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Introduction 

HMP Exeter is a city centre, Victorian prison holding just over 500 remanded and sentenced 
men, including a population of vulnerable prisoners. It is a busy place with a transient 
population, some of whom require a high level of care and/or control. We were fairly critical 
when we last visited but, on our return for this unannounced inspection, we found that there 
had been significant improvements in safety, which had previously been our area of greatest 
concern, and also in health care. However, progress had been less marked in many other 
areas.  
 
The progress on safety was particularly welcome. The reception facilities had been refurbished 
and transformed, but first night facilities were not consistently available. Violence reduction 
was well managed and prisoners at risk of self-harm were properly cared for. The integrated 
drug treatment system had been successfully introduced, providing a good level of care and 
treatment for substance abusers. Security was better resourced and use of force was low. The 
segregation unit was now a generally reasonable facility.  
 
There had been some improvements to residential facilities. There were still problems with the 
provision of clean clothing, although these were being addressed. Relationships between staff 
and prisoners were generally good but would be improved further by a better personal officer 
scheme and more comprehensive consultation with prisoners. Progress on diversity issues 
was disappointing and the needs of foreign national prisoners and prisoners with disabilities 
were not being adequately met. Health care had improved. 
 
At our last inspection we were critical of the lack of purposeful activity and little progress had 
been made. Almost 50% of prisoners were found to be locked in their cells during the working 
day, which was more than at the last inspection, and the number of activity places had not 
increased. Access to the library had reduced and the outside sports facility had been 
withdrawn from use. 
 
Resettlement was found to be good at our last inspection but had not progressed sufficiently, 
with backlogs in offender management and too many delays in transferring sex offenders to 
other prisons which could address their risks. 
 
Exeter prison faces all the challenges of an elderly, city centre local prison, including limited 
infrastructure and a transient population of prisoners with a vast array of risks and needs. The 
prison had made commendable progress on safety, about which we had previously been very 
concerned. Progress was less visible in many other areas, although we recognised that 
managers and staff were working hard to further develop the prison and we hope these efforts 
will bear fruit in the coming months. 

 

 
Nick Hardwick       August 2011 
HM Chief Inspector of Prisons 
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Fact page  

Task of the establishment  
HMP Exeter holds adult and young adult prisoners, on behalf of Devon, Cornwall and West Somerset 
courts. 
 
Prison status  
Public 
 
Region  
South-west 
 
Number held 
527 
 
Certified normal accommodation  
313 
 
Operational capacity 
533 
 
Date of last full inspection 
12–16 October 2009 
 
Brief history 
HMP Exeter was built in the mid-19th century as the Devon County gaol and later incorporated the 
adjacent police station. D wing was added in the 1960s.  
 
Short description of residential units 
A, B and C wings are of a traditional Victorian layout, emanating from the centre area. A and C wings 
hold normal location prisoners. The C1 landing is used for first night accommodation. 
 
B wing houses those prisoners taking part in the integrated drug treatment system (IDTS) programme.  
 
D wing is a three-storey building housing vulnerable prisoners. In July 2008, the prison began privacy 
locking on D wing, to allow free access to toilet and shower facilities, as there is no in-cell sanitation. 
 
Escort contractor 
G4S for inter-prison transfers 
Reliance for court escorts 
 
Health service commissioner and provider 
Commissioner: NHS Devon 
Providers: The Devon Partnership Trust 
Devon Dental 
Terrence Higgins Trust 
 
Learning and skills providers 
Education contractor: Strode College and A4e  
Vocational training contractor: N-ergy 
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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 
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  

1.3 At our inspection in 2009 we found that outcomes for prisoners against this healthy prison test 
were not sufficiently good. We made 37 recommendations, including three main 
recommendations, in this area, of which 24 had been achieved, five partially achieved and 
seven had not been achieved. One recommendation was no longer applicable. We have not 
made any further recommendations. 

1.4 The refurbished reception facilities provided an improved service, with clean, modern facilities 
and privacy for interviews. Not all newly received prisoners were offered the opportunity to take 
a shower and interpreting services were not always used for prisoners with a poor command of 
English. Although there was a sound first night strategy, it could not be followed when first 
night accommodation was taken up by vulnerable prisoners. We found first night cells that had 
not been adequately equipped or cleaned of graffiti.  
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1.5 The induction process included a rather mechanistic presentation but written information was 
provided and there was multidisciplinary involvement. 

1.6 Adequate resources were allocated to the management of violence reduction. Strategic 
management had improved, with a comprehensive safer custody report prepared every month, 
analysed at a meeting attended by representatives of appropriate departments. The safer 
custody team was supported by a trained prisoner orderly and trained representatives. 

1.7 The prevention of self-harm and suicide was given more scrutiny than at the time of the 
previous inspection, with action plans arising from deaths in custody and analysis of acts of 
serious self-harm. The main recommendation for improvement of assessment, care in custody 
and teamwork (ACCT) reviews had only been partially achieved and there was no consistency 
of care manager representation at reviews. 

1.8 Considerable effort had been put into maximising the safety of vulnerable prisoners but the 
unlocking arrangements at night and the overflow of some onto first night accommodation 
were issues that needed to be addressed. 

1.9 Security procedures had improved, with more consistent support for security staff, enabling 
action to be taken promptly when intelligence reports were received. The use of closed visits 
had reduced and usage was now properly justified. 

1.10 The use of force had reduced and was monitored closely. When prisoners sustained injuries, 
the use of force was subject to management investigation. 

1.11 There was a need to improve the quality assurance of adjudications. The number of 
adjudications referred to the independent adjudicator had decreased considerably. 

1.12 The segregation unit regime had improved and prisoners did not spend too long there. Radios 
were available but were not routinely offered to prisoners. The special cell in the health care 
department had been decommissioned. Where possible, prisoners were returned to normal 
location but too often neither residential staff nor the Independent Monitoring Board were 
involved in reviews of the use of segregation. 

1.13 Provision for addressing substance misuse had improved considerably and the mandatory 
drug testing positive rate was below the target. A dedicated integrated drug treatment system 
had been established and target testing was carried out promptly. 

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

Respect 

1.15 At our inspection in 2009 we found that outcomes for prisoners against this healthy prison test 
were reasonably good. We made 71 recommendations, including one main recommendation, 
in this area, of which 32 had been achieved, nine partially achieved, 29 had not been 
achieved, including the main recommendation, and one was no longer relevant. We have 
made a further seven recommendations. 

1.16 Improvements to residential accommodation and facilities had been made, including increased 
provision of telephones and the deactivation of intrusive closed-circuit television. The response 
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to cell call bells was closely monitored and vulnerable prisoners had consistent access to 
toilets. 

1.17 Laundry facilities were not all operating, which restricted access to clean clothing; although the 
stock of prison clothing had increased, it was not available to prisoners at the time of the 
inspection. It was difficult for some prisoners to take a daily shower and the showers were only 
partially screened. Prisoners were still required to eat meals in cells with inadequately 
screened toilets. Unconvicted prisoners were located with convicted men and arrangements to 
protect young vulnerable prisoners were not sufficiently robust. 

1.18 There were some good consultations with sections of the prisoner population but this had not 
yet been widened to involve all prisoners. The personal officer scheme was not well developed 
and there was insufficient management scrutiny of the work. 

1.19 Although the recommendations concerning legal services had been achieved, delays in 
recruitment had caused a gap in provision. 

1.20 Complaints were well monitored and issues analysed. 

1.21 The diversity strategy was being reviewed but the current policy was not adequate and 
governance was poor. The appointment of a custodial care manager had improved diversity 
provision. Better management was required of prisoners with a history of racist behaviour. The 
consultative group for black and minority ethnic prisoners, which also covered foreign national 
issues, was a success but there was a lack of awareness of the prisoner race equality 
representatives.  

1.22 There was poor management of the needs of foreign national prisoners, and provision of 
interpreting was not consistent. There was no independent immigration advice available but 
the UK Border Agency visited regularly to advise those at risk of deportation.  

1.23 The prison did not have an up-to-date register of prisoners with disability needs and 
evacuation plans were not always readily available. Access to activities by a number of 
prisoners with disabilities was restricted and conditions for them were generally inadequate. 
However, the peer mentor scheme was working successfully and mitigated some of the 
disadvantages experienced by prisoners with disabilities. 

1.24 No policy regarding sexuality had been developed. 

1.25 Health care provision had improved, with effective infection control and continuing 
refurbishment of premises. There was no dedicated health care prisoner forum but they were 
given good information and language needs were addressed with the provision of interpreting 
services. 

1.26 Pharmacy services had improved and prescribing was carried out safely. The in-possession 
policy was being reviewed and modified to meet prisoner need. 

1.27 The attendance rate at dental appointments was better than at the time of the previous 
inspection, achieved by simple measures of chasing non-attendance, and facilities had been 
refurbished. 

1.28 Beds in the health care centre were still included in the certified normal accommodation but not 
used for prisoners without consultation with the health care manager. Mental health provision 
had improved, with the introduction of staff training and development of day care facilities. 
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1.29 Regular monthly data relating to the incentives and earned privileges scheme were used to 
manage the scheme and quality assurance checks had been introduced. 

1.30 Serveries were well supervised and there was wide consultation about food. Consultation on 
the shop list had taken place in the black and minority ethnic prisoners forum and there was an 
annual prisoner survey. There continued to be an administration fee for catalogue orders, 
which was disproportionate, given the level of their earnings. 

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

Purposeful activity 

1.32 At our inspection in 2009 we found that outcomes for prisoners against this healthy prison test 
were not sufficiently good. We made 21 recommendations, including one main 
recommendation, in this area, of which six had been achieved, six partially achieved and nine 
had not been achieved, including the one main recommendation. We have not made any 
further recommendations. 

1.33 In our spot check during the core day, we found 49% of prisoners locked in their cells, an 
increase on the proportion at the time of the previous inspection. There was insufficient 
evening association and exercise but time out of cell was accurately recorded. Outdoor 
clothing purchased to allow prisoners to exercise during inclement weather had not been 
distributed and improvements to the D wing exercise area had been delayed by work to the 
perimeter wall. 

1.34 The main recommendation that sufficient activity places should be made available had not 
been achieved and there were similar numbers in activities as at the time of the previous 
inspection. Some progress had been made in improving access to vocational qualifications in 
work placements. 

1.35 The quality of teaching in education classes had improved but there was room for further 
improvement. While there was no formal assessment of specific learning difficulties, informal 
support was provided. Peer mentors were still used only in a few mainstream classes and on D 
wing but five prisoners had achieved mentoring qualifications. 

1.36 Use of the library had decreased, mainly due to the withdrawal of a library officer from the 
prison staff profile. 

1.37 More was being done to encourage prisoners to use the PE facilities. More accredited 
vocational training programmes in PE were being offered.  

1.38 The healthy lifestyles accredited course was not running but staff had recently gained 
qualifications in running the programme and it was due to start in August 2011. The PE 
timetable included sessions for rehabilitation, detoxification and exercise referral but the 
community activity club aimed at older prisoners was not sufficiently focused on physical 
activity.  

1.39 The outside sports facility had been withdrawn from use. The recommendation to improve its 
condition and the range of use had been rejected.  
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1.40 On the basis of this short follow-up inspection, we considered that the establishment was 
making insufficient progress against our recommendations. 

