

Unsentenced 27 191 48.3 
Less than 6 months 5 61 14.6 
6 months to less than 12 months 2 18 4.4 
12 months to less than 2 years 7 24 6.9 
2 years to less than 3 years 0 26 5.8 
3 years to less than 4 years 0 22 4.9 
4 years to less than 10 years 2 40 9.3 
10 years and over (not life) 0 7 1.6 
ISPP    
Life 1 18 4.2 
Total 44 407 100 

 
Age Number of prisoners % 

Minimum age:     18 - - 
21 years to 29 years 186 41.2 
30 years to 39 years 124 27.5 
40 years to 49 years 60 13.3 
50 years to 59 years 26 5.8 
60 years to 69 years 8 1.8 
70 plus years 3 0.7 
Under 21 44 9.8 
Maximum age:       81 - - 
Total 451 100 

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

British 32 316 77.2 
Foreign nationals 12 86 21.7 
Not stated 0 5 1.1 
Total 44 407 100 

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

Category A exceptional    
Category A high risk    
Category A provisional    
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Category A standard    
Category B 0 26 5.8 
Category C 0 201 44.6 
Category D 0 6 1.3 
Female closed    
Female open    
Female semi    
Other    
Uncategorised sentenced    
Uncategorised sentenced male 1 0 0.2 
Uncategorised unsentenced 0 1 0.2 
Unclassified 20 169 41.9 
Unsentenced 3 3 1.3 
YOI closed 20 1 4.7 
YOI open    
Total 44 407 100 

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

Baptist 0 0 0 
Buddhist 0 3 0.7 
Church of England 1 52 11.8 
Hindu 0 2 0.4 
Jewish 0 1 0.2 
Muslim 12 75 19.3 
No religion 13 143 34.6 
Not stated 4 61 14.4 
Other 0 3 0.7 
Roman Catholic 14 63 17.1 
Sikh 0 4 0.8 
    
Total 44 407 100 

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

Asian or Asian British    
Bangladeshi 2 7 2 
Indian 0 12 2.7 
Other 1 7 1.8 
Pakistani 2 30 7.1 
Total 5 56 13.6 
    
Black or black British    
     African   2 19 4.7 
     Caribbean 2 33 7.8 
     Other black 2 7 2 
Total 6 59 14.5 
Chinese or other ethnic group    
     Chinese 3 6 2 
Total 3 6 2 
Mixed    
     African 0 5 1.1 
     Asian 0 0 0 
     Caribbean 2 16 4 
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     Other mixed 1 3 0.9 
Total 3 24 6.0 
    
Not stated, code missing 1 12 2.9 
Total 1 12 2.9 
    
White    
     British 23 215 52.8 
     Irish 3 7 2.2 
     Other white 0 28 6.2 

Total 26 250 61.2 
Total 44 407 100 

 
Sentenced prisoners only  

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

 Number % Number % 
1 month to 3 months 4 0.9 76 16.9 
1 year to 2 years 0 0.0 10 2.2 
2 years to 4 years 0 0.0 1 0.2 
3 months to 6 months 0 0.0 32 7.1 
4 years or more 0 0.0 0 0 
6 months to 1 year 0 0.0 24 5.3 
Less than 1 month 13 2.9 73 16.2 
Total 17 3.8 216 47.9 

 
Unsentenced prisoners only  

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

 Number % Number % 
1 month to 3 months 9 2 58 12.9 
1 year to 2 years 0 0 3 0.7 
2 years to 4 years 0 0 0 0 
3 months to 6 months 6 1.3 37 8.2 
4 years or more 0 0 0 0 
6 months to 1 year 2 0.4 26 5.8 
Less than 1 month 10 2.2 67 14.9 
Total 27 5.9 191 42.5 
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