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Introduction  
Wetherby young offenders’ institution is a dedicated centre for sentenced and unsentenced 
young men aged 15 to 18. At the time of this full announced inspection, it was undergoing 
extensive and disruptive building work. One entire unit had been closed for refurbishment, 
which had led to crowding and pressures on the regime elsewhere in the establishment. 
Nevertheless, Wetherby had sustained many of the improvements that we previously 
commended and was performing reasonably well in most areas. 
 
Wetherby was an essentially safe place. Early days in custody were satisfactorily managed, 
although we repeat our previous criticism of the routine strip searching of young people on 
arrival. Safeguarding arrangements were generally effective, although both child protection 
and anti-bullying procedures were inadequate. There was a confusing array of overlapping risk 
management systems and these needed to be drawn together into a single care plan. Young 
people at risk of self-harm were generally well cared for and those requiring detoxification 
received support. Use of force was relatively high and there was an over-reliance on 
adjudications, but the separation and care unit (SCU) was not overused. 
 
Relationships between staff and young people were generally characterised by mutual respect, 
but would be enhanced by further development of the role of the residential support officer 
(RSO). Accommodation was generally clean and well maintained, but Anson unit had been 
closed for refurbishment and its residents had been crowded into other parts of the 
establishment. Some of the cells in which young people were doubled were not fit for purpose. 
Young people did not have daily access to showers. Race equality work was well managed, 
but the wider diversity agenda was less well developed. There was limited provision for the 
small number of foreign nationals, and a lack of translation and interpretation services. 
Healthcare was good.  
 
The majority of young people were able to access education or vocational training, but not all 
were occupied full time and there was over-reporting of time spent out of cell. The curriculum 
was varied and supported by some innovative community projects. Attendance and behaviour 
in education were good, although punctuality was poor. Access to the library was restricted, 
but physical education provision was good.  
 
Resettlement was generally well managed. Reintegration planning was effective and 
underpinned by good training planning, although not all appropriate departments were 
involved. There was some innovative use of release on temporary licence. There were good 
services to address substance misuse. However, pre-release work and support for contact with 
family and friends were poor.  
 
Despite extensive building work that had resulted in crowding and pressure on the regime, 
Wetherby remained a reasonably safe, respectful and purposeful place, with a commendably 
positive and child-centred approach, focused on reintegrating young people back into society. 
Inevitably, there were areas that require further improvement, but, once the current 
refurbishment and expansion works are completed, Wetherby should be able to tackle these 
effectively. 

 
 
 
Anne Owers       October 2008  
HM Chief Inspector of Prisons 
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Fact page  
Task of the establishment  
HMYOI Wetherby holds sentenced and unsentenced juveniles.  
 
Area organisation  
Yorkshire and Humberside 
 
Number held 
310 
 
Certified normal accommodation 
310 
 
Operational capacity 
320 
 
Last inspection 
6–9 March 2007 (Unannounced) 
 
Brief history 
A former naval base, HMYOI Wetherby was introduced into the Prison Service in 1958 as a Borstal. 
Since that time, there have been many changes in its role, from an open youth custody centre to a 
closed youth custody centre, to its current role as a dedicated male under-18 centre accommodating 
320 juvenile offenders aged between 15 and 18 years. 
 
HMYOI Wetherby comprises two brick-built units that were built in the 1970s and four ‘quick build’ 
ready-to-use units that were erected in 1997. The establishment is undergoing further redevelopment, 
as a new 48-bed ‘high-dependency’ unit is planned for completion in October 2008, and also an 
additional construction barn workshop facility for the teaching of construction skills.  
 
Description of residential units 
All living accommodation was in single occupancy cells, although 20 cells were being used for 
temporary double occupancy. The living accommodation was split into six living units, housing 60 young 
people on each: 
 

• Anson unit: Brick-built, comprising three landings. This unit was temporarily closed for rewiring. 
 

• Benbow unit: Brick-built, built around a quadrangle on two levels. Benbow unit offered first 
night in custody accommodation. 

 
• Collingwood/Drake and Exmouth/Frobisher units: Quick-build design, comprising two landings.  
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Healthy prison summary  

Introduction  

HP1 All inspection reports carry a summary of the conditions and treatment of prisoners, 
based on the four tests of a healthy prison that were first introduced in this 
inspectorate’s thematic review Suicide is everyone’s concern, published in 1999.  
The criteria are:  
 
Safety   prisoners, even the most vulnerable, are held safely 
 
Respect   prisoners are treated with respect for their human dignity 

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

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

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

Safety 

HP3 Young people were treated well on arrival and were properly assessed and helped to 
feel safe on their first night, although there were problems with late arrivals and some 
missing information. Routine strip searching and a poorly equipped initial holding 
room marred an otherwise child-centred experience. Induction was informative. 
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Safeguarding arrangements worked well, but aspects of child protection required 
development. Staff were alert to bullying, but there were insufficient measures to 
address bullying behaviour and care for victims. Good efforts had been made to 
introduce individual care planning, but there were too many uncoordinated systems, 
and staff required better training to consolidate these different approaches. The use 
of force was high and formal disciplinary procedures over-used. Although the 
environment had improved, the separation and care unit (SCU) did not provide the 
individual care needed to address problematic behaviour. Young people undergoing 
detoxification were well cared for. The establishment was performing reasonably well 
against this healthy prison test.  

HP4 There were serious problems associated with late arrivals, with some admissions 
taking place after midnight. There had been improvements in the provision of 
information about new arrivals following the introduction of an electronic system, 
although some young people still arrived without essential information. Reception 
staff followed this up efficiently when this happened. Reception was closed at 
lunchtime, and young people were held in vans unnecessarily if they arrived during 
this period.  

HP5 Reception procedures were carried out efficiently and staff were helpful and friendly. 
All new arrivals were routinely strip searched without any form of risk assessment. 
The reception was mostly clean and tidy, but the condition of the main holding room 
was poor. Little information was available to new arrivals in reception and there was 
little to occupy them. 

HP6 The majority of young people said that they felt safe on their first night. New arrivals 
had an unhurried individual interview with first night staff, and peer support was 
available. However, those who arrived very late had less time to be helped to settle in 
and some were not given the opportunity to have a shower or make a telephone call 
before they were locked up on their first night. Vulnerability assessments and recently 
introduced behaviour support plans were not completed consistently and it was not 
clear how the two were intended to complement one another. 

HP7 The induction programme was comprehensive and young people were generally 
content that the induction process informed them about what they needed to know. 
The written induction information pack was not kept up to date. Young people who 
required translation or interpreting services were not well served during their early 
days in custody.  

HP8 Attendance at the safeguarding children strategy committee meetings was generally 
good, but there was no representation from the Local Safeguarding Children Board. 
All safeguarding areas were considered, with the exception of injuries and public 
protection. Relevant reports were presented with a full range of data and very good 
analysis. Reports were properly interrogated by the committee and appropriate action 
points agreed. The weekly safeguards meetings provided a good multidisciplinary 
forum to discuss individual young people. The meetings were well attended and the 
quality of discussion was good. There was an evident commitment to provide well 
planned individual care, but there were many different systems for making 
assessments and drawing up care plans, and they were not coordinated.  

HP9 Not all staff had been cleared by the Criminal Records Bureau, and some staff in key 
positions had not been trained in child protection. The majority of child protection 
referrals came from young people themselves – few arose from staff concerns. The 
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internal filtering of referrals relating to allegations against staff was inappropriate. All 
investigations that were carried out externally were carried out by the police to 
ascertain whether there was any evidence to support a prosecution rather than a 
need to protect the child. Almost none proceeded and no strategy meetings had been 
held in the previous two years. They were not followed up by internal investigation. 
Social work support was under-resourced and well below the suggested allocation for 
the number of children held at the establishment.  

HP10 There was very little serious self-harm. There were some frailties in the management 
of the formal self-harm monitoring system. Initial assessments were generally good, 
and the quality of care maps and reviews was variable. Care maps did not always 
ensure accountability and there was insufficient coordination of care across 
disciplines. Reviews were rarely multidisciplinary and there was a particular problem 
maintaining consistency of case managers. However, young people at risk of self-
harm were generally well cared for. 

HP11 The management of anti-bullying was reasonable and there was good information for 
young people who were worried about bullying. Recommendations from the most 
recent anti-bullying survey had not been incorporated into the current anti-bullying 
policy and there was some inconsistency in the way that staff implemented the 
procedures. Good monitoring of bullying data by the safeguards committee had 
highlighted a rise in reported incidents. Bullies and victims were referred to the weekly 
safeguards meetings for multidisciplinary discussion and some, but not all, were 
referred for individual interventions. The psychology department had undertaken 
some good consultation work with victims to improve support for them.  

HP12 The management of security information was reasonable and dynamic security was 
good. Young people were routinely strip searched as part of certain procedures, 
without a risk assessment or consideration of welfare concerns. The system of direct 
incident reports was a useful method of managing low level misbehaviour, but it was 
applied inconsistently. There was no use of mediation or restorative justice as 
alternatives to formal sanctions, and adjudications were overly used. Adjudication 
proceedings were carried out in an age-appropriate environment, usually on the units, 
but some procedural aspects were still beyond the grasp of children and young 
people.  

HP13 The use of force appeared high and, although it was most frequently used to stop 
fighting, approximately 20% of all use of force was for non-compliance with staff 
instructions, which was inappropriate. Almost 10% of all use of force incidents were 
planned removals, but none were video-recorded. There was a quality assurance 
system and good data collection and analysis relating to the use of force, overseen by 
the safeguards committee, but insufficient work was done to identify patterns and 
trends.  

HP14 The separation and care unit (SCU) was not overly used. It had been redecorated 
and was clean, but was not an appropriate location in which to hold young people. 
Young people reported feeling safe and being well looked after, but they did not have 
individual care plans, despite having been located there for problematic behaviour. 
The special cell was rarely used, other than as a temporary calm-down facility, but 
governance arrangements for its use were inadequate, as was record keeping in 
general in the unit. 
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HP15 Young people received a high level of support while undergoing detoxification, 
although clinical management protocols were not sufficiently comprehensive and 
prescribing options were not sufficiently flexible. Mandatory drug testing (MDT) 
procedures included strip searching all children and young people, which was 
inappropriate. 

Respect 

HP16 Relationships between staff and young people were generally respectful, but the role 
of the residential support officer (RSO) was underdeveloped. The residential units 
held too many young people and some shared unsuitable single cells. Despite 
extensive building work around the establishment, cells and communal areas were 
generally clean and reasonably well maintained. Most young people dined out daily, 
but could not shower every day. The rewards and sanctions scheme generally 
worked well, but the complaints system was inadequate. Race equality work was well 
managed, but diversity was underdeveloped and the needs of foreign nationals were 
not well met. The establishment had recruited part-time equalities champions from the 
local community. Chaplains supported young people well. Healthcare was good. The 
establishment was performing reasonably well against this healthy prison test. 

HP17 The residential units were too large – they held up to 60 young people – and staff 
considered it necessary to unlock in phases. Consequently, only half of the population 
were allowed out of their cells to associate, take a shower and make telephone calls 
to their families at any one time, which meant that young people had access to such 
opportunities only on every other day. The closure of one of the residential units had 
resulted in some young people sharing single cells which were not fit for sharing. The 
quality of cell sharing risk assessments was adequate, but they were not reviewed 
frequently enough. Cell call bells were not answered sufficiently promptly. Despite 
extensive building work around the establishment, cells and communal areas were 
generally clean and reasonably well maintained. Young people were not allowed to 
wear their own clothes, and prison-issue clothing and laundry facilities were 
inadequate. Consultative meetings were conducted well and young people’s views 
were acted on. 