Resettlement 

1.41 At our inspection in 2009 we found that outcomes for prisoners against this healthy prison test 
were good. We made 22 recommendations in this area, of which seven had been achieved, 
one partially achieved and 11 had not been achieved. Three recommendations were no longer 
applicable. We have made one further recommendation. 

1.42 Offender management had been adversely affected by the poor participation of community-
based offender managers in sentence planning but there were plans to introduce video-
conferencing to increase their involvement. Offender supervisors continued to be redeployed, 
which led to delays in completing assessments and reviews of sentenced prisoners, and the 
recommended training in the risk of harm to others had not been provided. 

1.43 There continued to be difficulties in transferring prisoners requiring a sex offender treatment 
programme and those serving indeterminate sentences, some of the latter group being held 
back from transfer for inappropriate reasons. 

1.44 The recommended development of alcohol services had been achieved and the counselling, 
assessment, referral, advice and throughcare (CARAT) service was well integrated with the 
clinical team, and with the general prison regime 

1.45 Prisoners were no longer required to wear bibs during visits. Capacity was sufficient to avoid 
long waits to book a visit. The provision for vulnerable prisoners was fixed, and without 
flexibility their visitors could face delays in getting a visit. Although the governor had instructed 
staff that closed visits should not be imposed for a drug dog indication without further 
supporting information, we found inconsistent application of this policy. 

1.46 Although there had been some creative interventions under the families and children pathway, 
the prison did not provide relationship counselling and had not been able to identify an 
appropriate intervention for prisoners with a history of domestic violence. 

1.47 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 The first night strategy should ensure that all new arrivals are held in dedicated first 
night accommodation with well prepared cells and that all prisoners new to custody are 
well supported during their first days in the prison, with regular checks on their well 
being. (HP41) 
 
Partially achieved. A strategy had been developed that clearly stated how prisoners would be 
cared for on their first night. A new first night centre had been provided on the C1 landing but 
new arrivals could not always be located there. Some prisoners who needed to be located on 
the vulnerable prisoner unit stayed on the C1 landing for up to a week owing to a lack of space 
on D wing, which meant that new receptions had to be located elsewhere. Similarly, some 
young adults stayed on the C1 landing for several days waiting for space to become available 
on other wings. Cells on this landing had graffiti on the walls. Two cells were not used regularly 
because they did not have good television reception, which reduced capacity further and 
resulted in at least three new arrivals being located on other wings during the inspection. 
Reception and first night centre staff provided high levels of support to new arrivals and were 
particularly mindful of those who were serving their first custodial sentence. We observed good 
interaction between these staff and prisoners.  
We repeat the recommendation.  

2.2 The key worker scheme should be reviewed in conjunction with the resettlement 
department to ensure an appropriate participation and fit with offender management 
arrangements. (HP42) 
 
Not achieved. Although the incentives and earned privileges (IEP) and the personal officer 
schemes had been reviewed and rewritten, there had not been a joint review with the offender 
management unit (OMU) to develop better co-working. 
We repeat the recommendation. 

2.3 Indicators of violence, including assaults, fights, unexplained injuries, use of force and 
prisoners seeking protection, should be collected regularly, monitored and analysed at 
safer custody meetings, used to inform the violence reduction strategy and appropriate 
action taken. (HP43) 
 
Partially achieved. The minutes of the safer custody meeting showed that a violence 
reduction report had been initiated in the month before the inspection but was not fully 
operational at the time of the inspection. Action was being taken to improve the control of 
bullying behaviour through the IEP scheme, and a report on unexplained injuries had been 
requested. We were told that the reporting of unexplained injuries to the safer custody office 
was not reliable. A security report submitted to the meeting provided information on the 
location of incidents and issues such as drug use which could lead to bullying. It was not clear 
how this information was being used to improve the effectiveness of safer custody practice. 
We repeat the recommendation. 
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Housekeeping point 

2.4 All unexplained injuries should be reported to the safer custody department. 

2.5 Assessment, care in custody and teamwork procedures should be improved, with a 
particular focus on the involvement of other disciplines, including healthcare 
professionals, and having a consistent case manager to chair reviews. (HP44) 
 
Partially achieved. In the sample of assessment, care in custody and teamwork (ACCT) 
documents we examined, there was a reasonable representation of nurses, the mental health 
team, residential staff and probation officers but multidisciplinary representation was not 
consistent. There was no consistency of care manager representation at reviews, with one 
case involving five different members of staff in the care manager role. 
We repeat the recommendation. 

2.6 Sufficient activity places should be provided to allow all prisoners access to work and 
education and to improve the time they are able to spend out of cell. (HP45) 
 
Not achieved. The number of activity places remained insufficient. There were fewer than 200 
work places, including over 70 based on the residential wings that did not fully occupy 
prisoners during the core day. The computerised allocation system showed that activity places 
were not fully used, and the allocated number of 164 was similar to that at the time of the 
previous inspection. In addition, the number of education places, at just over 100, remained 
similar to that at the time of the previous inspection and included the main education 
department, the learning zone, D-wing education and outreach education on residential wings.  
We repeat the recommendation. 

Recommendations 

Courts, escorts and transfers 

2.7 Efforts should be made to ensure prisoners feel secure on escort vans. (1.6) 
 
Not achieved. Prisoners in our groups and newly arrived prisoners complained about safety 
on escort vans, particularly that they were not fitted with safety belts. 
We repeat the recommendation. 

First days in custody 

2.8 A new reception that meets the needs of all prisoners should be provided. (1.26) 
 
Achieved. A new reception area, funded by the primary care trust (PCT), had opened in 
October 2010. It was generally well designed and met the needs of prisoners. However, the 
searching area was too small and the showers were accessible via the initial holding room, 
where prisoners were located before being searched and given clean clothing. One shower 
was in a poor state of repair. The holding rooms for general prisoners were covered in graffiti. 
All but one of the holding rooms contained a PIN telephone and a television. 
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Housekeeping point 

2.9 The graffiti in the holding rooms in reception should be removed.  

2.10 Interviews with prisoners, including the cell-sharing risk assessment, should take place 
in private. (1.27) 
 
Achieved. Several interviews were carried out in reception and at least one, which included 
the cell sharing risk assessment, was carried out in private. 

2.11 All new arrivals should be able to shower before they are locked up and this should be 
recorded. (1.28) 
 
Not achieved. Not all prisoners were able to shower on their first night, particularly if they 
arrived after 6pm, and we spoke to several new arrivals who had not had a shower. 
We repeat the recommendation. 

2.12 Interpreting services should be used with all prisoners who do not speak English or 
speak it well. (1.29) 
 
Not achieved. Interpreting services were not always used on the first night wing or in induction 
with prisoners who did not speak English or speak it well. Some staff asked other prisoners to 
interpret, which was not always appropriate during first night and induction procedures (see 
also paragraph 2.68).  
We repeat the recommendation. 

2.13 All staff should introduce themselves to new arrivals, wear identification and actively 
engage with them. (1.30) 
 
Achieved. We observed staff introducing themselves to new prisoners and saw positive 
engagement between staff and prisoners during the first night and induction process.  

2.14 Induction should be multidisciplinary and designed to engage prisoners. (1.31) 
 
Achieved. Induction included discipline, offender management, education and chaplaincy 
staff. The main presentation by discipline staff did not include any use of multi-media, and 
some aspects of it could have been more appropriately presented by specialist staff such as 
safer custody and race relations officers. Prisoners were also given written information about 
the prison. 

2.15 Prisoners withdrawing from drugs or alcohol should not be expected to attend 
induction or interviews the day after arrival. (1.32) 
 
Achieved. We observed, and records showed, that prisoners withdrawing from drugs or 
alcohol were not required to attend induction or interviews on the day after their arrival. There 
was a system to ensure that they received their induction later, when they were ready to 
participate fully. 
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Residential units 

2.16 Unconvicted prisoners should not be required to share cells with convicted prisoners. 
(2.20) 
 
Not achieved. No action had been taken to address this issue, and unconvicted prisoners 
continued to be required to share cells with convicted prisoners. 
We repeat the recommendation. 

2.17 Safeguards should be put in place to ensure that young adults are not put at risk in their 
allocated accommodation. (2.21) 
 
Partially achieved. While managers had put some safeguards in place, they were not 
sufficient to ensure the safety of young adults, particularly on D wing. Closed-circuit television 
(CCTV) coverage and prisoner compacts on D wing went some way towards ensuring that 
they were kept safe, and inappropriate behaviour was challenged using the IEP system. 
However, young adults needed to be held in separate accommodation to which adult prisoners 
did not have free access, especially during the night-time period. 
We repeat the recommendation.  

2.18 Closed-circuit cameras should be deactivated in cells used for normal accommodation. 
(2.22) 
 
Achieved. The CCTV cameras in cells on B wing had been deactivated. In-cell CCTV on the 
C1 landing was used appropriately to monitor prisoners who were more vulnerable.  

2.19 Prisoners on D wing should have the same access to toilets over lunchtime periods as 
at night. (2.23) 
 
Achieved. Prisoners on D wing did not have in-cell sanitation but had access to toilets over 
the lunchtime periods, as they had privacy keys and were no longer restricted to staying in 
their cells. 

2.20 Prisoners should not have to eat meals in cells with toilets. (2.24) 
 
Not achieved. There were no facilities for dining in association and prisoners had to eat meals 
in cells with poorly screened toilets. 
We repeat the recommendation. 

2.21 Cell bells should be answered promptly. (2.25) 
 
Achieved. Prisoners in our groups reported that staff sometimes took time to respond to cell 
call bells. However, our observations showed that call bells were responded to promptly. 
Weekly management checks of response times demonstrated that most calls were answered 
within five minutes. When this did not happen, staff were reminded of appropriate response 
times.  

2.22 More telephones should be provided on C wing. (2.26) 
 
Achieved. Additional telephones had been provided on the C wing induction landing, so that 
there was at least one telephone for every 20 prisoners.  
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2.23 Arrangements for inter-prison telephone calls should be widely advertised to all 
prisoners and staff should be reminded of this facility. (2.27) 
 
Not achieved. We were unable to find information displayed on the wings about inter-prison 
telephone calls, and prisoners were not given information about this during induction. 
We repeat the recommendation.  

2.24 Prisoners on open assessment, care in custody and teamwork documents should not 
have all their mail read routinely. (2.28) 
 
Achieved. Prisoners on open ACCT documents did not have their mail read unless they were 
subject to an official order such as harassment proceedings. A new policy stated that only 
those at high risk of serious self-harm would have their mail monitored, which struck an 
appropriate balance. 

2.25 All prisoners should be able to shower daily and in appropriate privacy. (2.29) 
 
Not achieved. Not all prisoners were able to shower daily owing to limited evening association 
periods. Privacy screens were inadequate, as individual shower stalls were located opposite 
one another. 
We repeat the recommendation. 

2.26 Prisoners should be able to launder their personal clothing on their residential unit. 
(2.30) 
 
Not achieved. There was no laundry facility on B wing. The washing machines on A and C 
wings were broken, so prisoners washed clothing in their cells. Many of them had received IEP 
warnings for doing this; however, prisoners were advised during induction to wash their 
clothing in their cells to prevent it going missing. 

Further recommendation 

2.27 Each wing should have adequate laundry facilities, in good working order. 

2.28 Prisoners should have weekly access to sufficient clean suitable clothes and sheets. 
(2.31) 
 
Not achieved. Prisoners and staff reported that supplies of clothing and towels often ran out 
and prisoners did not always receive sufficient clothing, bedding and towels each week. We 
observed that many prisoners did not have pillows, particularly on the first night centre. 
Additional supplies of clothing and bedding were delivered to the prison on the last day of the 
inspection. 

Further recommendations 

2.29 Prisoners should have access to sufficient clean suitable clothing, towels and sheets every 
week.  

2.30 All prisoners should be provided with a pillow. 
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Staff–prisoner relationships 

2.31 Prisoners should be addressed by their preferred name. (2.36) 
 
Not achieved. We observed staff calling prisoners by their surname only, rather than their 
preferred first name. 
We repeat the recommendation. 

2.32 A prisoner council led by a senior manager should be established, with agreed terms of 
reference and a standard agenda covering all important areas. (2.37) 
 
Not achieved. There was no general prisoner council or forum where prisoners could meet 
staff to discuss relevant matters. 
We repeat the recommendation. 

Personal officers  

2.33 All key workers/personal officers should receive specific training about the scheme and 
what is required of them, including examples of effective interviews and wing file 
entries. (2.44) 
 
Not achieved. There was no specific key worker training available, beyond elements of the 
new officer induction programme. Most staff had operated some form of personal officer 
scheme for a number of years and had been advised of the changes to the scheme at the 
launch of the latest revision. 
We repeat the recommendation. 

2.34 Senior officers should ensure that all key workers/personal officers make regular good 
quality entries in wing files, which should include resettlement issues, any relevant 
family matters and progress with identified resettlement targets. (2.45) 
 
Not achieved. Not all wing files we looked at had had regular entries recorded and there was 
little evidence of senior officer quality control to identify problems and/or good practice. 
We repeat the recommendation. 

Bullying and violence reduction 

2.35 The violence reduction strategy should include a timetabled action plan that sets out 
how each of the objectives will be achieved. (3.15) 
 
Achieved. There was a comprehensive violence reduction action plan. Each action point was 
allocated to a member of staff to address and a target date for achievement was set. The plan 
was updated at the monthly safer custody meeting and recorded on the plan with further action 
required. 

2.36 The violence reduction coordinator should be given sufficient time to carry out the role. 
(3.16) 
 
Achieved. Since the previous inspection, more resources had been allocated to the safer 
custody team in the form of administrative support and dedicated officer time. The staffing of 
the safer custody office covering violence reduction and self-harm comprised one officer and a 
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senior officer, with a further officer due to return from maternity leave allocated to the violence 
reduction role. 

2.37 Violence reduction representatives should be trained and included in the safer custody 
meetings. (3.17) 
 
Achieved. There was a safer custody orderly and six prisoner representatives at the time of 
the inspection. Their role was being expanded to include equality issues. Representatives had 
been briefed in their role and how to respond to signs of bullying behaviour. They had been 
trained in mental health awareness and had attended equality training. They had also been 
trained as Listeners by the local Samaritans group. The safer custody orderly, usually 
accompanied by another representative, attended the first part of the safer custody meeting. 

2.38 The reasons behind the large number of prisoners on B wing refusing to move to the 
main prison should be investigated and addressed. (3.18) 
 
Achieved. At the time of the previous inspection, B wing had been used as both an induction 
wing, where prisoners stayed for several days, and a detoxification unit. Prisoners there had 
become settled and been reluctant to be relocated once they had established themselves. 
During the present inspection, we found that newly arrived prisoners were generally moved on 
their second day from first night accommodation on C wing and there was no resistance to this 
procedure. 

2.39 Staff should receive training in their role in the violence reduction strategy and be more 
active in challenging bullying and other anti-social behaviours. (3.19) 
 
Partially achieved. There had been limited training of staff in violence reduction by the safer 
custody team, as their time had been taken up with the delivery of diversity training for the six 
months before the inspection. Staff we spoke to were aware of the need to challenge bullying 
behaviour and we found evidence that they applied this approach through use of the IEP 
scheme. Prisoners in our groups also told us that staff were generally active in controlling 
bullying. 
We repeat the recommendation.  

2.40 The arrangements for unlocking D wing, including camera coverage, should be 
assessed to ensure they operate safely. (3.20) 
 
Achieved. There had been an assessment of the unlocking procedures required to allow 
access to toilets during the night on D wing. CCTV recordings were reviewed during the day 
and prisoners observed breaching the rules were subjected to sanctions and continued 
monitoring. It was accepted that the arrangement could not be made completely safe for the 
range of ages and risk levels of prisoners accommodated on the wing. There were plans to 
change the purpose of the wing, to accommodate more trusted prisoners.  

2.41 All vulnerable prisoners should be accommodated in an area of the prison that provides 
a suitable and equitable regime. (3.21) 
 
Not achieved. At the time of the inspection, we found four vulnerable prisoners located in the 
first night accommodation on C1 wing because there was no accommodation available in the 
vulnerable prisoner accommodation on D wing. One prisoner who had been there for six days 
told us that he had been offered exercise only twice and that he did not have association with 
other prisoners. However, he was able to take a shower and use the telephone every day. 
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Efforts were being made to move prisoners on to suitable accommodation as soon as possible. 
We repeat the recommendation. 

Self-harm and suicide 

2.42 Safer custody meetings should be better attended with more effective examination of 
the monthly statistics and the reasons behind acts of self-harm and where they 
occurred in the prison. (3.40) 
 
Achieved. Attendance at safer custody meetings was good, with representation from all 
relevant departments, escort providers, the health trust, the Samaritans and prisoner 
representatives, but Independent Monitoring Board (IMB) attendance was not consistent. A 
comprehensive safer custody report gave details of prisoners on ACCT procedures and of 
incidents of self-harm. Minutes of the meeting showed that individual cases were followed up 
and that action was taken to deal with potential risk issues.  

2.43 The suicide prevention coordinator should be a full time role and not subject to 
redeployment. (3.41) 
 
Partially achieved. Suicide prevention was covered by the dedicated senior officer in the safer 
custody team. He was not redeployed to other duties and was supported by an officer and 
administrative assistance. However, he also had responsibility for equality and diversity, so did 
not work full time on suicide prevention. The officer supporting him was redeployed to a bed 
watch during the inspection. 
We repeat the recommendation. 

2.44 Recommendations from death in custody investigations should be included in a single 
action plan and progress actively monitored at the safer custody meeting. (3.42) 
 
Achieved. Since the previous inspection, there had been three deaths in custody, one of 
which had been self-inflicted. There was an action plan based on recommendations from the 
Prisons and Probation Ombudsman’s office, with target dates, the name of the staff member 
responsible and a record of actions completed. The plan was discussed at the safer custody 
meeting and outcomes recorded. 

2.45 Serious incidents of self-harm should be investigated to establish whether lessons 
could be learned or good practice established. (3.43) 
 
Achieved. Serious incidents of self-harm were investigated by the senior officer who managed 
the safer custody team. At the time of the inspection, he was conducting an investigation into 
an incident in which a prisoner had hanged himself with a ligature and barricaded his cell. The 
investigating officer had identified safety improvements, including better access to emergency 
medical equipment and location of anti-barricade equipment. 

2.46 More appropriate night-time monitoring arrangements should be introduced for 
prisoners on open assessment, care in custody and teamwork documents on D wing. 
(3.44) 
 
Achieved. Prisoners on open ACCT documents on D wing were located closer to the wing 
office, so that there would be minimal disturbance to other prisoners when the former were 
being observed. An arrangement had also been made for the night orderly staff to support 
observations, so that the other prisoners could continue to have access to toilets without 
compromising staff safety. 
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Applications and complaints 

2.47 Issues emerging from complaints monitoring should be regularly discussed and 
addressed by senior managers. (3.48) 
 
Achieved. The new governor had established a monthly senior management team (SMT) 
meeting, starting in May 2011. This enabled the SMT to review complaints monitoring data, to 
identify issues and trends and address these with the functional heads. One example of a 
change resulting from their discussion was the revision of the confidential complaints system to 
ensure that processes were improved. Monthly data were presented to the SMT and the 
previous month’s reporting showed that the timeliness of responses was good and that the 
most common reasons for complaints had been mail and property.  

Legal rights 

2.48 Prisoners’ legal mail should not be opened without the prisoner being present. (3.56) 
 
Achieved. We were reassured that processes had been introduced to minimise the likelihood 
of legal mail being opened without the prisoner being present. If a letter was clearly identifiable 
as legal mail, the prisoner was present when it was opened. On occasions, letters were not 
clearly identifiable as legal mail. If such a letter was opened as part of the routine searching of 
mail, it was logged by the correspondence unit, the prisoner was informed and a letter was 
sent to the solicitor, asking him or her to label it clearly as legal mail in the future. Prisoners did 
not report any problems to us about this.  

2.49 Cover should be provided in the absence of the bail information officer. (3.57) 
 
Achieved. Cover for the bail information officer in the OMU had been provided, with two more 
officers trained and two others waiting to be trained. They received a large number of referrals 
each month and were successful in accessing bail accommodation for many of those applying. 
Since the previous inspection, the main legal services officer had retired and delays in 
recruitment had led to a current gap in provision. These services were not widely advertised on 
the wings. 

Further recommendation 

2.50 Trained legal services officers should be in post and their services actively promoted. 

Faith and religious activity 

2.51 A Muslim chaplain should be appointed. (3.63) 
 
Achieved. A Muslim Chaplain had been appointed to attend the prison for one day a week, 
alternating between Tuesdays and Fridays. This resulted in alternate Friday prayers not being 
led by a minister. 
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Further recommendation 

2.52 Access to a minister for Muslim prisoners should be increased to meet the needs of the 
population for worship. 

2.53 A more suitable multi-faith room should be provided. (3.64) 
 
Not achieved. The previous multi-faith room, based on the top landing, had been replaced by 
a room of similar size on the third landing. Used predominantly for Muslim worship, the room 
did not adequately meet the needs of Friday prayers if more than around seven prisoners 
wished to participate.  
We repeat the recommendation. 

2.54 The prison should ensure that vulnerable prisoners are able to attend chapel services 
without experiencing abuse from other prisoners. (3.65) 
 
Partially achieved. The sequence of prisoner movement had been altered to ensure that no 
prisoners were out on the A2 landing while vulnerable prisoners were being taken to the 
chapel. Due to the location of the chaplaincy department, it was impossible to move vulnerable 
prisoners to the services without some contact, either visual or audible, with mainstream 
prisoners. The planned move of the vulnerable prisoners unit from D wing to B wing would go 
some way to alleviate the issue. 

Substance use 

2.55 A dedicated stabilisation/detoxification unit with a supportive regime should be 
established. (3.75) 
 
Achieved. B wing was the drug support wing. The integrated drug treatment system (IDTS) 
had been introduced and was staffed by registered nurses and administrative staff. A specialist 
medical officer supported the clinical staff, and locum doctors filled gaps. Vulnerable prisoners 
needing drug support were located elsewhere in the prison but were managed by the IDTS 
and Exeter Drug Project counselling, assessment, referral, advice and throughcare (CARAT) 
teams. Discipline officers working on the wings were volunteers and engaged in the ethos and 
regime of the service. At the time of the inspection, there were approximately 130 prisoners 
engaged with IDTS. 