HP18 Young people understood how the rewards and sanctions scheme operated, 
considered it fair and most were motivated by the different incentives. At the time of 
the inspection, the enhanced unit, Anson unit, was closed for essential maintenance, 
but young people on the highest level of the rewards and sanctions scheme 
continued to receive sufficient incentives, despite being located on various units. Staff 
were supportive of young people on the lowest level of the scheme and very few 
remained there for more than one or two weeks. However, young people on the 
lowest level of the scheme were required to eat their meals in-cell, and were deprived 
of the opportunity to take part in family days. 

HP19 Relationships between staff and young people were generally good and there were 
good examples of residential staff contact with families. There was little use of first 
names, but staff demonstrated good knowledge of the young people in their care. 
Informal interaction was mostly relaxed and unit staff were helpful when approached 
by young people. There were some good examples of positive reinforcement – for 
example, the ‘trainee of the month’ awards. 
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HP20 All young people were allocated a residential support officer (RSO), who maintained 
regular contact with them. Good records of contact were maintained. A change of cell 
resulted in a change of RSO, which hampered consistency. RSOs rarely attended 
important meetings relating to the care of the young people they were responsible for. 
Case workers also had a role in supporting individual young people, but there was no 
coordination between the two roles. A recently introduced information-sharing 
protocol was beginning to bring about improvements. 

HP21 Good standards of hygiene were maintained in the kitchen and serveries. The 
majority of young people dined out for all meals. There was sufficient choice in the 
menus, except for vegetarians, but young people from black and minority ethnic 
groups reported significantly less favourably than their white counterparts about the 
quality of the food. Portions were generally adequate, although young people said 
that the lunchtime sandwich meal was inadequate. There were good arrangements to 
consult with young people about the food. Healthy options were available and a 
dietician had been consulted. The majority of young people received a good service 
through the prison shop, although young people from black and minority ethnic 
groups did not feel that it sold a sufficient range to meet their needs. 

HP22 The diversity team was well publicised across the establishment, but diversity 
arrangements were relatively underdeveloped. A disability questionnaire for new 
arrivals had been developed, but was not always used. There were no events to 
celebrate diversity, although there were good information displays around the 
establishment. The establishment had recruited part-time equalities champions from 
the local community. Race equality work was managed effectively through the well 
attended race equality action team meeting, with appropriate attention to ethnic 
monitoring. Good use was made of young people as race relations representatives, 
and they attended meetings and were well supported in their role. The race equality 
officer managed investigations of reports of racist incidents adequately, but there was 
insufficient analysis of trends. 

HP23 There were no specific forums for supporting young people who were foreign 
nationals and few had contact with the foreign nationals coordinator. Interpreting 
services were rarely utilised for non-English-speaking young people and not much 
local information was translated, which meant that some important assessments were 
not completed owing to language barriers. The UK Border Agency provided advice, 
and new links had been made with the Refugee Council Children’s Panel. However, 
some young people had been detained solely on an immigration warrant beyond their 
sentence.  

HP24 Young people received good support from the advocacy service, but did not report 
positively in our survey on knowing how to make a complaint. Nevertheless, they 
thought that complaints were dealt with fairly and we came across examples to 
confirm this. Responses to complaints were timely, but varied in quality and there was 
no quality assurance system. There were examples of complaints being upheld and 
appropriate remedial action taken. The senior management team monitored a range 
of data which identified patterns and trends in complaints each month.  

HP25 Due to building work, the chapel was unavailable for use and the visits hall was used 
for worship. Despite this, the chaplaincy team continued to deliver the full range of 
classes and services. The chaplaincy was well publicised and played a central role in 
the establishment, contributing to most of the policy committees and attending 
multidisciplinary reviews for individual young people when possible. Chaplains offered 
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an impressive portfolio of activities, which were well attended. Major religious festivals 
were celebrated and such events were well attended by young people, staff and the 
full chaplaincy team.  

HP26 Healthcare was well integrated within the establishment and had strong links with 
Leeds Primary Care Trust. Health services staff interacted well with young people and 
offered good child-centred care. Primary care was good, with a wide range of nurse-
led clinics, and access, which had previously been poor, had significantly improved. 
The multidisciplinary in-reach services were very good and included child and 
adolescent mental health specialists, but primary mental health care was 
underdeveloped. A small number of staff had benefited from mental health awareness 
training delivered by the in-reach team. The healthcare department was in a poor 
state of repair and decoration and was not a good environment for inpatients. The 
regime for inpatients was poor when there were no discipline staff to support health 
services staff. The waiting room was not well set out and offered little to occupy 
young people while they waited. Health promotion was good. Dental provision was 
inadequate and limited to emergency treatment. The pharmacy was good, but offered 
too few direct consultations. 

Purposeful activity 

HP27 The majority of young people were able to access education or vocational training, 
but not all were occupied full time and a small number were unemployed. The 
curriculum was broad and enhanced by innovative community projects. Most young 
people achieved a qualification, and levels were improving.  Behaviour was good. The 
library was a good resource, but access was poor. PE provision was reasonable, as 
was access. Time out of cell was over-reported and some young people spent too 
long locked in their cells. Exercise was provided only at weekends. The establishment 
was performing reasonably well against this healthy prison test. 

HP28 Useful assessments were carried out as part of young people’s induction, and activity 
allocation procedures were efficient, although there were too few places to ensure 
that all young people were purposefully occupied in full-time activity every day. There 
were delays in completing security clearance, preventing young people from 
commencing vocational programmes or employment quickly. 

HP29 Attendance at education was generally good, although there had been some 
problems with regard to classes in construction, which were too often cancelled. This 
had recently improved, as cover for absent teachers had been agreed. Punctuality 
was poor, as young people were invariably taken to their classes late and were 
sometimes collected earlier than scheduled. 

HP30 The curriculum was varied and sufficiently balanced, and was supplemented by some 
innovative community projects. Young people on short sentences were well catered 
for. However, young people serving longer sentences were not so well served, and 
about 30 young people were engaged in full-time work on the residential units, having 
completed the qualifications that were available to them. The specific needs of 
children under school leaving age were not being met.  

HP31 Teaching and learning were generally satisfactory, and sometimes good, and the 
standard of work produced by young people was good. Young people’s achievements 
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were celebrated well through the award of prizes and certificates for good work and 
behaviour. Young people behaved well and were well supported by learning support 
assistants. There was additional specialist support for young people who struggled to 
cope in mainstream classes, and there were facilities to work with young people 
whose behaviour had deteriorated in class, rather than exclude them and send them 
back to their units. Very few young people refused to attend education. 

HP32 Most young people achieved a qualification in literacy and numeracy during their stay 
and there had been some success in gaining accreditation at higher levels, although 
few had achieved accreditation in construction in the previous 12 months. 

HP33 Time out of cell was over-reported, but, on average, most young people spent a little 
under 10 hours out of their cells on weekdays and less at weekends. However, a 
minority of young people could spend up to 21 hours a day locked up on some days. 
Regime activity was often curtailed by a failure to carry out movements to and from 
activities within the published times. None of the young people had daily access to 
association, but association periods were relaxed and safe and there was evidence of 
positive engagement between staff and young people. Association areas were 
appropriately equipped with a range of suitable activities. Exercise was only 
scheduled at weekends and the exercise yards did not offer suitable recreational 
facilities. 

HP34 The library was well stocked and had a pleasant environment, and access for young 
people in education classes was good. However, it was not open in the evenings or at 
weekends.   

HP35 Access to physical education (PE) was satisfactory, but attendance varied, being 
good for recreational PE and poor for core PE. There had been some success in 
enabling young people to gain qualifications in a wide range of sports and activities, 
and good use was made of release on temporary licence to provide young people 
with activities in the community. Facilities were of generally good quality, although 
there was limited space available and the showers were in a poor state.  

Resettlement 

HP36 The resettlement policy committee was well established and functioned reasonably 
well, but only a limited amount of needs analysis work had been carried out. 
Reintegration planning was effective, underpinned by good training planning 
arrangements and a well organised casework team. There was insufficient 
involvement from relevant departments, RSOs and families in the training planning 
process. Release on temporary licence was used to good effect for a small number of 
young people. Pre-release advice had insufficient specialist input. Aspects of contact 
with family and friends were inadequate. The young people’s substance misuse 
service (YPSMS) was effective. Public protection work was well managed. The 
establishment was performing reasonably well against this healthy prison test.  

HP37 There was an up-to-date and comprehensive resettlement policy, although it lacked 
timescales and targets against which progress could be measured. The resettlement 
committee functioned well, with wide internal representation. Good community links 
had been established, especially with youth offending teams, but there was no 
community representation on the resettlement committee. A small number of young 
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people had benefitted from good quality training placements in the community, using 
release on temporary licence. 

HP38 Young people serving indeterminate sentences were well supported and all were 
given individual psychology support and input from trained lifer officers. There was a 
wide range of non-accredited offending behaviour programmes. The only accredited 
offending behaviour programme for juveniles – juvenile estate thinking skills – was 
also delivered, and the majority of young people convicted of a sexual offence 
received specialist input. Public protection work was well managed.  

HP39 Careers advice was provided by establishment guidance staff, but Connexions 
support was inadequate, and in our survey only a quarter of young people reported 
having a Connexions adviser. There was a pre-release course, but there was no 
specialist input to give advice on housing, money and debt management, and the pre-
release course was under-review. However, in our survey only 24% of young people 
said that there was still something they needed help with before they were released, 
which was significantly better than the 41% comparator. 

HP40 Reintegration planning was carried out efficiently through a well-organised training 
planning process. Case workers took the lead on the coordination and management 
of training planning arrangements. Meetings were conducted well, with good 
engagement of young people, but the targets set were insufficiently focused on 
individual needs. The case workers made good efforts to consult with young people 
and other departments in advance. To some extent, this mitigated the deficits arising 
from poor attendance and involvement in the process by relevant departments in the 
establishment. Attendance by families was also poor, as was attendance at reviews 
overall. Young people on remand were well managed and given appropriate bail 
information and support through a similar planning process. 

HP41 The YPSMS worked jointly with other providers to coordinate young people’s care 
and offered age-appropriate interventions on a one-to-one and a group work basis. 
Smoking cessation support was good. The establishment did not have a substance 
misuse lead nurse. Drug and alcohol availability was low, with an MDT rate of 0.8% 
recorded for the year ending April 2008. 

HP42 Young people did not have daily access to telephones to keep in contact with their 
families and friends, although staff were flexible if young people had a specific need 
to make a telephone call. Evening visits had been recently introduced, following 
consultation with young people, and visitors said that they had no difficulties in 
booking visits. Visits entitlements, both for sentenced and for remanded young 
people, were inadequate. The visitors’ centre was comfortable and staff were helpful, 
and the visits hall, although formal in appearance, was relaxed and provided 
refreshments and a children’s play area. There had been no family days for some 
time.  

Main recommendations  

HP43 Children and young people should only be strip searched on the basis of a 
thorough risk assessment that indicates that this procedure is necessary to 
protect them or others from harm.  

HP44 Residential units should hold no more than 40 young people at any time. 
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HP45 Young people should not share cells which are designed for single occupancy. 

HP46 Young people with language difficulties should have access to accredited 
translation and interpreting services, and these should used for all 
assessments and reviews. 

HP47 All assessments of young people should be coordinated within a 
comprehensive care plan. The care plan should be regularly reviewed by a 
multidisciplinary team of staff involved in the delivery of the care plan. Complex 
models of assessment and care should not be introduced until staff have been 
properly trained. 

HP48 There should be sufficient activity places to provide a full and purposeful day 
for all young people.  
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Section 1: Arrival in custody  

Courts, escorts and transfers  
 
Expected outcomes: 
Children and young people travel in safe, decent conditions to and from court and between 
different establishments. During movement the individual needs of young people are recognised 
and given proper attention.  