2.56 CARAT and clinical substance misuse services should further integrate and undertake 
joint care plans and reviews. (3.76) 
 
Achieved. There was evidence that the CARAT and IDTS services had integrated 
successfully. We observed excellent communication between the two teams, which held 
multidisciplinary meetings each week to review care plans and discuss the ongoing 
management of prisoners (see also paragraph 2.154). 

2.57 The prison should ensure that target testing is effectively managed and undertaken 
within the required timeframe. (3.77) 
 
Achieved. In the year to date (April to June 2011), the mandatory drug testing (MDT) positive 
rate stood at 11.69%, against a target of 12.5%. Seventy-seven prisoners had been tested and 
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nine found to be positive, seven of whom were on prescribed methadone. Random and 
suspicion MDTs were completed monthly.  

Diversity 

2.58 There should be a diversity strategy that addresses all aspects of diversity, including 
race equality, nationality, disability, age, religion, gender (including 
transgender/transsexual issues) and sexual orientation, and activities under each 
strand should be coordinated by the REDAT committee. (4.4) 
 
Not achieved. The diversity policy was under review but the current policy did not cover many 
aspects of diversity and focused primarily on legislation, definition and staff-based equal 
opportunities.  
We repeat the recommendation. 

Race equality 

2.59 The REDAT meeting should be attended by the committee chair and include all 
functional managers, as well as the catering, education and healthcare managers. (4.18) 
 
Not achieved. Attendance at recent bimonthly meetings had been mixed and had not been 
chaired by the governor or the deputy governor since January 2011. Not all functions were 
represented at the meetings. 
We repeat the recommendation. 

2.60 The race equality action plan should be reviewed and updated at each REDAT meeting. 
(4.19) 
 
Not achieved. There was little mention of the action plan beyond a single-line entry in the 
minutes. The action plan showed no evidence of any completed actions, with all completion 
dates set for the future.  
We repeat the recommendation. 

2.61 The social inclusion manager should be given enough time to carry out his duties 
effectively. (4.20) 
 
Achieved. The social inclusion manager role (renamed custodial care manager) was carried 
out by a senior officer, supported by four officers and an administrative assistant. Although the 
officers were often reassigned to other duties, this was not the case for the manager. 

2.62 Photographs of prisoner race equality representatives should be displayed on all wings, 
alongside details of how to contact them and the social inclusion manager. (4.21) 
 
Not achieved. There were no photographs of the prisoner race equality representatives on 
display on the wings. A poster advertising the black and minority ethnic/foreign nationals forum 
was published in the week before the meeting and included a photograph of one of the 
prisoner representatives for that group. 
We repeat the recommendation. 
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2.63 Monitoring of equality of treatment by ethnicity should be extended to include areas 
identified by the prison as of particular interest based on consultation with black and 
minority ethnic prisoners and, where possible, include data related to each racial group. 
(4.22) 
 
Not achieved. Monitoring was conducted in line with Systematic Monitoring and Analysing of 
Race Equality Template (SMART) 2. There was no additional monitoring that was influenced 
by prisoner comments from surveys or from forum feedback. 
We repeat the recommendation. 

2.64 The black and minority ethnic prisoner meeting should be held monthly and senior 
managers should be informed of and respond to issues raised. (4.23) 
 
Achieved. Regular monthly meetings (chaired by a prisoner representative) were held which 
were run to an agenda decided on by the prisoner group. Functional managers were requested 
to attend as required to talk about their area of work and explain why some of the outcomes 
from their areas adversely affected prisoners. Guest speakers from community groups were 
also invited to attend. 

2.65 All staff should be aware of prisoners with a history of racist activity and photographs 
of such prisoners displayed in a prominent area away from prisoners to allow easy 
identification. (4.24) 
 
Partially achieved. A list posted on a noticeboard in the main staff corridor identified prisoners 
with previous or current racist behaviour but photographs were not included.  

Housekeeping point 

2.66 Photographs of the prisoners should be added to the list of those with a history of racist 
activity.  

Foreign nationals 

2.67 There should be a regular multidisciplinary forum where the needs and related issues of 
foreign national prisoners are addressed. (4.34) 
 
Partially achieved. Foreign national issues were a standard agenda item on the race equality 
and diversity action team (REDAT) meeting. There was mention of foreign national issues in 
one set of REDAT minutes we saw but not in others. Discussion of specific foreign national 
issues was not recorded. 
We repeat the recommendation. 

2.68 All staff should be aware of, and have unhindered access to, formal interpreting 
services that are used whenever necessary and particularly when there are concerns 
relating to accuracy, confidentiality or prisoners’ well being. (4.35) 
 
Partially achieved. Professional interpreting services were used occasionally, mainly in 
relation to induction and early days issues. Some staff we spoke to were unsure where 
information relating to interpreting services could be located (see also recommendation 2.12). 
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2.69 There should be a separate monthly foreign national prisoner forum. (4.36) 
 
No longer relevant There was no specific monthly foreign national prisoner forum but foreign 
national prisoners’ issues were dealt with in the monthly black and minority ethnic prisoner 
forum. 

2.70 Staff responsible for liaison with the UK Border Agency on immigration cases should 
receive training and guidance in their role. (4.37) 
 
Achieved. Although there was no specific training for the role, the two staff involved had 
completed a study visit to UK Border Agency (UKBA) headquarters. 

2.71 Prisoners should have access to accredited independent immigration advice and 
support agencies. (4.38) 
 
Not achieved. There were regular visits from UKBA to interview foreign national prisoners and 
update them with the progress of their cases but there were no links with an accredited 
independent immigration service to provide advice and support. 
We repeat the recommendation. 

2.72 Foreign national prisoners should receive a monthly free telephone call to their families 
abroad irrespective of whether they have had a social visit. (4.39) 
 
Achieved. All foreign national prisoners were given £5 a month on a separate PIN telephone 
account for use on overseas calls. They could add to this from their earnings and private cash 
accounts. 

Prisoners with disabilities and older prisoners 

2.73 The disability liaison officer should be given enough officially allocated time to carry 
out his duties effectively. (4.47) 
 
Not achieved. There were no hours officially allocated to the disability liaison officer. Some 
work was completed on rest days and paid back in lieu. 
We repeat the recommendation. 

2.74 There should be a central register of prisoners with disabilities accessible to all staff. 
(4.48) 
 
Partially achieved. There was a recording system which included prisoners who had declared 
disabilities. However, it was out of date; some prisoners on the list had been discharged. A 
review of the personal emergency evacuation plan (PEEP) folder on the wings showed that 
there were prisoners who had active PEEPs but had not been entered onto the register. The 
wing senior officers told us that the custodial care team updated the system but the custodial 
care team were of the opinion that it was updated by the wing senior officers. There was no 
liaison between the safer custody team and health care department to pool information. 
We repeat the recommendation. 
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Further recommendation 

2.75 There should be effective liaison between the custodial care team and the health care 
department, to ensure that information is shared about the identification and care of prisoners 
with disabilities. 

Housekeeping point  

2.76 There should be a system implemented to ensure that the centrally held database of prisoners 
with disabilities is maintained. 

2.77 All prisoners with disabilities should have evacuation plans. (4.49) 
 
Achieved. All prisoners identified as having a disability that could adversely affect their 
mobility were subject to a PEEP, and prisoners were consulted during the compilation of this 
plan. PEEP records on the wings were outdated, and the PEEP for one prisoner was still on A 
wing a week after he had been moved to the health care department. 

Further recommendation 

2.78 Personal emergency evacuation records should be transferred with the prisoner when moving 
between residential units. 

2.79 All new arrivals with disabilities should be seen by a member of staff to ascertain 
specific needs and a care plan should be drawn up, placed on wing files and regularly 
reviewed. (4.50) 
 
Not achieved. All new prisoners were seen by the custody team orderly, who carried out a 
screening process, which was then fed back to the safer custody team. This was used to 
inform the creation of a PEEP but did not lead to the completion of a care plan. 
We repeat the recommendation. 

2.80 Adaptations should be made to the prison to allow access to all areas of the prison and 
its regime by all prisoners and residential facilities for prisoners with disabilities 
improved. (4.51) 
 
Not achieved. Many areas of the prison were accessible only by stairs, with just a few access 
points having ramps. D wing had had two chairlifts installed but these had been broken for 
over 12 months. This meant that two prisoners with disabilities on that wing had not been to 
the exercise yard for over three months. 
We repeat the recommendation. 

Further recommendation 

2.81 The chairlifts on D wing should be repaired and measures taken to ensure continuity of 
operation. 

2.82 All staff should receive disability awareness training. (4.52) 
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Not achieved. There was no disability awareness training available for staff. 
We repeat the recommendation. 

2.83 There should be monitoring of equality of treatment by disability, either within a 
dedicated multidisciplinary forum or the REDAT, and appropriate action taken to rectify 
any inequalities. (4.53) 
 
Not achieved. There was no evidence of monitoring of equality of treatment by disability either 
at the REDAT meeting or at a specific forum. 
We repeat the recommendation. 

2.84 There should be a carer/mentor scheme for prisoners with a disability, with a formal 
procedure for selecting mentors who are paid for this work and properly overseen. 
(4.54) 
 
Achieved. There was a carer scheme, with prisoners undergoing a systematic selection 
process. Carers were paid for their work and were trained in understanding the needs of 
prisoners with different disabilities. 

2.85 Prisoners unable to work due to a disability should be unlocked during the day. (4.55) 
 
Not achieved. Prisoners on A and C wings and in the health care department identified as 
having a disability were locked in their cell throughout two consecutive morning periods. Staff 
told us that this was normally the case but that they were allowed out during domestic periods. 
We repeat the recommendation. 

2.86 Older prisoners on the enhanced regime should not be disadvantaged in access to 
additional association because of their location. (4.59) 
 
Achieved. The system of allocating association periods had changed, allowing equitable 
access to association periods, regardless of landing location. 

Gender and sexual orientation 

2.87 A strategy/policy should be developed to promote and support the needs of 
homosexual/gay and bisexual prisoners, including access to appropriate external 
support networks. (4.62) 
 
Not achieved. There was no policy to support gay or bisexual prisoners and no support 
groups, either within the prison or from outside groups. 
We repeat the recommendation. 

Health services 

2.88 All patient treatment areas should be equipped appropriately and comply with 
regulations for the control of infection. (5.36) 
 
Achieved. A Devon Partnership Trust (DPT) infection control coordinator for the cluster of 
prisons was working with the prison and had carried out a wide-ranging review of infection 
control measures in all health-related facilities in the prison. All hand-washing facilities were 
appropriately supported by infection control equipment, and monthly hand hygiene audits were 
completed. One of the senior nurses was nominated as the cleaner champion, to ensure that 
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the recommendations of the infection control audit were implemented and maintained. The 
DPT had secured a large amount of funding for the total refurbishment of health care facilities 
in the prison and work was due to start in August 2011.  

2.89 Healthcare information should be provided for prisoners in a range of languages and a 
professional telephone interpreting service should be used when necessary during the 
initial reception screening and subsequent healthcare appointments. (5.37) 
 
Achieved. Health services staff were able to access telephone interpreting services freely, to 
carry out health assessments on prisoners with poor use of English. The services were used 
from the initial screening procedure through to release. Where appropriate, professional 
interpreters were accessed to provide a one-to-one service. Some health promotion 
information was available through the DPT and NHS websites. 

2.90 Emergency defibrillators should be checked and records maintained daily. (5.38) 
 
Not achieved. Defibrillators were held in various locations throughout the prison. Only the 
defibrillator in the inpatient area had documentary evidence to show that it was checked 
regularly. 
We repeat the recommendation. 

2.91 Prisoners should be provided with a dedicated healthcare forum. (5.39) 
 
Partially achieved. Health services staff had held forums with prisoners occasionally but they 
were infrequent and had not taken place for some time. We were told that there were plans to 
introduce a dedicated forum at the end of the prisoner/council meeting. 
We repeat the recommendation. 

2.92 The pharmacist should visit the prison more regularly to check the systems in operation 
and provide advisory clinics. (5.40) 
 
Achieved. A pharmacy technician from the cluster pharmacy at HMP Channings Wood 
attended the prison two days a week. Staff told us that pharmacy services were very good, and 
staff and prisoners were able to discuss areas of concern with the pharmacy technician during 
these visits. Normally, the pharmacy offered a same-day service for the supply of medications. 

2.93 Only one prescription chart should be current for each patient at any time. (5.41) 
 
Achieved. There was no evidence that more than one prescription was in use at the same 
time. When there were two prescription and administration charts in use it was because the 
patient was on a large number of medicines. 

2.94 Additional patient group directions should be introduced to enable supply of more 
potent medication by the pharmacist and/or nurse to avoid unnecessary consultations 
with the doctor. A copy of the original signed patient group directions should be 
present in the pharmacy and read and signed by all relevant staff. (5.42) 
 
Partially achieved. A review of patient group directions (PGDs) was already under way by the 
cluster’s senior pharmacist, with the intention of introducing a cluster-wide range of PGDs. 
Once this work was completed, PGDs would be read and signed by all staff. 
We repeat the recommendation. 
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2.95 All prescriptions should be legally written and include the quantity prescribed and date 
prescribed and be signed by the prescriber, with a diagnosis included. Medication 
should not be given beyond the end of the prescribed period. (5.43) 
 
Achieved. The pharmacist reviewed prescription and administration charts regularly, to ensure 
that they were managed well, legally written and included patients’ personal details, diagnosis 
and the length of treatment documented. 

2.96 The in possession risk assessments of each drug and patient should be documented 
and any the reasons for the determination recorded. (5.44) 
 
Achieved. Risk assessments were carried out on all prisoners receiving medication, with a 
view to increasing the number holding their medication. Extensive work was being done to 
ensure that in-possession medications were issued in a safe and secure environment. 

2.97 Lockable cupboards for storing medication should be provided in cells for patients as 
required. (5.45) 
 
Not achieved. Secure medicine boxes had been purchased to provide every prisoner with a 
dedicated locked box in their cell to hold their medicines. However, none had been installed, 
as the works department had stated that the walls could not be drilled through. 
We repeat the recommendation. 

2.98 Full and complete records of administration of medicines should be made, including 
refusals and failures to attend so that issues relating to drug compliance can be 
followed up. (5.46) 
 
Achieved. Prisoners not attending for their medication were followed up by nursing staff on the 
same day, to determine the reason for their non-attendance. Refusals to take medication 
resulted in the issue being entered onto the prisoner’s prescription and administration chart. 

2.99 All pharmacy procedures and policies should be formally reviewed and adopted 
through a medicines and therapeutics committee, which should be reconvened as an 
independent meeting. All staff should read and sign the agreed adopted procedures. 
(5.47) 
 
Achieved. All pharmacy procedures and policies were reviewed regularly by the pharmacist 
and discussed at the medicines and therapeutics committee. The committee was chaired by 
the cluster pharmacist and attended by representatives from the three prisons. The policies 
and procedures were available to health services staff through the prison intranet. Staff had 
read and signed the policies and procedures. 

2.100 The reasons for the high rate of failure to attend dental appointments should be 
investigated and appropriate measures taken. (5.48) 
 
Achieved. The reasons for non-attendance at dental appointments had been investigated. 
Wings were now notified of dental appointments on the day they were due and this had helped 
considerably to reduce non-attendance. In two recent sessions in which 23 patients had been 
scheduled to be treated, only four had failed to attend, two of whom had left the prison. Waiting 
times were within accepted levels and prisoners commented favourably on dental services. 

2.101 The refurbishment of the dental facility should be carried out without delay, ensuring 
alternative measures to provide dental care beforehand. (5.49) 
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Achieved. The dental surgery had been completely refurbished and was fully functional. 
Infection control and dental guidelines were in place and adhered to.  

2.102 All in-patient beds should be removed from the list of certified normal accommodation. 
(5.50) 
 
Not achieved. The inpatient beds remained on the prison certified normal accommodation. 
However, there was no evidence that they were used inappropriately. At the time of the 
inspection, all prisoners held in health care beds were there for medical reasons. Discussions 
were under way to introduce a ‘social care area’ in the health care unit. 
We repeat the recommendation. 

2.103 A programme of mental health awareness training should be provided for all prison 
staff. (5.51) 
 
Achieved. A programme of mental health training for prison staff had been organised for the 
prison cluster and was delivered by a regional mental health trainer. The training was available 
to all staff and included sessions on the management and care of prisoners with learning 
difficulties and personality disorders. Work was in hand to introduce a ‘mental health 
champions’ programme for prisoners, which would greatly enhance their understanding of 
mental health issues. 

2.104 Day care facilities should be provided for prisoners with mental health problems who 
find it difficult to cope on the wings. (5.52) 
 
Partially achieved. The prison was in the process of developing day care facilities. It had 
secured considerable funding from the King’s Fund to refurbish recreational areas in the 
inpatients area. The DPT had agreed to develop day care services once the refurbishment was 
complete. The recruitment of two part-time occupational therapists to develop the service was 
under way.  

Time out of cell 

2.105 All prisoners should spend at least 10 hours out of their cell on weekdays. (6.50) 
 
Not achieved. The prison reported 7.9 hours out of cell, against a target of 7.5 hours. The best 
case scenario was for a fully employed prisoner, who could get nine hours out of cell on a day 
when he had evening association. During our spot checks, we found 49% of prisoners locked 
in their cells during the core day, representing an increase on our findings at the time of the 
previous inspection. 
We repeat the recommendation. 

2.106 The prison should ensure, in conjunction with the Strategy and Performance Group at 
Prison Service Headquarters that time spent out of cell is recorded accurately. This 
should be validated by the regional custodial manager. (6.51) 
 
Achieved. Time out of cell was now recorded accurately and gave a true reflection of a 
prisoner’s experience of time out of cell. National changes had been made to recording 
systems which had been agreed with regional custodial managers.  

2.107 Routines for each wing, and where necessary for each landing, should be published for 
prisoners and staff clearly in a simple format. (6.52) 
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Achieved. Information about wing routines was displayed on the wings and prisoners were 
also given this information on induction. 

2.108 All prisoners should have the opportunity for one hour’s evening association. (6.53) 
 
Not achieved. Prisoners had access to only two or three sessions of evening association per 
week.  
We repeat the recommendation. 

2.109 The reasons for cancellations of association and exercise should be recorded on all 
occasions and where possible notified to prisoners in advance. (6.54) 
 
Achieved. A record was kept in the orderly officers’ daily handover log of any cancellations of 
association and exercise. There were no such cancellations during the inspection and 
prisoners said that they were generally told when cancellations were going to happen. 

2.110 All prisoners should have the opportunity for at least one hour’s exercise in the open air 
every day. (6.55) 
 
Not achieved. Prisoners had half an hour of exercise on weekdays and one hour at 
weekends. 
We repeat the recommendation. 

2.111 Prisoners should be provided with suitable warm and weatherproof clothing to allow 
them time in the open air when it is cold and wet. (6.56) 
 
Not achieved. Prisoners were not permitted to have outdoor clothing according to the facilities 
list, and were not provided with suitable outdoor clothing for their time in the open air during 
inclement weather. Outdoor clothing had been purchased but had not yet been distributed to 
prisoners.  
We repeat the recommendation. 

2.112 The D wing exercise yard environment should be improved. (6.57) 
 
Not achieved. The D wing exercise yard was not equipped to the same standard as the main 
exercise yard. This had been due partly to it having been out of action during repairs to the 
perimeter wall. 
We repeat the recommendation. 

Learning and skills and work activities 

2.113 The number of vocational training places should be increased. (6.23) 
 
Partially achieved. The number of vocational places had not increased but the range of 
subjects had expanded. The prison had introduced waste management awards for the small 
number of prisoners who worked on the yards party. Strode College and A4e, the education 
contractors, had introduced the construction safety certificate scheme (CSCS) award (required 
for working on construction sites), an alcohol awareness course accredited by the British 
Institute of Innkeepers Award Body (BIIAB), and business, money and work, preparation for 
release and self-employment accredited courses. The recently introduced accredited work 
experience programme involved 25 prisoners working in the kitchen and in the vulnerable 
prisoners work areas, so that their employability skills could be identified. N-ergy, the 
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vocational training contractor, had slightly extended the range of work places; it now offered 
prisoners the opportunity to take the level 2 National Vocational Qualification (NVQ) in 
customer service, to include the library and PE orderlies. The NVQ level 2 in performing 
manufacturing operations involved a large number of prisoners in the two industrial contract 
workshops but had been suspended owing to award body restrictions. NVQs in food 
preparation and catering continued in the prison kitchen, as did food hygiene awards. The 
induction continued to involve all prisoners undertaking manual handling and health and safety 
awards.  
We repeat the recommendation. 

2.114 The pass rates on entry level literacy and numeracy programmes should be improved. 
(6.24) 
 
Achieved. The entry level pass rates had much improved. In 2008/09, only 35 literacy units 
and 22 numeracy units had been gained by prisoners. In 2010/11, 118 literacy units and 88 
numeracy units had been achieved.  

2.115 The quality of teaching and learning should be improved across the curriculum. (6.25) 
 
Partially achieved. There had been a clear effort by Strode College and A4e to improve the 
quality of teaching and learning sessions, although the overall grading profile had not changed 
much and was still good/satisfactory. The sharing of good practice had been improved, by 
identifying good aspects of teaching and learning sessions through observations by senior staff 
and buddying staff to support improvements. In addition, key themes which required further 
improvement had been identified and action taken to monitor and support the improvements, 
which had started to take place. The Learning and Skills Improvement Service (LSIS) had 
visited the prison to help improvements and, in June 2011, a team of four advisers had carried 
out a ‘health check’ to aid continued improvement. Observations of teaching and training in 
areas outside the education contracts had not been introduced. 
We repeat the recommendation. 

2.116 Individual learning plans should be used more effectively to set realistic and meaningful 
targets and review learners’ progress. (6.26) 
 
Partially achieved. Progress had been slow, with concerns noted in 2010 and 2011 teaching 
and learning observation reports. In 2011, the education contractors had introduced a new 
individual learning plan (ILP) across both their areas. The quality of completion of the ILPs 
varied greatly and recent monitoring had even found ‘old’ versions still being used and had 
identified ILPs as a continued area for improvement. A4e staff had recently started to use a 
‘time line’ in conjunction with ILPs in their subject areas, to encourage prisoners to focus on 
their individual targets and progress against these. A new learning file had been successfully 
introduced and most prisoners regularly brought this to education sessions. This included the 
careers information and advice service learner record (which was developed with prisoners 
during induction by Tribal staff to identify learning aims and actions) and other course-related 
material, including an ILP.  
We repeat the recommendation. 