1.1 There were serious problems with young people arriving very late and they occasionally 
travelled with adults. Difficulties were also created because of missing information. The 
inception of an electronic system (E-ASSET) had resulted in some improvements, with some 
information now being received in advance. Reception was closed around midday for staff to 
take a lunch break, which resulted in young people sometimes having to wait for up to an hour 
on cellular transport before they were admitted. The recent initiative to hold meetings with 
Prison Escort and Custody Services (PECS) and Global Solutions Ltd (GSL) had resulted in 
more constructive working relationships with escort providers. 

1.2 Approximately 10% of young people arrived at the establishment after 7.30pm, often following 
lengthy journeys. In our survey, 7% of young people reported that they had spent more than 
four hours in the van, which was significantly worse than the 2% reported at the previous 
inspection in 2007. We were told of one recent occasion when young people had been 
admitted after midnight. However, the responses which young people gave in our survey to a 
range of questions about their journey – for example, feelings of safety, the cleanliness and 
comfort of the van and opportunities for comfort breaks – were significantly better than the 
comparator findings and also significantly better than at the previous inspection.  

1.3 Young people sometimes arrived at the establishment without all of the relevant information. 
During the inspection, two young people were admitted from another establishment with no 
supporting documentation at all. In most cases, however, staff received the relevant 
background information by email in advance, as a result of the introduction of the E-ASSET 
system, allowing them to prepare for a young person’s arrival. Young people occasionally 
shared vehicles with adults. 

1.4 The reception area was closed down daily from 12.30–1.30pm to allow staff to take a break. 
Although an infrequent occurrence, it created unnecessary anxiety and discomfort for young 
people, particularly when the weather was warm, as they were required to remain in the vans 
until staff returned.  

1.5 Staff kept a record of problems associated with the arrival of young people at the 
establishment. When this involved missing information, details were sent to the Youth Justice 
Board (YJB), which normally dealt with this promptly. When difficulties arose with late arrivals, 
both PECS and the escort provider were routinely informed. Regular meetings were held with 
the escort provider and PECS in an effort to resolve the difficulties, with some success.  

1.6 Young people were able to wear their own clothes to court. Handcuffs were never used in 
movements in and out of the establishment. 
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Recommendations 

1.7 Essential background information should accompany all new arrivals. 

1.8 Staffing arrangements in reception should ensure that young people are not held in 
cellular vehicles during staff breaks.  

First days in custody  
 
Expected outcomes: 
Children and young people feel safe on their reception into the establishment and for the first 
few days. Their individual needs, both during and after custody, are identified and plans 
developed to provide help. During induction into the establishment young people are made 
aware of establishment routines, how to access available services and given help to cope with 
being in custody. 

1.9  New arrivals were dealt with efficiently and treated well by staff in reception, but this positive 
early experience was marred by unnecessary routine strip searching of all young people. There 
was little written information available in reception to assist new arrivals and not much to 
occupy them in the holding rooms, one of which was in a particularly poor state. Young people 
who arrived very late were not always able to have a shower or make a telephone call on their 
first night. Staff spent time helping new arrivals to settle in, but not all staff had the skills to 
complete vulnerability assessments or the recently introduced behaviour support plans. The 
induction process was comprehensive. There were some avoidable delays in work allocations 
following completion of the induction process.   

Reception 

1.10 Escort staff passed on relevant background information available, such as the post-court 
report, pre-sentence report and any vulnerability alerts, to reception staff. This information was 
usually supplemented by the advance ASSET information sent electronically. This information 
was used immediately to assist staff conducting the initial procedures. Where there was no, or 
only partial, information, the YJB placement team was notified using the ‘no docs’ email 
system. Staff that we spoke to estimated that there was some missing information in 30% of 
cases. 

1.11 The reception area consisted of a long narrow space containing a number of holding rooms. 
Most of this area was clean and tidy, although the main holding room, which was used by the 
majority of young people being admitted and discharged, was dirty and strewn with graffiti. The 
bench type seating in this room was also uncomfortable. There was a television in this holding 
room, but apart from one laminated information sheet, no other reading material was provided. 
There was no peer support on offer in reception. 

1.12 Useful information on resources and services available in the establishment was displayed at 
the far end of the reception area, but this was out of sight of most of the young people coming 
in and out. Information was not available in languages other than English. 
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1.13 Once the initial documentation and property checking had been completed, staff checked that 
the young person understood the instructions of the court. This process was carried out in full 
view and hearing of others, at the front desk, which was a public area. We were told that 
anyone who had been charged with an offence of a sensitive nature would be dealt with in a 
private room. With one exception, we observed reception staff dealing with new arrivals kindly, 
and in our discussion groups with young people they mostly confirmed that they were treated 
well.  

1.14 Young people were routinely strip searched when they arrived and each time they left the 
establishment (see section on security and rules), without a risk assessment. The strip search 
was carried out in a private cubicle and two staff were always present. Young people were 
required to wear a dressing gown during the process, which was not always freshly laundered.  

1.15 New arrivals were offered a free telephone call and £3 PIN telephone credit was put on their 
account. They were also offered something to eat and drink and given a first night pack 
containing sweets, a drink and stationery. Staff told us that young people were also offered a 
shower, although very few of them took up this offer. Young people that we spoke to had no 
recollection of being offered a shower in reception.  

1.16 Staff told us that they tried to move young people on from the reception area quickly, so that 
the first night procedures could be completed as soon as possible on Benbow unit, which was 
the dedicated first night and induction unit. Our survey results did not reflect a speedy process, 
with only 60% of young people reporting that they were in reception for less than two hours, 
which was significantly worse than the comparator of 80%. Most of the young people that we 
spoke to, however, said that they had remained in the reception area for around an hour. 

First night 

1.17 Most young people felt safe on their first night. In our survey, 83% said that they felt safe, 
against the comparator of 80%. 

1.18 Young people were seen individually by first night staff as soon as they arrived on Benbow 
unit. Staff provided a general introduction to the establishment rules and routines and 
completed the initial vulnerability assessment (T1V form). This contact could take up to an 
hour. There were always sufficient staff to ensure that this work was carried out properly, 
although if a young person arrived very late, the detailed assessment would sometimes be 
carried out the following morning and they were not always offered a shower. We observed 
staff working on the first night unit dealing with young people kindly and patiently. It was clear 
from the feedback we received from young people themselves that staff took their time to 
ensure that new arrivals settled in well and understood what was going to happen in the next 
few days. 

1.19 We examined a sample of vulnerability assessments. The assessments which had been 
carried out over the previous two days were of a consistently high standard, with good quality 
detailed entries. They were in stark contrast to the assessments which had been carried out 
less recently, which contained many omissions (some had not been completed at all) and were 
generally poor. Staff we spoke to said that they did not feel confident about completing the 
documentation, and some said that they had not received any training to carry out this task. 
Behaviour support plans had also recently been introduced. The procedure required all new 
arrivals to be assessed and a personal behaviour support plan to be drawn up within 24 hours 
of arrival. We spoke to several staff on the first night unit about this new initiative. Some spoke 
enthusiastically about it and some had no knowledge of it. Behaviour support plans were not 
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completed consistently, and their purpose as a first night tool, and in particular how they linked 
with vulnerability assessments, was unclear (see section on safeguarding). 

1.20 Young people who arrived with insufficient information were placed on enhanced supervision, 
which meant that they were monitored regularly until sufficient background information was 
available to make a more informed assessment of their vulnerability. 

1.21 One young person had been trained as an Insider. He greeted all new arrivals onto Benbow 
unit and provided basic peer support, mainly helping to explain how the unit procedures and 
routines operated. 

Induction 

1.22 Fifty-three per cent of young people responding to our survey said that the induction process 
covered everything they needed to know, against the comparator of 49%.  

1.23 The induction process lasted seven days, although there was a fast-track arrangement which 
could be completed in two or three days for young people who had been to Wetherby in the 
recent past. The initial 48 hours of induction was concerned with establishment rules and 
routines. It took place on Benbow unit and was delivered by discipline staff. The remainder of 
the programme was carried out on Grenville unit, where there were several suitably equipped 
classrooms. The induction programme was delivered through a combination of one-to-one 
sessions and group work. Dedicated induction staff provided most of the input, along with 
assistance from specialist departments. The content was comprehensive and two full days of 
the programme were spent carrying out various educational assessments.   

1.24 Young people were issued with a trainee information pack, which was only available in English. 
This contained some relevant information, but not all of the details provided about services 
were up to date. Provision throughout the induction procedures was poor for individuals who 
did not speak English, and very little use was made of translation or interpretation (see section 
on diversity). 

1.25 There were regular delays in young people being allocated work places after they had 
completed the induction process. These often lasted up to a week and we were told that they 
resulted from the length of time that it took to complete security checks. 

Recommendations 

1.26 The holding rooms in reception should be clean, free of graffiti and comfortable. 

1.27 Young people being admitted to reception should have adequate access to useful 
information in a variety of different languages. 

1.28 Trained Insiders should be available in reception, as well as on Benbow unit. 

1.29 The private area should be used routinely for staff to speak to new arrivals when 
checking their court documents and discussing details of their offence and other 
personal matters. 

1.30 All staff required to complete vulnerability assessments (T1V forms) should receive 
suitable training so that assessments are completed to a consistently high standard. 
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Housekeeping points 

1.31 Young people should be given a clean dressing gown to wear during searching procedures.  

1.32 The induction pack should be updated regularly. 
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Section 2: Environment and relationships 

Residential units 
 
Expected outcomes: 
Children and young people live in a safe, clean, decent and stimulating environment within 
which they are encouraged to take personal responsibility for themselves and their possessions. 

2.1 The residential units were too large, being designed to hold up to 60 young people in single 
cells, and some were being used inappropriately for double occupancy while one unit was 
closed down during essential repairs. Cells and communal areas were generally in a 
satisfactory state of repair and were kept clean. Cell sharing risk assessments were completed 
satisfactorily, but were only reviewed monthly. Access to showers was inadequate, with the 
majority of young people only able to shower on alternate days. Young people were not able to 
wear their own clothes, and some of the issued clothing was in a poor state of repair and was 
ill fitting. Laundry facilities were limited. The central system for monitoring responses to cell call 
bells was not used. Monthly consultative committee meetings took place on the wings and 
young people representatives attended. The ‘trainee of the month’ awards were an excellent 
recent initiative. 

Accommodation and facilities 

2.2 Five residential units were in use at the time of the inspection. The sixth residential unit 
(Anson) had been closed down shortly before the inspection for structural reasons, and young 
people and staff had had to be reassigned to other units very quickly. Each unit contained 60 
single cells, some of which were used as doubles. Managers had taken a pragmatic decision 
to offer split association sessions, so that staff could manage the large number of young 
people on each unit safely. This meant that young people had association every other day and 
this impacted on their opportunities to take a shower and make telephone calls to their families 
(see section on contact with the outside world).  

2.3 Young people communicated with each other when they were locked up by shouting through 
the windows. The young people we spoke to said that they did not find this threatening, and 
our survey results were significantly better than the comparator in this regard. On our night 
visit, it was evident that staff were alert to the need to manage shouting as a means of 
communication.  

2.4 There was a policy on the display of offensive material, and this was adhered to. Cells and 
communal areas were generally in a satisfactory state of repair and kept clean. All cells, with 
the exception of some safer cells, had curtains. Some cells on each residential unit, with the 
exception of Benbow unit (the first night and induction unit), were being used for double 
occupancy; these were too small for this purpose and remained equipped for one – for 
example, having only a small table and one chair. Cell sharing risk assessments were 
completed satisfactorily, but were only routinely reviewed monthly, or as a result of a 
significant event involving one of the cell sharers. 

2.5 There were no adapted cells for young people with physical disabilities (see section on 
diversity). Young people ate most of their meals out of their cells and had access to drinking 
water and washing facilities in their cells, and also a kettle, enabling them to have a hot drink 

HMYOI Wetherby  25



when locked in their cells. Each cell had a call bell, but in our survey only 17% of young people 
said that their bell was responded to within five minutes, which was significantly worse than the 
comparator of 34%. The central system for monitoring responses to cell call bells was not in 
use at the time of the inspection.  