2.117 Assessment and support for learners with specific learning difficulties should be 
provided. (6.27) 
 
Partially achieved. A formal assessment of specific learning difficulties did not take place. By 
using the results of initial assessments of literacy and numeracy, education staff identified 
prisoners with low scores, and support was provided where possible by teachers in sessions; 
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outreach support in cells was offered for prisoners who did not wish to attend education. 
We repeat the recommendation. 

2.118 Additional peer mentor support for learners should be provided. (6.28) 
 
Partially achieved. Strode College had introduced an Open College Network level 2 peer 
mentoring course, which had been successfully undertaken by five prisoners. Peer mentors 
provided support in art and information technology classes, and in the vulnerable prisoners 
workshop. In addition, there were four Toe by Toe mentors, one for each wing, but only a few 
mentees.  
We repeat the recommendation. 

2.119 Library opening times should be increased to improve access, and access facilitated for 
prisoners with mobility difficulties. (6.29) 
 
Not achieved. The library opening hours had decreased. The library was underused, as the 
library escort officer was frequently withdrawn to cover other duties. Since November 2010, 
when this post had been removed completely, library use had greatly decreased. The new 
arrangement, whereby A, B and C wing officers escorted prisoners at their allocated times, did 
not take place systematically. D wing library use was proportionately higher than that of the 
main library. The main library was still located in converted cells on C2 and access for 
prisoners with mobility restrictions had not changed. 
We repeat the recommendation. 

Physical education and health promotion 

2.120 More prisoners should be encouraged to use the physical education facilities. (6.36) 
 
Achieved. More was being done to encourage prisoners to use the PE facilities. Since 
January 2011, there had been a full complement of PE staff. The PE timetable had been 
reviewed in May 2011 to promote greater participation, and PE leaflets had been distributed to 
all wings. PE induction had been moved to a Friday afternoon, to avoid clashes with education 
and work, enabling more prisoners to attend. Attendance had increased from 30% at the time 
of the previous inspection to 36.5% in January 2011. During the inspection, participation in the 
four weekday evening PE session in the weights and cardiovascular room was at the 
maximum number of 24 prisoners and three orderlies. These sessions were reserved for 
mainstream prisoners attending full-time education and work. Employed prisoners’ attendance 
at daytime sports clubs required approval for release from work by the officer in charge of the 
work activity. 

2.121 Vocational training programmes should be offered more frequently. (6.37) 
 
Achieved. More accredited vocational training programmes in PE were being offered. 
Between April 2010 and June 2011, 144 awards had been achieved across a range of 
subjects, which included the level 2 gym instructors’ award, Heartstart, first aid at work, the day 
sports certificate, and the level 1 and level 2 sports leader awards. Four NVQ level 2 customer 
service awards had been gained by the PE orderlies, with assessment by N-ergy staff.  

2.122 The condition of the outside sports facility should be improved to allow a wider range of 
sporting activities to be run. (6.38) 
 
Not achieved. This recommendation had been rejected by the prison, as it was considering 
alternative plans for the area, including new buildings. The facility had been withdrawn from 
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use. 
We repeat the recommendation. 

2.123 Healthy lifestyle programmes should be offered to all prisoners. (6.39) 
 
Not achieved. A healthy lifestyle programme had been added to the PE timetable but it was 
not yet running. PE staff had recently gained qualifications in delivering the healthy lifestyle 
award, which they planned to start running by the end of August 2011. 
We repeat the recommendation. 

2.124 Programmes to meet the specific needs of identified groups, such as older prisoners 
and prisoners with disabilities, should be offered. (6.40) 
 
Partially achieved. The PE timetable had been reviewed and included sessions for 
rehabilitation, detoxification and exercise referral. A community activity club had been 
introduced one afternoon a week for older prisoners but it was insufficiently focused on 
improving their physical abilities, and board games had recently been ordered. PE activities 
were not offered specifically for older prisoners or those with disabilities.  
We repeat the recommendation. 

Security and rules 

2.125 Security intelligence should be processed and actioned without undue delay. (7.9) 
 
Achieved. Since the previous inspection, the security department had been allocated 
increased administrative resources, which had improved the response time to intelligence 
reports and freed officers up to carry out searching. The searching log showed that searches 
took place within three days of the report, and usually within 24 hours. 

2.126 Closed visits should not be imposed unless there are valid security concerns about risk 
of contraband on visits. (7.10) 
 
Achieved. At the time of the inspection, there were four prisoners subject to closed visits. In 
three cases this had been imposed because of incidents of attempted passing of contraband 
and in the fourth because of a failed drugs test and intelligence that there were plans to 
smuggle contraband during a visit. 

Discipline 

2.127 Criteria for referral to the independent adjudicator should be reviewed to reduce the 
numbers and to ensure that only the most serious cases are referred. (7.26) 
 
Achieved. At the time of the previous inspection, up to 44 cases had been referred to the 
independent adjudicator in one day, most as a result of prisoners refusing to move location. 
Such prisoners were no longer referred to the independent adjudicator and in the six months 
before the inspection there had been an average of nine referrals a month. 

2.128 Adjudication standardisation meetings should carry out quality assurance of 
adjudications and review the tariff of punishments regularly to ensure they are 
appropriate. (7.27) 
 
Not achieved. Reviews of adjudication had not been carried out systematically and there had 
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been a recent reallocation of management responsibilities. There was evidence of adjudication 
statistics having been considered at the segregation management group meeting in December 
2010 but not at the June 2011 meeting. Shortly before the inspection, a senior manager had 
been allocated this responsibility, and an adjudications standardisation meeting was 
scheduled. 
We repeat the recommendation. 

2.129 The special cell in healthcare should not be used unless fully justified. All use should 
be monitored, regulated and discussed at an appropriate management meeting. (7.28) 
 
No longer relevant. The special cell in the health care department had been decommissioned 
in 2009 because it had been deemed unsuitable, and was now used solely as a storeroom. 

2.130 Use of force incidents and records should be subject to regular management scrutiny 
and feedback provided as necessary. (7.29) 
 
Achieved. Use of force was low and incidents were recorded routinely. They were all quality 
checked by the residential manager and the custodial care manager. Feedback was not 
recorded but provided personally to the staff involved when necessary. When the use of force 
resulted in an injury to a prisoner, the incident was investigated. One such incident had 
occurred in the month before the inspection and was under investigation by the governor, who 
had identified shortcomings in the procedures used. 

2.131 The south-west prisons disruptive prisoner protocol should be formally reviewed to 
ensure that prisoners are not simply subjected to segregation moves for defined 
periods, but receive effective multidisciplinary care planning that addresses their risks 
and needs in the most appropriate location. (7.30) 
 
Achieved. This protocol had been reviewed and abandoned. Under the protocol there had 
been a small number of prisoners moved between four segregation units in south-west prisons 
whose care had not been planned to achieve progression. We found evidence of prisoners 
moved to the segregation unit in Exeter from HMP Channings Wood who had been assessed 
on arrival and moved successfully to normal location.  

2.132 Segregation review boards should include members of the Independent Monitoring 
Board. (7.31) 
 
Not achieved. There was no attendance of IMB representatives at any of the meetings in the 
records of segregation review boards that we examined, and staff told us that they rarely 
attended. The IMB told us that they were informed of meetings but were short of members, 
and that sometimes meeting times were changed with little or no notice. 
We repeat the recommendation. 

2.133 Personal officers/wing staff should retain contact with prisoners located in the 
segregation unit and attend review boards. (7.32) 
 
Not achieved. The records of segregation review meetings that we examined did not record 
the attendance of wing staff, or any formal contribution. One prisoner in the segregation unit 
that we spoke to reported some contact with wing staff regarding his return to main location but 
this was not reflected in reviews. 
We repeat the recommendation. 



HMP Exeter 38

2.134 In-cell work and education should be made available for prisoners spending longer 
periods in the segregation unit. (7.33) 
 
Achieved. Most prisoners did not spend long periods in the segregation unit but we found 
evidence of some longer-term prisoners being visited by education staff and provided with 
work. Others were escorted to classes and the library, based on risk assessments. 

2.135 Radios should be provided in the segregation unit. (7.34) 
 
Achieved. There was a stock of radios for prisoners in the segregation unit; when segregation 
was authorised, the prisoner’s entitlement to the use of one was recorded. Prisoners had to 
make a formal application for a radio; one prisoner told us that he had applied earlier in the 
week but had still not been given one two days later. 

Housekeeping point 

2.136 Prisoners in the segregation unit assessed as suitable for use of a radio should be offered one 
and it should be provided immediately. 

Incentives and earned privileges  

2.137 Data relating to the incentives and earned privileges scheme should be routinely 
collated and formally analysed to identify, and appropriately react to, emerging patterns 
and trends. (7.42) 
 
Achieved. Regular monthly data relating to the number of prisoners on each level and the 
number of applications for promotion in the scheme, along with warnings issued, were collated 
and reviewed to identify any trends or hotspots. An excellent database maintained by wing 
managers and overseen by the head of residential highlighted any delays in reviews. 

2.138 Managers should conduct regular quality assurance of all aspects of the incentives and 
earned privileges scheme to ensure the scheme operates fairly. (7.43) 
 
Achieved. All promotions and demotions in the scheme were verified by a wing manager. 
Wing managers chaired IEP boards, at which prisoners were encouraged to take a full and 
active part.  

Catering 

2.139 Staff should actively supervise wing serveries. (8.8) 
 
Achieved. We observed that staff actively supervised the wing serveries across all the 
residential wings. 

2.140 The reasons behind the negative perceptions of the food should be discussed with 
prisoner wing representatives. (8.9) 
 
Achieved. Food forum meetings were held twice yearly and a food survey was carried out 
every six months. These had resulted in some changes to the menus. Prisoners’ perception of 
food had improved.  
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Prison shop 

2.141 The prison should conduct periodic prison-wide surveys of prisoners’ view of the range 
of goods and service offered through the canteen and black and minority ethnic 
prisoners should be specifically consulted. (8.18) 
 
Achieved. Surveys were carried out annually among all prisoners and a review of the range of 
goods on the prison shop list was carried out every three months. Additional consultation had 
taken place through the black and minority ethnic prisoners forum. 

2.142 Prisoners should not be charged an administration/delivery fee for catalogue shopping. 
(8.19) 
 
Not achieved. No changes had taken place since the previous inspection and prisoners 
continued to be charged a fee of £1 per order for any catalogue shopping. 
We repeat the recommendation.  

Strategic management of resettlement 

2.143 Prisoners identified as suitable for sex offender treatment programmes should transfer 
to suitable prisons without delay. (9.8) 
 
Not achieved. Although some work had been done to improve relationships with other prisons 
in the region delivering the sex offender treatment programme (SOTP) in order to make 
transfers easier, there were still too many sex offenders experiencing a delay in transfer. The 
establishment did not have a member of staff who could undertake a suitability assessment for 
the SOTP or complete the pre-programme work; as these two steps were requirements for 
acceptance on the SOTP, it meant that Exeter experienced additional difficulties in securing a 
transfer. Prisoners from the establishment had to transfer to HMP Channings Wood for an 
assessment and completion of the pre-programme work, followed by a further transfer to an 
establishment that delivered the SOTP. This inevitably caused further delays. 
We repeat the recommendation. 

Offender management and planning 

2.144 Offender managers should be better engaged and have more regular contact with 
prisoners. (9.39) 
 
Not achieved. We were told about good relationships between prison-based offender 
supervisors and offender managers in the community, and saw evidence of this in the couple 
of prolific or priority offender cases we examined. The extent of engagement and liaison with 
offender managers was not always clearly recorded in P-Nomis. Offender manager contact 
with prisoners was limited because of the poor attendance of the former at sentence planning 
boards held in the prison. This was compounded by the lack of access to video or telephone 
conferencing to promote involvement in the boards, although funding for this had recently been 
secured.  
We repeat the recommendation. 

2.145 Indeterminate sentenced prisoners should be transferred to suitable training prisons as 
soon as possible after sentence. (9.41) 
 



HMP Exeter 40

Not achieved. The number of indeterminate-sentenced prisoners had reduced considerably 
since the previous inspection, from 32 to 10. However, difficulties continued in securing timely 
transfers to more appropriate prisons. For example, it continued to be difficult to transfer a 
prisoner to a category B prison when he was vulnerable and needed to complete the SOTP. In 
one case, a prisoner serving an indeterminate sentence for public protection (IPP) had been 
waiting for a transfer to a more appropriate category B prison for almost four months but had 
been placed on hold because of being a diversity representative on one of the wings at Exeter, 
extending the delay further. The reason for a transfer hold was inappropriate in half the cases 
on the list, generally benefiting the establishment rather than the prisoner. Such reasons 
included being a Listener at Exeter, working within the prison perimeter or working in the 
clothing exchange store.  
We repeat the recommendation. 

2.146 The procedures for completing entries in the offender management database should be 
clarified and training delivered to all staff. (9.35) 
 
No longer relevant. The offender management database, known as the tracker, had not been 
used by other departments in the prison since the national rollout of P-Nomis. OMU staff had 
continued to use the tracker to log some information but were about to stop using it. 

2.147 Offender supervisors should not be redeployed from their work in the offender 
management unit. (9.36) 
 
Not achieved. Little had changed since the previous inspection and, on average, 86 hours a 
week of offender supervisor time was lost due to the redeployment. This was equivalent to 
over two full-time members of staff. Despite trying to provide cover for the redeployed staff, the 
remaining offender supervisors found it difficult to keep up with the extra work. Alongside the 
difficulties in completing the extra assessments, redeployment meant that staff had less time to 
spend with prisoners and liaise with offender managers. 
We repeat the recommendation. 

2.148 Prison officer offender supervisors should receive training in the assessment and 
management of risk of harm. (9.37) 
 
Partially achieved. Some prison officer offender supervisors had attended training events that 
would have included elements about risk of harm to others – for example, multi-agency public 
protection arrangements (MAPPA) events. However, none had been provided with specific 
training to improve the awareness of risk of harm to others and how to identify, analyse and 
manage it.  
We repeat the recommendation.  

2.149 OASys plans and reviews should be up to date in all cases. (9.38) 
 
Not achieved. Of the 120 phase two and three prisoners, 44 had had an assessment done 
within the required timescale, nine assessments were in progress and 37 were not yet due. 
This left a quarter with an out-of-date assessment that required reviewing.  
We repeat the recommendation. 

2.150 Sex offenders and prisoners convicted of serious violent offences should be thoroughly 
assessed for suitability before participating in the enhanced thinking skills programme. 
(9.40) 
 
No longer relevant. Following a regional review of resource allocation, HMP Exeter no longer 
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ran the Thinking Skills Programme that had replaced the ETS programme nationally. Prisoners 
requiring this programme were transferred to another establishment. The receiving prison had 
the responsibility to complete a thorough assessment of suitability. 

2.151 Allocation decisions should be based on individual needs and made in consultation 
with prisoners. (9.42) 
 
Not achieved. Recategorisation boards were held at the required intervals. Information from 
relevant departments was requested and reports received, including one from the offender 
supervisor. However, the prisoner did not submit a written representations and was not 
interviewed about his transfer preferences before the board meeting.  

Further recommendation 

2.152 Prisoners should be invited to contribute to the recategorisation board either in writing or via a 
face-to-face interview before the board meeting. 

Resettlement pathways 

2.153 The drug strategy policy should include alcohol services and be updated in light of 
implementation of the integrated drug treatment system. (9.67) 
 
Achieved. The drug strategy had been reviewed and updated in March 2011. There was a 
separate drugs and alcohol policy for March 2011 to March 2012. 

2.154 CARAT staff should be co-located with the clinical team and provide a fully integrated 
service to prisoners under the integrated drug treatment system. (9.68) 
 
Achieved. Some of the CARAT team were co-located with the clinical team and had 
integrated well with IDTS team (see also paragraph 2.56). 

2.155 A peer support scheme should be developed to offer additional support to prisoners 
who have completed the short duration programme. (9.69) 
 
Achieved. Prisoners were offered group work packages delivered by the CARAT and IDTS 
teams. These included harm reduction, healthy lifestyles and individual needs. One-to-one 
work was also offered. 

2.156 The prison, in partnership with the local drug and alcohol action team, should further 
develop alcohol services. (9.70) 
 
Achieved. Prisoners were screened for alcohol issues during the reception process and 
offered support through the CARAT team. Support systems included alcohol awareness 
groups and sessions run by Alcoholics Anonymous. 

2.157 Voluntary and compliance drug testing compacts should be clearly differentiated. (9.71) 
 
Achieved. Voluntary and compliance testing compacts were separated. Information explaining 
the difference between voluntary and compliance testing for those on incentive-based drug 
testing was available. 
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2.158 Voluntary drug testing should be carried out by two officers. (9.72) 
 
Not achieved. Voluntary drug testing was still conducted by one officer, owing to staff 
shortages. 
We repeat the recommendation. 

2.159 Prisoners should not have to wear bibs in the visits rooms. (9.86) 
 
Achieved. It was no longer a requirement for prisoners to wear a tabard during domestic visits; 
they wore an identification badge instead.  

2.160 Closed visits should be authorised only when there is a significant risk justified by 
security intelligence, not just a single drug dog indication. (9.87) 
 
Not achieved. Although the governor had instructed staff that closed visits should not be 
imposed for a drug dog indication without further supporting information, we were told that the 
visitor would have to leave or accept a closed visit for a single drug dog indication, with no 
further security intelligence. The visits policy also stated that the session would be limited to 
one hour instead of two.  
We repeat the recommendation. 

2.161 The number of visits sessions should be increased to mitigate the reduction in capacity. 
(9.88) 
 
Achieved. The new visits hall had halved the visits capacity. An additional session had been 
added on the weekend, providing a small number of extra slots. While this did not replace the 
all the places lost, we found no evidence of problems in accessing visits.  

2.162 The number of Rule 45 prisoners allowed to have visits at one time should be extended 
according to need. (9.89) 
 
Not achieved. There had been no change to the number of visit slots available to prisoners on 
Rule 45 (segregation for own protection). There were seats for only four Rule 45 prisoners in 
each session, even if other seats were unoccupied. This number was not increased with 
increased demand. 
We repeat the recommendation. 

2.163 Relationship counselling between prisoners and their families should be provided. 
(9.90) 
 
Not achieved. It had proved difficult to source an agency to provide general relationship 
counselling, so the gap we had identified at the time of the previous inspection remained. 
However, some interventions within the children and families pathway included a focus on 
improving relationships within families – for example, the Fathers Inside and Family Man 
programmes. There were also plans to introduce more projects to support contact with 
children, including a homework club.  
We repeat the recommendation. 

2.164 Families should be invited to attend case reviews. (9.97) 
 
No longer relevant. Case reviews formed an integral part of offending behaviour 
programmes, to assess progress and identify the next steps. The establishment had previously 
run two such programmes but, following a regional review, these resources had been 
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reallocated to other establishments. Therefore, involvement in case reviews was no longer 
applicable.  

2.165 Interventions to address domestic violence should be introduced. (9.98) 
 
Not achieved. Despite ongoing needs, there was no specific intervention targeting domestic 
violence perpetrators. At the time of the inspection, the OMU was exploring available resource 
packs, to establish whether their introduction was feasible.  
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 NOMS 

3.1 Offender managers should be better engaged and have more regular contact with prisoners. 
(2.144) 

3.2 Indeterminate sentenced prisoners should be transferred to suitable training prisons as soon 
as possible after sentence. (2.145) 

Recommendations                  To the governor 

Courts, escorts and transfers 

3.3 Efforts should be made to ensure prisoners feel secure on escort vans. (2.7) 

First days in custody 

3.4 The first night strategy should ensure that all new arrivals are held in dedicated first night 
accommodation with well prepared cells and that all prisoners new to custody are well 
supported during their first days in the prison, with regular checks on their well being. (2.1) 

3.5 All new arrivals should be able to shower before they are locked up and this should be 
recorded. (2.11) 

3.6 Interpreting services should be used with all prisoners who do not speak English or speak it 
well. (2.12) 

Residential units 

3.7 Unconvicted prisoners should not be required to share cells with convicted prisoners. (2.16) 

3.8 Safeguards should be put in place to ensure that young adults are not put at risk in their 
allocated accommodation. (2.17) 

3.9 Prisoners should not have to eat meals in cells with toilets. (2.20) 

3.10 Arrangements for inter-prison telephone calls should be widely advertised to all prisoners and 
staff should be reminded of this facility. (2.23) 

3.11 All prisoners should be able to shower daily and in appropriate privacy. (2.25) 

3.12 Each wing should have adequate laundry facilities, in good working order. (2.27) 
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3.13 Prisoners should have access to sufficient clean suitable clothing, towels and sheets every 
week. (2.29) 

3.14 All prisoners should be provided with a pillow. (2.30) 

Staff–prisoner relationships 

3.15 Prisoners should be addressed by their preferred name. (2.31) 

3.16 A prisoner council led by a senior manager should be established, with agreed terms of 
reference and a standard agenda covering all important areas. (2.32) 

Personal officers  

3.17 The key worker scheme should be reviewed in conjunction with the resettlement department to 
ensure an appropriate participation and fit with offender management arrangements. (2.2) 

3.18 All key workers/personal officers should receive specific training about the scheme and what is 
required of them, including examples of effective interviews and wing file entries. (2.33) 

3.19 Senior officers should ensure that all key workers/personal officers make regular good quality 
entries in wing files, which should include resettlement issues, any relevant family matters and 
progress with identified resettlement targets. (2.34) 

Bullying and violence reduction 

3.20 Staff should receive training in their role in the violence reduction strategy and be more active 
in challenging bullying and other anti-social behaviours. (2.39) 

3.21 All vulnerable prisoners should be accommodated in an area of the prison that provides a 
suitable and equitable regime. (2.41) 

Self-harm and suicide 

3.22 Indicators of violence, including assaults, fights, unexplained injuries, use of force and 
prisoners seeking protection, should be collected regularly, monitored and analysed at safer 
custody meetings, used to inform the violence reduction strategy and appropriate action taken. 
(2.3) 

3.23 Assessment, care in custody and teamwork procedures should be improved, with a particular 
focus on the involvement of other disciplines, including health care professionals, and having a 
consistent case manager to chair reviews. (2.5) 