2.6 There were plenty of colourful notices and posters around the establishment, but all were in 
English. Each unit had three telephones, and staff managed access to these, the showers and 
various activities when young people came out of their cells for association. Monthly 
consultative committee meetings took place on the units. Collingwood and Drake units had a 
joint meeting, as did Exmouth and Frobisher units. Benbow unit met separately following the 
closure of Anson unit. Each unit sent two young people representatives to attend. Meetings 
were minuted and action points followed up and reported on at subsequent meetings. The 
‘trainee of the month’ awards were an excellent recent initiative, particularly as one award on 
each unit specifically recognised improvement, giving every young person a chance to gain an 
award.  

2.7 Stored property was held in a store room in reception. Storage was limited to one box for each 
young person, but there was evidence of flexibility in storing excess property if young people 
had arrived at the establishment with more than one storage box. Any property sent into the 
establishment from family or friends came through reception, and access to stored property 
was through application. The list of property allowed in-possession was clear, but there were 
no lockable storage facilities. 

Clothing and possessions 

2.8 Young people were not able to wear their own clothes, with the exception of some gym kit and 
underwear and socks, and some of the issued prison clothing was in a poor state of repair. 
During the inspection, we saw many young people wearing ill-fitting trousers, several with 
broken zips and holes in seams, so that underwear could be seen. Trousers could be 
exchanged at any point during the week if the young person asked to do so, but the required 
sizes were not always available. Outdoor coats were not available. Only Benbow unit had a 
laundry. Weekly exchanges of issued clothing and underwear took place at the weekends, but 
any young person who had their own underwear had either to send it to the laundry facilities on 
Benbow or wash it their cells, with no drying facilities. We were told that clothing could be lost if 
sent to Benbow for washing, and some young people preferred to hold on to their own clothing 
and wash it themselves.  

Hygiene 

2.9 In double occupancy cells, the only screening from the other occupant for the in-cell toilet was 
a plastic shower curtain.  

2.10 Showers were communal, but cubicular, and up to four young people could shower at one 
time. The facilities were kept clean. Staff were aware of the problems that could arise from 
communal showers and supervision was good when the showers were in use. Due to the split 
association arrangements, the majority of young people could only expect to get access to 
showers on their unit every other day. In our survey, only 18% of respondents said that they 
were normally able to shower every day, which was significantly worse than the 57% 
comparator. Young people who worked in the kitchen or on their unit had greater access to 
showers. Young people could use the gym showers, but several young people told us that they 
felt unsafe in these showers and preferred not to use them.  
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2.11 Hygiene items were issued on arrival and were available from the unit office whenever 
required. Young people also had access to alternative products through the prison shop, and 
most chose to buy their own supply. Razors were issued and collected each morning; if young 
people wanted their own razor, this was kept in the unit office. 

2.12 Clean bedding and a towel were provided weekly. Most young people had blankets, but those 
on the ‘gold’ level of the rewards and sanctions scheme (see section on rewards and 
sanctions) could have a duvet and order covers from a catalogue.  

2.13 Young people were expected to keep their cells and communal areas clean and tidy, and 
cleaning materials were available. Bed packs had to be made each morning. 

Recommendations 

2.14 Cell sharing risk assessments should be reviewed at least weekly for young people who 
are required to share cells. 

2.15 Young people should have the option to wear their own clothing in preference to issued 
clothing.  

2.16 All young people who need prison clothing should be issued with clothing of the right 
size and in a good state of repair. 

2.17 All units should have adequate laundry facilities. 

2.18 The centralised system for monitoring responses to cell call bells should be 
reintroduced. 

2.19 Young people should be able to shower on their unit each day. 

2.20 Young people should have lockable storage facilities in their cells. 

2.21 Suitable outdoor clothing should be available. 

2.22 All young people should be issued with a duvet, regardless of their level on the rewards 
and sanctions scheme. 

Housekeeping point 

2 .23 Young people should not be required to make daily bed-packs. 

Relationships between staff and young people 
 
Expected outcomes: 
Children and young people are treated respectfully by all staff, throughout the duration of their 
custodial sentence, and are encouraged to take responsibility for their own actions and 
decisions. Staff listen, give time and are genuine in their approach. Healthy establishments 
demonstrate a well-ordered environment in which the requirements of security, control and 
welfare are balanced and in which all children and young people are treated fairly and kept safe 
from harm.  
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2.24 There was little use of first names, but staff demonstrated a good level of knowledge about the 
young people they were responsible for and appeared to be aware of their differing needs. 
Informal interaction between staff and young people was generally good. We saw some very 
good exchanges between staff and young people and just a few examples of indifference. 

2.25 There was little use of first names, but it was clear that staff had a good level of knowledge 
about the young people they had regular contact with. Young people seemed happy to 
approach staff, and staff appeared to be aware of the differing needs of the young people they 
worked with. There was evidence of this in individual files, and entries demonstrated that staff 
recognised positive as well as negative behaviour. Staff addressed one another formally, but 
worked well together within and between disciplines, and information sharing was good. 
Informal interaction between staff and young people was variable, with some staff more likely 
than others to sit with young people at meals or chat with them during association, but all the 
interaction we observed was relaxed and respectful. All residential staff wore the polo shirt 
uniform, but did not display their names. Residential staff described instances of young 
people’s families telephoning through to the units to see how their child was getting on, and 
appeared comfortable in dealing with this type of interaction with families. 

Recommendations 

2.26 Staff should address young people by their preferred name. 

2 .27 Staff should display their names on their uniform clearly. 

Personal officers 
 
Expected outcomes: 
Personal officers are the central point of contact for children and young people, providing 
frequent purposeful contact within the establishment, and proactively establishing and 
maintaining links with external agencies (especially youth offending teams) and friends, families 
or carers.  

2.28 Not all young people met their personal officer, known as a residential support officer (RSO), 
within 24 hours of arrival, but contact between RSOs and young people was meaningful and 
properly recorded, with good management checks in place. RSOs did not routinely attend 
important meetings relating to the care of the young people they were responsible for.  RSOs 
were allocated by cell, rather than to individuals, and this was detrimental to continuity of care. 
Case workers also had a role in the care of young people, but there was no coordination 
between the work of case workers and RSOs, although information sharing had recently 
improved. 

2.29 Personal officers were known as residential support officers (RSOs), and each was assigned 
as the primary support officer for up to eight young people. Each young person was allocated a 
back-up RSO to be available to the young person in the RSO’s absence. Assignment of RSOs 
to young people was on the basis of cell allocation, which meant that if a young person moved 
cell, they would be assigned a different RSO. This lack of continuity was detrimental to the 
care of young people and hampered the development of good relationships, despite good 
efforts on the part of RSOs to make regular and meaningful contact. Not all young people met 
their RSO within 24 hours of arrival, but contacts between RSOs and young people were 
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properly recorded on individual files. Regular management checks of records and contact took 
place, and insufficient contact or poor record keeping was flagged up. Young people could ask 
to change RSO if they felt that they were not getting the support they needed. RSOs did not 
routinely attend important planning meetings relating to the care of the young people they were 
responsible for, such as training planning meetings or assessment, care in custody and 
teamwork (ACCT) reviews; this undermined their active participation in the development of the 
young people in their care. The establishment was working to make improvements in this area. 

2.30 Young people also had an allocated case worker who maintained weekly contact with them, 
with primary responsibility for their resettlement needs. Links with the RSOs and the casework 
team were still being embedded, but a recently introduced information-sharing protocol was 
starting to bring about improvements, with RSOs regularly providing information for training 
planning reviews and a few attending meetings to support the young person in their care. 
Without involvement in this developmental side of the work, RSOs were in danger of being left 
with simply issuing warnings about behaviour and passing on bad news, and their first-hand 
knowledge of the young person’s day-to-day behaviour on their residential unit was not used to 
best effect. 

Recommendations 

2.31 Residential support officers (RSOs) should be more involved in planning the care of the 
young people they are responsible for. 

2.32 Young people should be allocated an RSO and back-up worker within 24 hours of their 
arrival. 

2.33 There should be continuity of care and young people should not experience 
unnecessary changes to their allocated RSO when they move cells. 

2.34 RSOs and case workers should meet regularly to discuss and review the progress of 
the young people they are jointly responsible for. 
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Section 3: Duty of care  

Safeguarding 
 
Expected outcomes: 
The safety of children and young people is a paramount consideration in the development of all 
policies and procedures. There is a clear safeguarding strategy drawing together key policies 
designed to keep children and young people safe. 

3.1 Some important aspects of the recently revised safeguarding children policy, which was still in 
draft form, remained to be implemented and the revised committee structures were unclear. 
Nevertheless, good management information was produced for the safeguards committee, 
which carried out their monitoring function well. There was a clear commitment to good quality 
individual care planning, and well managed weekly multidisciplinary meetings ensured that the 
care of vulnerable young people was kept under review. However, there were too many 
uncoordinated systems, some of which were too complex for untrained staff to implement. Not 
all staff were Criminal Records Bureau checked.  

3.2 The safeguarding children policy had been recently revised, but was still in draft form, and had 
not been formally agreed with Leeds Social Care. Many aspects of the policy were aspirational, 
such as the involvement of young people in the safeguarding children committee meetings and 
the arrangements to inform families when young people were involved in control and restraint 
and self-harming incidents, neither of which practice had been developed. The policy stated 
that the safeguarding children committee included a representative from the Local 
Safeguarding Children Board (LSCB) but it did not, and the board had not been approached to 
nominate one. The policy described whistle-blowing processes which made no mention of child 
protection and moreover described procedures for staff to use grievance protocols or the 
Reporting Wrongdoing Hotline, thereby by-passing the child protection system. 

3.3 There had been some recent changes to the meeting structures for the range of departments 
and committees that operated to oversee various safeguarding functions. New terms of 
reference for the individual committees had been produced, but they lacked clarity and there 
was a good deal of duplication of responsibility. The new arrangements included a 
safeguarding children committee in addition to the existing safeguards committee. The 
safeguarding children committee had begun to meet monthly and was responsible for 
overseeing the implementation of the safeguarding children policy. The long-standing 
safeguards committee had a different function, serving an operational monitoring function. Very 
detailed monthly reports were submitted to the safeguards committee based on 
comprehensive data collection and analysis in all safeguarding areas, including the use of 
force and the separation and care unit (SCU), self-harm, incidents of violence and bullying, and 
child protection referrals. Public protection was managed well, but it was not included within the 
remit of the safeguards committee. Patterns and trends of the data submitted were properly 
interrogated, as directed by the safeguards committee.  

3.4 Injuries arising out of the use of force were reported to the safeguards committee. The 
healthcare department collected additional data about other injuries, however sustained, but 
there was no analysis of injuries overall and they were not reported to the safeguards 
committee.  
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3.5 In addition to the safeguarding children committee and the safeguards committee, a weekly 
safeguarding meeting was convened to discuss individual young people who had been 
highlighted as giving cause for concern. Young people were identified as requiring this 
additional level of support and care management through a vulnerability alert register, which 
had been created using a range of indicators, such as having self-harmed, been highlighted as 
a bully or victim, been restrained, spent time in the SCU, or following a child protection referral 
or a referral for mental health support .The meetings were multidisciplinary and well attended. 
The meeting we observed was managed well, with a good level of discussion about individual 
young people. Where there were significant concerns, multidisciplinary case conferences were 
also held. Minutes of the conferences were comprehensive, but individual care plans were not 
drawn up. 

3.6 There were many different systems for assessing vulnerability and individual need, and each 
system required a care plan using a different format or model. The establishment had recently 
introduced two additional systems. Each young person was assessed on arrival, and a 
behaviour support plan drawn up within 24 hours. The behaviour support model incorporated a 
range of interventions that staff could utilise to support young people positively and encourage 
appropriate pro-social behaviour. There was considerable duplication with the completion of 
the behaviour support plan and the initial vulnerability assessment. Many staff we spoke to 
were confused about the purpose of the behaviour support plan, although the staff who 
completed them were enthusiastic. Others expressed concerns about how the model would be 
managed effectively. No pilot project had been undertaken to establish its viability. Individual 
crisis management plans were drawn up for young people whose behaviour was found to be 
problematic. The process of assessment and care planning was complex and no staff had 
been appropriately trained. There were too many uncoordinated systems, and we calculated 
that it was possible that a vulnerable young person with behaviour problems could have been 
subjected to seven or more different care plans.  

3.7 The Governor was a member of the LSCB, although in reality he was usually represented by 
the head of safeguards, who attended regularly. 

3.8 Ninety per cent of the staff had been checked to enhanced level by the Criminal Records 
Bureau. The remaining staff were awaiting clearance.  

Recommendations 

3.9 The safeguarding children policy should be formally agreed with the Local Safeguarding 
Children Board as soon as possible. 

3.10 Parents or carers should be informed when young people are involved in control and 
restraint and when they self-harm, in accordance with the safeguarding policy. 

3.11 Children and young people should be represented on the safeguarding children 
committee. 

3.12 The Local Safeguarding Children Board should be asked to nominate a representative to 
attend the safeguarding children committee. 

3.13 There should be a code of conduct informing staff of their duty to raise legitimate 
concerns about the conduct of any member of staff in relation to the treatment of 
children within the establishment (a whistle-blowing procedure).  
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3.14 The terms of reference and meeting structures for the separate committees that operate 
to oversee various safeguarding functions should be clarified.   

3.15 Public protection should be included as part of the remit of the safeguarding committee. 

3.16 Data regarding injuries sustained by young people should be routinely analysed for 
patterns or trends and monitored by the safeguards committee. 

3.17 All staff should have enhanced level Criminal Records Bureau clearance. 

Good practice 

3.18 The register was effective in identifying young people requiring a higher level of individual 
support and care management, and the weekly multidisciplinary safeguards meetings were an 
effective forum to discuss concerns.  

Bullying 
 
Expected outcomes: 
Children and young people feel safe from bullying and victimisation (which includes verbal and 
racial abuse, theft, threats of violence and assault). Active and fair systems to prevent and 
respond to bullying behaviour are known to staff, children and young people and visitors, and 
inform all aspects of the regime. 

3.19 The policy and model of managing bullying were reasonable and there was good information 
for young people, but there were some inconsistencies in application. Recommendations from 
the most recent anti-bullying survey had not been incorporated into the current policy. Good 
monitoring of bullying data by the safeguards committee had highlighted a rise in reported 
incidents. Few of the cases investigated resulted in formal action, the majority being closed 
after a period of monitoring. Bullies and victims were referred to the weekly safeguards 
meetings for multidisciplinary discussion and some victims were referred for individual 
interventions. The psychology department had undertaken some good consultation work with 
victims to improve support for them.  

3.20 Both the violence reduction and anti-bullying policies had been updated in June 2008. The 
anti-bullying policy was reasonably comprehensive and gave details of how bullies and victims 
would be supported within the establishment. No development objectives were identified, 
however, and the most recent bullying survey had been undertaken in February 2007. None of 
the recommendations from this last analysis had been incorporated into the most recent 
strategy document. In our survey, the two areas where young people said they were most likely 
to feel unsafe were at the gym and in the gym showers. Neither of these areas had been 
identified by the establishment as causing any particular concerns. 

3.21 Information about anti-bullying was widely publicised across the establishment and on all units 
in clear, age-appropriate language. Information was also covered in the induction programme. 

3.22 There was good data collection and analysis of reported incidents of bullying, which were 
discussed at the safeguards committee (see section on safeguards). In the first six months of 
2008, 115 incidents had been investigated in relation to bullying, compared with 51 at the 
same point in 2007. There was, nevertheless, some indication of a gradual decline in reports of 
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bullying over the previous few months. Few of the cases investigated resulted in formal action. 
The majority were monitored and subsequently closed. Of the 115 reported incidents, 28 had 
resulted in the individual being placed on the first stage of anti-bullying monitoring. Two had 
been placed on the next stage, which had resulted in the young person identified as a bully 
being placed on the basic level of the rewards and sanctions scheme. Young people were only 
placed on this level if there was specific and clear evidence, rather than suspicion or 
allegations, of bullying. At the time of the inspection, there were three young people on stage 
one of anti-bullying monitoring and none on stage two.  

3.23 Anti-bullying monitoring logs were kept open for a minimum of two weeks. However, even after 
an anti-bullying monitoring log had been closed, the individual would continue to be under 
scrutiny for a further two months. Reviews were undertaken at the end of the monitoring period 
and could include reports from departments such as education and the gym regarding 
behaviour, although these tended to be perfunctory. In some cases, there was reasonable staff 
involvement with those being monitored, but this was not consistent. Comments from staff 
were often observational and brief. However, we also saw examples of staff acting as 
mediators in an attempt to reduce the risk of incidents escalating. Files indicated that 
management checks were undertaken, but these appeared to focus on auditable criteria rather 
than quality of engagement. Because cases were managed by unit managers, there was no 
central collation of examples of good practice or necessary learning points.  

3.24 Other than monitoring and demotion in the rewards and sanctions scheme, no specific 
programme work was undertaken with identified bullies or their victims at any stage in the 
process. No units had identified anti-bullying coordinators, and as a consequence the 
management of bullying was focused on punishing inappropriate behaviour rather than working 
to change underlying causal factors. 

3.25 A three-week Access course for vulnerable young people, including those who had been 
bullied, was delivered by the psychology department four times a year, but this was rarely 
available when needed. However, the psychology department had recently started to run a 
series of focus groups for vulnerable young people and those identified as victims to find out 
how they would like to be helped and supported. The results of these group consultations were 
still awaited. 

3.26 Despite the 115 incidents of potential bullying, only 40 cases had identified specific victims. We 
were told that, often, when incidents were identified, the victims were hesitant to identify their 
assailant or bully for fear of reprisals. In our survey, 64% of respondents, against a comparator 
of 61%, said that they had someone they could tell if they were victimised, and 42%, against a 
comparator of 38%, said that they believed that if they did tell anyone it would be taken 
seriously. Victims could be made the subject of a victim support plan, which was operated in 
much the same way as an anti-bullying monitoring log, except that it was orientated to the 
safety of the victim. Only six victim support plans had been opened in the first six months of 
2008. However, bullies and victims of bullying were highlighted through the vulnerability alert 
register for discussion at the weekly safeguards meetings and some referred to psychology or 
the child and adolescent mental health service (CAMHS). No anti-bullying training for staff had 
been delivered in the previous 12 months. In our discussions with staff, it was evident that 
there were some inconsistencies of interpretation about what constituted a potential bullying 
incident worthy of further investigation. A new awareness training package had recently been 
developed and was due to be rolled out. 
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Recommendations 

3.27 Bullying surveys should be carried out annually and should be used to inform the anti-
bullying strategy. 

3.28 All anti-bullying monitoring logs should be reviewed by the anti-bullying coordinator to 
establish learning points and examples of good practice. 

3.29 Management checks of anti-bullying monitoring logs should include comments on the 
quality of the work undertaken, as well as compliance with procedures.  

3.30 Young people identified at stage one or two of the anti-bullying strategy should have 
individual plans incorporating a range of interventions, including individual and group 
work, to address their behaviour.   

3.31 Victims of bullying should be supported through an individual care plan.  

3.32 All staff should undertake anti-bullying training. 

3.33 There should be anti-bullying coordinators/champions on all residential units. 

Housekeeping point 

3.34 The anti-bullying strategy should include annual objectives that are reviewed quarterly. 

Good practice 

3.35 The psychology department had recently started to run a series of focus groups for vulnerable 
young people and those identified as victims, to find out how they would like to be helped and 
supported.  

Self-harm and suicide 
 
Expected outcomes: 
Children and young people at risk of self-harm or suicide are identified at an early stage, and a 
care and support plan is drawn up, implemented and monitored. Assessment of 
risk/vulnerability is an ongoing process. Children and young people who have been identified as 
vulnerable should be encouraged to participate in appropriate purposeful activity. All staff are 
aware of and alert to vulnerability issues, are appropriately trained and have access to proper 
equipment and support. 

3.36 The suicide and self-harm policy did not sufficiently reflect the needs of the children and young 
people at the establishment. Young people subject to assessment, care in custody and 
teamwork (ACCT) had usually been highlighted through staff concerns rather than actual 
incidents of self-harm. Initial assessments were generally good and young people subject to 
monitoring were well cared for overall. There was a quality assurance system, but there were 
some frailties in case management and in some aspects of the ACCT process, including 
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insufficient multidisciplinary engagement in reviews and a lack of coordination of care across 
disciplines. 

3.37 The suicide and self-harm policy had recently been revised (dated June 2008). The document 
was comprehensive and detailed, and gave a clear outline of the procedures and activities 
expected of staff, but was in effect a synopsis of Prison Service Order 2700, and there were 
few references to specific concerns regarding the children and young people at the 
establishment. No development objectives were included, and while staff we spoke to were 
aware of the policy and its content, few knew what developments the establishment was 
pursuing. 

3.38 The suicide and self-harm coordinator prepared monthly reports for the bi-monthly 
safeguarding meetings, which covered key information, including how many young people 
were subject to ACCT documents, what incidents had prompted such action, where incidents 
had occurred, the type of incident and ethnicity. ACCT referrals had reduced slightly in the 
previous 12 months. Since January 2008, there had been 75 ACCT documents opened on 
young people, averaging 15 a month, compared with 93 at the same point in 2007; the average 
across the year was about 18 a month. At the time of the inspection, there were 12 open ACCT 
documents, which was about average at any given time. A total of 61 (81%) of the incidents in 
the six months before the inspection had been triggered by threats of self-harm or concerns 
raised by staff, rather than actual incidents. The principal officer undertaking the role of suicide 
and self-harm coordinator was supported by a senior officer, but the latter role was not clearly 
defined. We were told that he was expected to undertake some of the quality control checks 
and to offer support and guidance to staff, but no specific facility time had been identified for 
this role and the supporting officer had not yet received any training. There were 16 ACCT 
assessors at the establishment and attempts had been made to ensure that there were 
assessors available at any given time of the day. Although this was achieved, the list on the 
intranet of who was available and when was not consistently updated. 

3.39 Although the policy and staff guidance was appropriately followed, the level and quality of staff 
engagement in the ACCT process varied considerably. In the sample of files we examined, 
assessments were generally reasonable, undertaken on time and covered key issues relating 
to the case. Care maps were, however, often vague and non-specific as to the assignment of 
responsibility. It was rare that a particular officer was identified as having a specific role, and 
residential support officers (RSOs) were not routinely involved (see section on personal 
officers).  

3.40 Reviews were undertaken regularly, invariably every seven days, but were usually only 
attended by unit staff and the young person concerned, although the CAMHS and a chaplaincy 
team member attended some meetings. Dates regarding reviews were always set at the 
previous meeting and this information was available on the intranet. Case managers did not 
hold responsibility throughout the duration of an ACCT document being open or arrange 
reviews for when they were available. Reviews were chaired by whichever staff were available 
on the day. In one example, 15 reviews had been undertaken on one young person, with nine 
different case managers. One young person complained at a review meeting that different staff 
kept asking him the same questions. We were told that families were informed of an 
individual’s situation only if the young person concerned gave consent, which was rare. Only 
two of the cases we reviewed had included contact with the families of young people subject to 
ACCT. 