3.24 The suicide prevention coordinator should be a full time role and not subject to redeployment. 
(2.43) 

Legal rights 

3.25 Trained legal services officers should be in post and their services actively promoted. (2.50) 
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Faith and religious activity 

3.26 Access to a minister for Muslim prisoners should be increased to meet the needs of the 
population for worship. (2.52) 

3.27 A more suitable multi-faith room should be provided. (2.53) 

Diversity 

3.28 There should be a diversity strategy that addresses all aspects of diversity, including race 
equality, nationality, disability, age, religion, gender (including transgender/transsexual issues) 
and sexual orientation, and activities under each strand should be coordinated by the REDAT 
committee. (2.58) 

Diversity: race equality 

3.29 The REDAT meeting should be attended by the committee chair and include all functional 
managers, as well as the catering, education and health care managers. (2.59) 

3.30 The race equality action plan should be reviewed and updated at each REDAT meeting. (2.60) 

3.31 Photographs of prisoner race equality representatives should be displayed on all wings, 
alongside details of how to contact them and the social inclusion manager. (2.62) 

3.32 Monitoring of equality of treatment by ethnicity should be extended to include areas identified 
by the prison as of particular interest based on consultation with black and minority ethnic 
prisoners and, where possible, include data related to each racial group. (2.63) 

Diversity: foreign nationals 

3.33 There should be a regular multidisciplinary forum where the needs and related issues of 
foreign national prisoners are addressed. (2.67) 

3.34 Prisoners should have access to accredited independent immigration advice and support 
agencies. (2.71) 

Diversity: disability and older prisoners 

3.35 The disability liaison officer should be given enough officially allocated time to carry out his 
duties effectively. (2.73) 

3.36 There should be a central register of prisoners with disabilities accessible to all staff. (2.74) 

3.37 There should be effective liaison between the custodial care team and the health care 
department, to ensure that information is shared about the identification and care of prisoners 
with disabilities. (2.75) 

3.38 Personal emergency evacuation records should be transferred with the prisoner when moving 
between residential units. (2.78) 
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3.39 All new arrivals with disabilities should be seen by a member of staff to ascertain specific 
needs and a care plan should be drawn up, placed on wing files and regularly reviewed. (2.79) 

3.40 Adaptations should be made to the prison to allow access to all areas of the prison and its 
regime by all prisoners and residential facilities for prisoners with disabilities improved. (2.80) 

3.41 The chairlifts on D wing should be repaired and measures taken to ensure continuity of 
operation. (2.81) 

3.42 All staff should receive disability awareness training. (2.82) 

3.43 There should be monitoring of equality of treatment by disability, either within a dedicated 
multidisciplinary forum or the REDAT, and appropriate action taken to rectify any inequalities. 
(2.83) 

3.44 Prisoners unable to work due to a disability should be unlocked during the day. (2.85) 

Diversity: gender and sexual orientation 

3.45 A strategy/policy should be developed to promote and support the needs of homosexual/gay 
and bisexual prisoners, including access to appropriate external support networks. (2.87) 

Health services 

3.46 Emergency defibrillators should be checked and records maintained daily. (2.90) 

3.47 Prisoners should be provided with a dedicated health care forum. (2.91) 

3.48 Additional patient group directions should be introduced to enable supply of more potent 
medication by the pharmacist and/or nurse to avoid unnecessary consultations with the doctor. 
A copy of the original signed patient group directions should be present in the pharmacy and 
read and signed by all relevant staff. (2.94) 

3.49 Lockable cupboards for storing medication should be provided in cells for patients as required. 
(2.97) 

3.50 All in-patient beds should be removed from the list of certified normal accommodation. (2.102) 

Time out of cell 

3.51 All prisoners should spend at least 10 hours out of their cell on weekdays. (2.105) 

3.52 All prisoners should have the opportunity for one hour’s evening association. (2.108) 

3.53 All prisoners should have the opportunity for at least one hour’s exercise in the open air every 
day. (2.110) 

3.54 Prisoners should be provided with suitable warm and weatherproof clothing to allow them time 
in the open air when it is cold and wet. (2.111) 

3.55 The D wing exercise yard environment should be improved. (2.112) 
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Learning and skills and work activities 

3.56 Sufficient activity places should be provided to allow all prisoners access to work and 
education and to improve the time they are able to spend out of cell. (2.6) 

3.57 The number of vocational training places should be increased. (2.113) 

3.58 The quality of teaching and learning should be improved across the curriculum. (2.115) 

3.59 Individual learning plans should be used more effectively to set realistic and meaningful targets 
and review learners’ progress. (2.116) 

3.60 Assessment and support for learners with specific learning difficulties should be provided. 
(2.117) 

3.61 Additional peer mentor support for learners should be provided. (2.118) 

3.62 Library opening times should be increased to improve access, and access facilitated for 
prisoners with mobility difficulties. (2.119) 

Physical education and health promotion 

3.63 The condition of the outside sports facility should be improved to allow a wider range of 
sporting activities to be run. (2.122) 

3.64 Healthy lifestyle programmes should be offered to all prisoners. (2.123) 

3.65 Programmes to meet the specific needs of identified groups, such as older prisoners and 
prisoners with disabilities, should be offered. (2.124) 

Discipline 

3.66 Adjudication standardisation meetings should carry out quality assurance of adjudications and 
review the tariff of punishments regularly to ensure they are appropriate. (2.128) 

3.67 Segregation review boards should include members of the Independent Monitoring Board. 
(2.132) 

3.68 Personal officers/wing staff should retain contact with prisoners located in the segregation unit 
and attend review boards. (2.133) 

Prison shop 

3.69 Prisoners should not be charged an administration/delivery fee for catalogue shopping. (2.142) 

Strategic management of resettlement 

3.70 Prisoners identified as suitable for sex offender treatment programmes should transfer to 
suitable prisons without delay. (2.143) 
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Offender management and planning 

3.71 Offender supervisors should not be redeployed from their work in the offender management 
unit. (2.147) 

3.72 Prison officer offender supervisors should receive training in the assessment and management 
of risk of harm. (2.148) 

3.73 OASys plans and reviews should be up to date in all cases. (2.149) 

3.74 Prisoners should be invited to contribute to the recategorisation board either in writing or via a 
face-to-face interview before the board meeting. (2.152) 

Resettlement pathways 

3.75 Voluntary drug testing should be carried out by two officers. (2.158) 

3.76 Closed visits should be authorised only when there is a significant risk justified by security 
intelligence, not just a single drug dog indication. (2.160) 

3.77 The number of Rule 45 prisoners allowed to have visits at one time should be extended 
according to need. (2.162) 

3.78 Relationship counselling between prisoners and their families should be provided. (2.163) 

3.79 Interventions to address domestic violence should be introduced. (2.165) 
 

Housekeeping points 

First days in custody 

3.80 The graffiti in the holding rooms in reception should be removed. (2.9) 

Self-harm and suicide 

3.81 All unexplained injuries should be reported to the safer custody department. (2.4) 

Diversity: race equality 

3.82 Photographs of the prisoners should be added to the list of those with a history of racist 
activity. (2.66) 

Diversity: disability and older prisoners 

3.83 There should be a system implemented to ensure that the centrally held database of prisoners 
with disabilities is maintained. (2.76) 
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Discipline 

3.84 Prisoners in the segregation unit assessed as suitable for use of a radio should be offered one 
and it should be provided immediately. (2.136) 
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Appendix I: Inspection team 
 
Andrew Rooke  Team leader 
Sandra Fieldhouse Inspector 
Paul Rowlands  Inspector 
Karen Dillon  Inspector 
Bridget McEvilly  Health care Inspector 
Julia Horsman  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 10 271 53.2 
Recall 1 34 6.6 
Convicted unsentenced 7     85 17.4 
Remand 9 105 21.6 
Civil prisoners 0 0 0 
Detainees  0 2 0.4 
Other 0 4 0.8 
Total 27 501 100 

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

Unsentenced 16 196 40.4 
Less than 6 months 3 69 13.6 
6 months to less than 12 months 0 28 5.3 
12 months to less than 2 years 4 51 10.4 
2 years to less than 3 years 2 39 7.7 
3 years to less than 4 years 0 24 4.5 
4 years to less than 10 years 1 70 13.4 
10 years and over (not life) 0 15 2.8 
ISPP/Life 1 9 1.9 
Total 27 501 100 

 
Age Number of prisoners % 

Minimum age: 25   
21 years to 29 years 201 38.1 
30 years to 39 years 146 27.7 
40 years to 49 years 95 18.0 
50 years to 59 years 40 7.6 
60 years to 69 years 12 2.3 
70 plus years 7 1.3 
Under 21 27 5.1 
maximum age: 76   
Total 528 100 

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

British 24 476 89.1 
Foreign nationals 2 37 7.4 
Not stated 1 18 3.5 
Total 27 501 100 
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Security category 18–20-year olds 21 and over % 

Category B  19 3.6 
Category C  251 47.5 
Category D  7 1.3` 
Unclassified 19 221 45.5 
Unsentenced 1 3 0.8 
YOI Closed 7 0 1.3 
Total 27 501 100 

 
 

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

Baptist 0 1 0.2 
Buddhist 1 11 2.3 
Church of England 4 110 21.6 
Hindu 0 0 0 
Jewish 0 0 0 
Muslim 0 16 3.0 
No religion 13 229 45.8 
Not stated 3 17 3.8 
Other Christian denominations 3 58 11.6 
Roman Catholic 3 55 11 
Sikh 0 0 0 
Other 0 4 0.8 
Total 27 501 100.6 

 
 

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

Asian or Asian British    
Bangladeshi    
Indian 0 1 0.2 
Other 0 4 0.8 
Pakistani    
Total 0 5 1 
    
Black or black British    
     African   0 7 1.3 
     Caribbean 0 5 1 
     Other black 0 7 1.3 
Total 0 19 3.6 
    
Chinese or other ethnic group    
     Chinese 1 0 0.2 
Total 1 0 0.2 
    
Mixed    
     African 0 0  
     Asian 0 1 0.2 
     Caribbean 0 3 0.6 
     Other mixed 0 1 0.2 
Total 0 5 1 
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Not stated, code missing 1 15 3 
Total 1 15 3 
    
White    
     British 24 440 87.9 
     Irish 0 1 0.2 
     Other white 1 16 3.2 

Total 25 457 91.3 
Total 27 501 100.1 

 
Sentenced prisoners only  

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

 Number % Number % 
1 month to 3 months 2 0.4 99 18.8 
1 year to 2 years 0 0 6 1.1 
2 years to 4 years 0 0 0 0 
3 months to 6 months 2 0.4 50 9.5 
4 years or more 0 0 0 0 
6 months to 1 year 2 0.4 26 4.9 
Less than 1 month 5 0.9 124 23.5 
Total 11 2.1 305 57.8 

 
Unsentenced prisoners only  

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

 Number % Number % 
1 month to 3 months 4 0.8 47 8.9 
1 year to 2 years 0 0 4 0.8 
2 years to 4 years 0 0 0 0 
3 months to 6 months 2 0.4 43 8.1 
4 years or more 0 0 0 0 
6 months to 1 year 3 0.6 27 5.1 
Less than 1 month 7 1.3 75 14.2 
Total 16 3 196 37.1 

 
 

 