3.41 In the majority of ACCT cases, individuals were referred to the CAMHS, but there were few 
indications in reviews as to the nature of the work that was carried out or how unit staff 
supported and reinforced such work. Despite this, the young people we spoke to who were 
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subject to ACCT spoke positively about staff and described them as generally supportive and 
helpful. This was supported by entries in their case files, which demonstrated a good level of 
staff engagement, although this was not always the case in the wider sample we examined. 
Although we saw good examples of records of engagement and proactive staff involvement 
with vulnerable young people, much remained observational. Night observations were also 
generally predictable in their timings.  

3.42 Management checks were undertaken monthly by the suicide and self-harm coordinator and a 
quality control check list was included in most case files. There were good examples of 
comments, both positive and negative, regarding aspects of engagement. Such comments 
were fed back to unit managers and individual staff, but learning points were not disseminated 
to all staff more generally.  

3.43 We were unable to ascertain when the last staff training had taken place, but we were told that 
there had been no staff training in suicide and self-harm prevention for over two years. 

Recommendations 

3.44 The suicide and self-harm policy should be revised to include the specific issues 
relating to the population of Wetherby. 

3.45 The assistant to the suicide and self-harm coordinator should be trained and given 
profiled time to carry out his duties. 

3.46 Management checks should include checks on the quality of the records and also the 
management of the case overall, and learning points should be used to inform good 
practice development. 

3.47 Assessment, care in custody and teamwork (ACCT) care maps should be specific, 
measurable, achievable, realistic and timebound (SMART) and should be evaluated in all 
ACCT reviews. 

3.48 ACCT reviews should be multidisciplinary and efforts should be made to increase the 
involvement of families when appropriate. 

3.49 Night checks regarding young people subject to ACCT documents should be 
undertaken at irregular intervals to reduce the risk of these becoming predictable. 

3.50 The child and adolescent mental health service should be involved in setting care map 
objectives and utilise unit staff support to reinforce this work, where appropriate. 

3.51 Care managers should hold responsibility for cases throughout the time that they are 
opened and plan review meetings to ensure their availability. 

3.52 All staff should be subject to regular refresher suicide and self-harm training, either 
internally or externally. 

Housekeeping point 

3.53 The availability of ACCT assessors should be consistently updated and made available on the 
intranet. 
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Child protection 
 
Expected outcomes: 
The establishment provides a safe and secure environment, which promotes the welfare of the 
children and young people in its care, protects them from all kinds of harm, and treats them with 
dignity and respect. There is an openness on the part of the establishment to external agencies 
and independent scrutiny, including openness with families and the wider community. 

3.54 Child protection referrals were inappropriately filtered by untrained staff, and not all allegations 
against staff were passed on to the local children’s services child protection agency. All 
investigations were carried out with a focus on criminal prosecution rather than child protection 
enquiries. There were too few internal investigations when allegations against staff were not 
proceeded with, and the local authority designated officer (LADO) was not involved in follow-up 
action. Not all staff had been trained in child protection, including some in key posts. 
Disclosures of historic abuse were dealt with efficiently, but the independent social work 
support was under-resourced. 

3.55 The child protection policy had recently been revised, but was still in draft form and had not 
been formally agreed with Leeds Social Care. The policy followed a standard format, which 
was not specific to children in custody and lacked useful guidance for staff about the criteria for 
referrals. The majority of referrals came from young people themselves and few came from 
staff who had noted concerns. 

3.56 Seventy-six per cent of target staff had been trained in basic child protection through the 
juvenile staff awareness programme training. Joint training had been carried out some years 
ago with Leeds Social Care, but no longer took place. Some staff in key posts had not been 
trained in child protection, including some posted in reception and the SCU, who would have 
been required to undertake strip searching procedures requiring them to take account of child 
protection considerations in accordance with establishment policy.  

3.57 Procedures for making a referral were set out clearly in the child protection policy. Referrals 
arising from disclosures made by young people concerning historic abuse were dealt with 
efficiently by the social worker seconded from Leeds Social Care. The funding formula for 
independent social work support entitled the establishment to 2.5 workers, but there was only 
one social worker in post, with no further recruitment in hand. Decisions about whether to refer 
allegations to Leeds Social Care were in some instances made by the head of safeguards and 
the safeguards manager, who was also acting as the child protection coordinator, neither of 
whom had received any child protection training. Only one of the governors who could also be 
called upon to make an initial decision had been trained in child protection. This initial filtering 
system meant that allegations of abuse against members of staff, frequently those arising from 
allegations by young people following the use of force, were not always referred to Leeds 
Social Care. There was no mention in the child protection policy of the important role of the 
LADO. Allegations against staff which were deemed not to have reached the threshold to 
warrant a referral to the local authority were not always followed up by an internal investigation.  

3.58 Although the child protection policy set out the responsibility of Leeds Social Care for leading 
on taking action on receipt of a child protection referral, there was a stated presumption that all 
investigations would be carried out by the West Yorkshire Police Child and Public Protection 
Unit, and this had been the case for the previous two years. Leeds Social Care had not 
instigated any child protection investigations and there had been no strategy discussions for 
two years. The focus of the police investigation was to ascertain whether there was sufficient 
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evidence to proceed to a criminal prosecution, and almost none of them did. Very few 
investigations which did not proceed to a criminal prosecution were followed up by an internal 
investigation by the establishment.  

3.59 The child protection log was held securely by the head of safeguards and records were up to 
date. The senior child protection coordinator for Leeds Social Care checked the child 
protection log quarterly, but the procedure did not involve in-depth scrutiny of the 
establishment’s decision-making processes or challenge of their initial filtering of referrals.  

3.60 The child protection committee met quarterly. The designated membership was appropriate 
and meetings were generally well attended, although not always by all departments required. 
The senior child protection coordinator from Leeds Social Care attended regularly.  

Recommendations 

3.61 The child protection policy should be agreed with Leeds Social Care and the important 
role of the local authority designated officer (LADO) should be made explicit. 

3.62 The child protection policy should set out clear guidance for staff to help them to 
identify child protection concerns specific to children in custody.   

3.63 All staff should be trained in child protection, particularly in key posts working directly 
with children or making decisions concerning child protection referrals. Negotiations 
should take place with Leeds Social Care in an effort to resume a programme of joint 
training.  

3.64 All allegations made by young people concerning any form of physical abuse by staff 
should be referred to the LADO within Leeds Social Care. 

3.65 Internal investigations should be carried out when a decision is made, in consultation 
with Leeds Social Care, that a referral does not meet the threshold for a child protection 
investigation or following a decision by police not to proceed with a prosecution. 

3.66 All departments which are part of the designated membership should ensure that they 
are represented at the child protection committee meetings. 

3 .67 The independent social work support should be strengthened. 

Diversity 

 
Expected outcomes: 
All children and young people experience equality of opportunity during every aspect of their 
time in custody, are treated equally and are safe. Diversity is embraced, valued, promoted and 
respected. The idea that different people have different backgrounds and values is introduced to 
young people as an integral part of communal living.  

3.68 The diversity team was well publicised across the establishment, but diversity arrangements 
were relatively underdeveloped. A disability questionnaire for new arrivals had been 
developed, but was not always used. There was no celebration of cultural or diversity events, 
although there were good displays around the establishment depicting diversity. The 
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establishment had recruited part-time equalities champions from the local community. Race 
equality work was well managed through the race equality action team (REAT) meeting, with 
good attention to ethnic monitoring. Young people were appointed as race relations 
representatives and were involved at the REAT meetings and well supported in their role. The 
REO managed the investigation of reports of racist incidents adequately, but there was 
insufficient analysis of trends.  

3.69 The diversity team was well publicised across the establishment, and diversity issues, both for 
staff and for young people, were monitored at the REAT meeting, which was convened 
monthly and chaired by the deputy governor. A disability and equal opportunities action plan 
formed part of the overall race equality action plan, although diversity arrangements at the 
establishment were relatively underdeveloped. The establishment held records of staff who 
had received diversity refresher training in the previous two years, but was unable to provide 
training figures for all staff in contact positions who had undertaken diversity training in the 
previous three years.  

3.70 The diversity manager and a disability liaison officer (DLO) were tasked with developing 
systems to support young people with disabilities. The DLO was a senior officer who worked in 
the security department, and she told us that she had no profiled time to undertake the DLO 
role. A disability questionnaire had been developed, but was not used for all new receptions. It 
had been agreed at a REAT meeting in February 2008 that the healthcare department would 
be responsible for its completion and that it would be an integral part of the first night 
assessments. Despite this arrangement, at the time of the inspection it was still not being used 
with all young people. It was therefore probable that the number of young people reported as 
having a disability was a significant under-representation. The identification and support 
offered to young people with special needs and learning disabilities was well managed (see 
section on education, training and library provision). 

3.71 We were told by the diversity manager that there were no young people in the establishment 
with a disability. However, the DLO had knowledge of two young people who had declared a 
disability and had completed a disability questionnaire. It was unclear how much liaison and 
contact took place between the DLO and the diversity manager, but communication appeared 
to be poor.  

3.72 There were no events to celebrate diversity and educate young people about different cultures 
or equality issues. It was agreed at a REAT meeting that the lesbian, gay, bisexual and 
transgender history month in February would be publicised across the establishment, but this 
had not occurred. The Pink Paper was publicised in the library and young people could make a 
request to the diversity manager for the confidential delivery of the newspaper. The 
establishment had acknowledged that more work needed to be done in this area and it was 
intended that the equalities champions (see paragraph 3.84) would contribute to the further 
development of the diversity agenda. 

Race equality 

3.73 At the time of the inspection, 68 (21%) of the young people held at the establishment were 
from black and minority ethnic backgrounds. The establishment had an up-to-date race 
relations policy, which was reviewed annually and clearly outlined the framework for 
addressing race equality issues. The policy defined the roles and responsibilities of all staff and 
young people involved with promoting race equality. 
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3.74 Race equality work was well managed through the REAT meeting. The membership of the 
REAT and the identity of the race representatives were well publicised across the 
establishment and on the residential units, and there was a good range of pictures and 
statements depicting diverse cultures and languages displayed around the establishment. 

3.75 The REAT meeting was well attended by appropriate heads of department across the 
establishment, as well as young people who had been appointed as race relations 
representatives for each of the residential units (see below). The meeting was not attended by 
external community representatives, although, as part of a wider community engagement 
exercise, the diversity manager had begun seeking such representation.  

3.76 The REAT agenda covered the management and scrutiny of ethnic monitoring data, which 
included a range of regime providers and activities. Detailed analysis and investigations were 
conducted when ‘take action’ warnings were highlighted. An example of this was the under-
representation of black and minority ethnic young people on offending behaviour courses, and 
a request from the REAT for this to be explored. Information was supplied to the meeting that 
some black and minority ethnic young people were not suitable for the programmes and 
reassurance was provided that there was fair access.  

3.77 A range of impact assessments had been completed. These had involved consultation with 
black and minority ethnic young people through the race relations representatives, and a 
programme of further impact assessments was discussed at the REAT meeting. The 
establishment had a race equality action plan, which was regularly reviewed. The diversity 
manager, REO and foreign nationals coordinator presented reports at the REAT meeting and 
actions were followed through.   

3.78 The REO had been in post since December 2007. She had received training in racist incident 
report form (RIRF) investigations and was on a waiting list to attend the formal race equality 
officer training. She was guaranteed a minimum of nine hours a week to undertake this role, 
although in practice the majority of her time was spent undertaking race equality work and 
redeployment was kept to a minimum. Support was provided by the diversity manager, and 
assistant REOs had recently been nominated for each residential unit. 

3.79 The young people recruited as race relations representatives were well supported by the REO, 
both in preparation for the meeting and at the meeting. They had a list of regime activities and 
residential issues that the REAT required feedback about at each meeting. The REO gave the 
representatives questions that would assist with discussions with black and minority ethnic 
young people on the units, and the agenda allowed time at the beginning of the meeting for the 
representatives to feed back. The race relations representatives had received some training 
and appeared to be committed to the role. However, the only way that black and minority 
ethnic young people could raise issues was through these representatives. The establishment 
acknowledged that it needed to ensure that all black and minority ethnic young people were 
adequately represented.  

3.80 In our survey, black and minority ethnic young people were mainly positive across the majority 
of areas tested for significance, and many of their responses were comparable with those of 
white young people. Two areas where black and minority ethnic young people responded 
significantly more negatively regarded being restrained and being victimised by staff. Forty-
eight per cent, compared with 22% of white young people, said that they had been physically 
restrained. However, this had been investigated and was consistent with the large proportion of 
physical fights at the establishment concerning black and minority ethnic young people (see 
section on discipline). Additionally, 5% of black and minority ethnic young people responded 
that they had been victimised by staff and that the incident had involved racial or ethnic abuse. 
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We found no evidence to support this, and the black and minority ethnic young people we 
spoke to said that the majority of staff were respectful and helpful and we observed good 
interactions between all groups of young people and staff. 

3.81 In 2007, 48 RIRFs had been investigated, and at the time of the inspection 20 RIRFs had been 
investigated in 2008 to date. The majority concerned alleged use of racist language among the 
young people and these were often resolved by way of an apology. There were no formal 
interventions to challenge young people about racism, although the REO discussed the 
outcome of the investigation with the alleged victim and perpetrator, and this extended to 
discussing and trying to increase awareness regarding diversity issues. The RIRFs submitted 
were investigated satisfactorily. The Governor commented on each investigation before the 
young people were informed of the outcome, and the REAT monitored the RIRFs. At the time 
of the inspection, there were no boxes into which completed RIRFs could be submitted, 
although we were told that some had been ordered. Young people had to submit RIRFs in 
sealed envelopes and put them in the complaints boxes.  

3.82 The REO referred any cases involving a possible bullying element to the anti-bullying 
coordinator where appropriate. Complaints with the racial element box ticked were not always 
sent to the REO. We saw a complaint from a young person who felt that he was being unfairly 
targeted for strip searching following domestic visits because of his race. Although the matter 
was appropriately responded to by the security department, the REO had no knowledge of the 
complaint.  

3.83 Although the REO was informed of all the young people in the establishment who had been 
convicted (currently or previously) of racially motivated/aggravated offences, she did not keep 
a list of these names. RIRFs were not cross-referenced to ensure that these young people 
were not involved in racist incidents or to monitor any patterns emerging. There was also no 
trend analysis regarding the race, age or location of the complainants or type of racist incidents 
that were reported.  

3.84 The establishment had recruited part-time equalities champions from the local community, nine 
at the time of the inspection, who worked six hours a week contributing to the establishment’s 
equalities agenda. They were given six areas to develop, alongside staff from the 
establishment and young people. Two of the equalities champions led on the scrutiny of RIRFs 
and the development and promotion of RIRF procedures across the establishment. They had 
only been involved in the quality assurance process for the previous two months, so it was too 
early to assess the effectiveness of the equalities champions, but it was an excellent initiative. 

Recommendations 

3.85 Staff in contact positions should receive diversity training and refresher training. 

3.86 The disability liaison role should have adequate profiled time to assess and provide 
appropriate services and facilities for young people with a disability.  

3.87 The disability questionnaire should be implemented and its use monitored by the race 
equality action team (REAT). 

3.88 There should be a programme of cultural events held at the establishment to celebrate 
diversity. 
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3.89 External community representatives should be encouraged to join the membership of 
the REAT.  

3.90 Black and minority ethnic young people should be regularly consulted to ensure that 
their views are represented. 

3.91 Complaints that have the racial element box ticked should be referred to the race 
equality officer (REO) to investigate the racial aspect of the complaint. 

3.92 The REO should maintain a list of young people convicted of racially motivated/ 
aggravated offences and cross-reference this with racist incident report forms (RIRFs) 
submitted. 

3.93 Interventions should be available to challenge young people about racism and promote 
cultural awareness. 

3.94 RIRFs should be analysed for trends and reported back to the REAT. 

Housekeeping points 

3.95 The disability liaison officer and the diversity manager should share information regarding 
young people declaring a disability. 

3.96 Staff training figures should be maintained. 

Good practice 

3.97 Equalities champions undertook a range of tasks to support and raise awareness regarding 
equalities issues within the establishment and in the local community.   

Foreign nationals 
 
Expected outcomes: 
Children and young people who are foreign nationals should have the same access to all 
facilities as other children and young people. All establishments should be aware of the specific 
needs that children and young people who are foreign nationals have and implement a distinct 
strategy, which aims to represent their views and offer peer support. 

3.98 The needs of young people who were foreign nationals, and requirements for staff to assist 
and support them, were clearly set out in a comprehensive policy. Foreign national young 
people were identified on arrival and were issued with the foreign nationals handbook in a 
range of languages, but local information was not translated. There were no forums offering 
support for young people who were foreign nationals, and few had contact with the foreign 
nationals coordinator. Non-English-speaking foreign national young people had a poorer 
experience at the establishment than those who spoke English, as interpreting services were 
not used regularly and some key assessments were not completed owing to language barriers. 
The UK Border Agency (UKBA) had attended the establishment on two occasions, and 
relatively new links had been made with the Refugee Council Children’s Panel, but young 
people were sometimes detained beyond their sentence. 
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3.99 There was a comprehensive foreign nationals policy, which outlined the services and support 
that was provided to young people and the duties placed on staff in supporting them. The 
overall strategic management of foreign nationals was undertaken at REAT meetings, which 
were attended by the foreign nationals coordinator. 

3.100 Foreign national young people were identified on arrival and were issued with the foreign 
nationals handbook, which could be downloaded from the Prison Service intranet in a range of 
languages. However, local information specific to the establishment was not translated. 
Foreign national young people we spoke to were unaware of who the foreign nationals 
coordinator was or how to contact him. These young people relied on case workers and 
residential support staff, but there was no forum available to ensure that the needs of foreign 
national young people were met. 

3.101 At the time of the inspection, there were six foreign national young people, two of whom were 
Vietnamese and could not speak English. In their records, we observed that the Big Word 
interpreting services had been utilised on reception. However, interpreting services had not 
been used during the first night procedures and induction process, and key assessments had 
not been completed; the records stated that this was due to the ‘language barrier’. Wing files 
recorded that one Vietnamese young person had become increasingly distressed, as he had 
not made a telephone call or received a visit since his arrival, five weeks earlier. Even though 
he was described as ‘desperate and upset’, this did not provoke any immediate action such as 
facilitating a telephone call, and interpreting services were not used to allay his concerns. The 
cell sharing risk assessment (CSRA) for another young person who was considered to have 
only basic use of English recorded that staff struggled to complete the CSRA, as he spoke little 
English. 

3.102 English-speaking foreign national young people fared comparatively better; they received visits 
or made international telephone calls, and were in a significantly better position to 
communicate with staff regarding their entitlements and concerns. During the inspection, we 
spoke to the two Vietnamese young people and they confirmed that they were being treated 
well and were participating in activities, but that they had not received their international 
telephone call entitlement in lieu of a visit. No records were kept regarding the applications 
made by foreign nationals to receive a free international telephone call, and individual files did 
not record when and if they occurred.  

3.103 We came across one young person who was subject to an immigration warrant (IS91) and had 
been detained past sentence since 8 May 2008, despite weekly efforts by custody staff to 
transfer him. In the previous six months, two young people had been detained at the 
establishment past sentence for 47 days and 27 days, respectively, before being transferred. 

3.104 Representatives from UKBA had attended the establishment on two occasions in 2007. The 
aim of the sessions was to raise awareness about the service they provided, and all foreign 
national young people had an opportunity to speak with UKBA staff at the end of the sessions, 
if they required. Relatively new links had been made with the Refugee Council Children’s 
Panel, which assisted in obtaining immigration solicitors and provided support and advice, and 
there were plans for a bi-monthly surgery to be provided. We were given notes confirming that 
all foreign national young people at the establishment had been interviewed by the Refugee 
Council Children’s Panel, but these records, which contained useful background information, 
were kept by the foreign nationals coordinator and were not shared with other relevant staff. 
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Recommendations 

3.105 Local policies and important information should be translated for foreign national young 
people. 

3.106 Young people should not be detained in Prison Service custody solely on an 
immigration warrant when their sentence has expired. 

3.107 The foreign nationals coordinator should meet regularly with foreign national young 
people, both individually and as a group, to ensure that they are receiving their 
entitlements, are properly supported and that their specific needs are met. 

3.108 Records should be kept regarding the applications made by foreign nationals to receive 
a free international telephone call, and individual files should record when and if they 
occur.   

Contact with the outside world 

 
Expected outcomes: 
Children and young people are encouraged to maintain contact with family and friends through 
regular access to mail, telephones and visits. 

3.109 There were appropriate arrangements for managing young people’s mail, although young 
people’s perceptions were poor about sending and receiving mail. Young people did not have 
daily access to telephones to keep in contact with their families and friends. Evening visits had 
been recently introduced, following consultation with young people, and visitors said that they 
had no difficulties in booking visits. Unsentenced young people were only allowed one two-
hour visit each week and sentenced young people were entitled to up to three visits a month. 
The visitors’ centre was comfortable and staff were helpful, and the visits hall, although formal 
in appearance, was relaxed and provided refreshments and a children’s play area. There had 
been no family days for some time. 

Mail 

3.110 All young people were given two free letters each week and could purchase stamps from the 
canteen. Letterboxes were available on the residential units. In our survey, 38% of 
respondents said that they had problems sending or receiving mail, which was significantly 
worse than the 30% comparator. Outgoing mail was posted on the same day that it was 
submitted, and incoming mail was sorted and taken to the residential units on the day it 
arrived. The only delays regarding incoming mail concerned mail that was not appropriately 
marked with the name and location of the young person. The operational support grades 
(OSGs) told us that this was common, and we observed over 50 items of mail that were 
delayed in this way. Aside from some errors being made with the sending out of visiting orders 
owing to recent changes to entitlements, we found no other problems with the handling of mail. 

3.111 Legal mail was not opened by staff. Aside from public protection cases, mail was appropriately 
randomly checked and recorded, and incoming postal orders and cash were logged and taken 
to the finance department. 
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Telephones 

3.112 New arrivals were given immediate telephone credit (see section on first days in custody). 
Young people did not have daily access to telephones because they did not have association 
every night. This was reflected in our survey, in which only 19% of respondents said that they 
were able to use the telephone to speak to someone in their family every day, which was 
significantly worse than the comparator of 54%. Residential staff showed some flexibility and 
allowed young people to use the telephone (including the office telephone) for compassionate 
reasons or if they showed signs of distress. Young people were required to put their name on a 
list to use the telephone and were allowed to spend 10 minutes on each call to ensure that 
everyone on the list had the opportunity to make a call. In our survey, 29% of respondents said 
that they had problems getting access to the telephone, which was significantly better than the 
comparator of 35%. 

3.113 Young people were permitted to have 10 telephone numbers for family and friends and an 
additional five legal numbers placed on their PIN telephone. During the inspection, we were 
informed by young people that they were charged 50 pence each time they wanted to change 
a telephone number; this practice was ended during the inspection. Telephone calls for young 
people subject to public protection measures were appropriately monitored, and all young 
people were required to sign a compact which confirmed that their calls would be monitored.  

Visits 

3.114 Fifty-five per cent of young people in our survey said that it was easy/very easy for their family 
to visit them, which was significantly better than the comparator of 31%. Sentenced young 
people were entitled to two weekend visiting orders (VOs), in addition to a privilege VO, which 
could only be used for midweek visits each month. Unsentenced young people were permitted 
only one two-hour visit each week. Neither entitlement was adequate. The establishment had 
introduced evening visits in April 2008, having consulted with young people. Visits were 
available on Tuesday to Thursday, Saturday and Sunday from 2–4pm and Wednesday 
evening from 6.15–7.45pm, and this was clearly printed on the visiting orders. The visits 
booking line was open on weekday mornings. We checked when the next opportunity for a visit 
was available, and visitors would have been able to visit within 24 hours. VOs stipulated that 
visitors should book at least 48 hours in advance, but this was to facilitate visitors being able to 
book the dates they required. Visitors were sent a VO, along with a letter providing useful 
information about making a visit, and also about the aims and principles of the establishment. 

3.115 The visitors’ centre, which was located next to the establishment, opened in advance of visiting 
hours and enabled families to wait in comfortable surroundings. A vending machine was 
available, providing a small range of refreshments, and a video loop provided information 
about the establishment. There were appropriate facilities for mothers and babies and disabled 
visitors. However, there were very few toys or books to keep children occupied while in the 
centre.  

3.116 The visitors’ centre was staffed by two OSGs, who were polite and helpful and interacted well 
with all visitors to the establishment. Visitors we spoke to said that they had no difficulties in 
booking visits, and were positive about being able to have a two-hour visit. Visitors were 
required to leave their belongings in the centre in secure lockers and could access the visitors’ 
centre at the end of their visit. All visitors were required to provide identification and all young 
people under 18 were appropriately identified and their ages checked.  
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3.117 Young people were taken to the visits hall during afternoon movements and were ready to 
receive visitors at 2pm. In our survey, 71% of respondents said that they arrived on time for a 
visit, which was significantly better than the 65% comparator. Visitors were called across to the 
gates in small numbers and walked to the visitors’ centre, where they were individually taken 
into a small room to be searched. Permission was sought before searching babies or children, 
and this was undertaken sensitively. Changing facilities were available and the establishment 
provided nappies and baby wipes. 

3.118 The visits hall was bright and well decorated, with useful information. There was a good range 
of vending machines, as well as a Prison Service-run shop, which served sandwiches, hot and 
cold drinks and snacks. At the time of the inspection, the vending machines were fully stocked 
and visitors made good use of the shop; however, there were no sandwiches available in the 
shop and a few visitors had wanted to purchase them. 

3.119 There was a discrete room in the visits hall in which vulnerable young people could receive 
visits, although it was rarely used. Toilets were available, both for visitors and for young 
people; young people received a pat-down search when they returned to the hall after using 
the toilet, and staff checked the visitors’ toilets after use.  

3.120 We were told by some staff that any young person whose visitor did not arrive within an hour of 
the start of the visits would be returned to the unit and efforts would be made to contact the 
family member. However, we were told by one young person that he had been left waiting for a 
family member who did not turn up, and consequently had to walk out of the visits hall in sight 
of other young people and their families, with considerable embarrassment. 

3.121 The layout of the visits hall was formal, but it was a relaxed atmosphere and appropriate 
physical contact was permitted. There was a small play area, which was staffed by a voluntary 
organisation when they were available; however, in their absence families were required to 
supervise their children in this area, although there was no sign advising of this. A visitors’ 
suggestions book was available in the hall and centre, although it was not well used and there 
had not been a visitors’ survey for some time.  

3.122 There were four closed visits booths located to the rear of the visits hall, and at the time of the 
inspection there were nine young people placed on closed visits (see section on security and 
rules). 

3.123 There had been no family days organised in 2008, primarily due to the fact that Anson unit, 
where they were usually conducted, was closed for refurbishment. Eligible young people could 
undertake community visits subject to a risk assessment, and accumulated visits were 
available, although they were rarely used by young people. The establishment was flexible if a 
young person required additional visits; this was usually facilitated by the casework team by 
way of undertaking more regular reviews that families were invited to.  

Recommendations 

3.124 Young people should have daily access to the telephones. 

3.125 Visits entitlements should increase to one each week for sentenced young people and, 
within reason, there should be no limit to the number of visits that unsentenced young 
people are permitted to have. 
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3.126 Visitors who do not arrive within 15 minutes should be contacted and young people 
should not be left waiting in the visits hall unnecessarily. 

3.127 Family days should be organised at least four times each year. 

3.128 Visitors should be encouraged to give regular feedback about visits by improved 
promotion of the suggestions book and regular surveys.  

Housekeeping points 

3.129 The shop in the visits hall should be fully stocked in time for the start of visits. 

3 .130 There should be a range of books and toys available for children in the visits hall.  

Applications and complaints 
 

Expected outcomes: 
Effective application and complaint procedures are in place, are easy to access, easy to use and 
provide timely responses. Children and young people feel safe from repercussions when using 
these procedures and are aware of an appeal procedure. Independent advocates are easily 
accessible and assist young people to make applications and complaints. 

3.131 A significant number of young people said that they did not know how to make a complaint and 
only a third said that it was easy to make a complaint. The majority of complaints were 
responded to within the required timescale, but varied in quality. Complaints were dealt with, 
where possible, by unit staff, but no training was given on how to deal with them or how to 
respond, and the quality varied. There were some good examples of complaints being upheld 
and appropriate remedial action taken. The senior management team monitored a range of 
data which identified patterns and trends in complaints each month. Young people received 
good support from the advocacy service. Applications were dealt with efficiently.  

3.132 In our survey, 77% of young people said that they knew how to make a complaint, which was 
significantly worse than the 84% comparator. Conversely, 22% said that they thought 
complaints were dealt with fairly, which was significantly better than the 16% comparator. 
Complaints forms were freely available on the residential units, although in our survey only 
33% of young people said that it was easy to make a complaint, which was significantly worse 
than the comparator of 43%. The majority were responded to within the required timescale. 
Responses to complaints varied in quality. Some were very good, addressed to the young 
person making the complaint, responded clearly to the points made, and were appropriate in 
the tone and language used. Others failed to respond to the specific points raised or gave no 
indication of what action would be taken to establish the validity of the complaint. Some were 
not written for the young person involved, and read more as a note about his complaint 
directed towards a third party than as a personalised reply. There was no quality assurance 
system. 

3.133 Complaints were dealt with, where possible, by unit staff, but no training was given on how to 
deal with them or how to respond. However, there were some good examples of complaints 
being upheld and appropriate remedial action taken. Several young people opted to use 
confidential access arrangements and these were followed appropriately. Some useful 
information about the number of complaints made, a breakdown by unit and by complaint topic, 
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and timescales for responses was provided to the senior management team each month, 
which allowed analysis of trends to be undertaken. Young people received good support from 
the advocacy service, with 42% saying that they had spoken to an advocate at the 
establishment, which was significantly better than the 31% comparator.  

3.134 Applications were dealt with efficiently by residential staff and we received no complaints from 
young people about applications. 

Recommendations 

3.135 All residential staff should receive guidance in how to consider and respond to a 
complaint from a young person. 

3.136 A quality assurance system should be implemented to ensure that complaints are 
replied to fully and politely. 
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Section 4: Health services 
Expected outcomes: 
Children and young people are cared for by a health service that assesses and meets their 
needs for healthcare while in custody and which promotes continuity of health and social care 
on release. The standard of healthcare provided is equivalent to that which children and young 
people could expect to receive in the community.  

4.1 Healthcare had developed well and there was a wide range of services available. The 
healthcare department was in a poor state of repair and was not decorated in an age-
appropriate manner. Healthcare was well integrated with other departments within the 
establishment and had strong links with Leeds Primary Care Trust (PCT). Health promotion 
was developing, as were multidisciplinary health clinics. We observed health services staff to 
be polite and considerate in their interactions with young people. Secondary mental health 
provision was essentially good, but primary care was underdeveloped. Dental services were 
unsatisfactory and offered emergency-only treatment. There were no health-related 
resettlement arrangements. 

General 

4.2 Healthcare was commissioned and provided by Leeds PCT. An up-to-date health needs 
assessment had been published in June 2008. A prison health performance indicator analysis 
had been completed in June 2008. The healthcare manager attended the quarterly prison 
steering group meetings and prison health partnership board meetings, as well as regular 
primary care, mental health and other multidisciplinary meetings. There were several Service 
Level Agreements (SLAs) in place for various contracts with the establishment and general 
practitioners (GPs). A dental SLA was pending. The GPs met weekly at their practice to 
discuss patient care. The healthcare manager held quarterly meetings with the GPs to discuss 
prescriptions, practices and trends. 

Environment 

4.3 Most of the healthcare department was in a poor state of repair and was not decorated in an 
age-appropriate manner. The walls were generally marked, plaster had broken away in some 
areas and graffiti was present, especially in the inpatient toilet areas. 

4.4 The healthcare department consisted of a main area containing four inpatient cells. These 
rooms were large, but poorly maintained. They were not decorated or furnished in an age-
appropriate manner. The four inpatient cell door flaps had been damaged and soldered back 
in-situ. They looked austere and unsightly. There was a large well-equipped association room, 
a nurse’s office, a treatment room containing the necessary essential equipment, including 
resuscitation equipment and an automated external defibrillator. An administrator’s office, the 
healthcare manager’s office, the child and adolescent mental health service (CAMHS) team 
office and a consultation room. Next to the association room, there was a large room, 
containing a bolted-down bed, which was not utilised, and consequently this space was 
wasted. All rooms with a clinical function were equipped with the SystmOne electronic clinical 
information system. 
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4.5 The healthcare corridor was accessed through a gated door at one end of the department. 
This area comprised the GP surgery, which was appropriately equipped, the CAMHS 
manager’s office, the dental suite and a treatment room, which contained the controlled drugs 
cabinet. The adjacent patients’ waiting area was austere and uninviting and had little in the 
way of posters or health promotion material available to engage or occupy young people while 
they waited for appointments. 

4.6 There were two further treatment rooms located, on Collingwood/Drake and 
Exmouth/Frobisher units, from which medication was administered. The layout of both was the 
same, with similar stable-type doors, which were insecure and offered little confidentiality. 
Supervision of the queue by discipline staff was occasionally disrupted, and a number of the 
young people we spoke to said that they had felt that their confidentiality had been 
compromised when this had occurred. There were no copies of the British National Formulary 
for Children in the unit treatment rooms.  

4.7 Emergency equipment was located in all the treatment rooms and consisted of a resuscitation 
bag with all the necessary equipment, as well as an anaphylaxis kit and oxygen cylinders. 
There were two automatic defibrillators: one located in the treatment room on 
Collingwood/Drake units and the other in the healthcare treatment room. All emergency 
equipment was checked and signed for daily. 

4.8 The dental suite was of adequate size and had been partly refurbished. 

Records 

4.9 Most clinical records were computerised and kept on SystmOne. Clinical records that we 
looked at were generally good, but care plans contained little detail. 

4.10 Paper medical records were kept in lockable filing cabinets in the administrator’s office. When 
a young person was discharged, paper medical records were stored by year in alphabetical 
order and kept in a locked record store room in the healthcare department. 

4.11 Dental records were paper based, poorly annotated and inappropriately stored. The quality of 
the radiographs was extremely poor. 

Staffing 

4.12 Clinical governance arrangements had only just recommenced after the amalgamation of five 
PCTs into one, with the first minuted meeting in May 2008. The healthcare manager was an 
experienced state enrolled nurse, who maintained good communication with the PCT, but was 
not a member of the establishment’s senior management team. There were 12 whole-time 
equivalent nursing staff posts, including two registered sick children’s nurses and two 
registered mental health nurses (RMNs), and a learning disability nurse. The team also 
included five nurses who were assessment, care in custody and teamwork (ACCT) assessors, 
a specialist public health nurse and a trained school nurse. The skill mix was good, but lacked 
additional specialist expertise fully to support the young people in areas such as physical 
disabilities and those with dual diagnosis (mental illness and substance misuse) needs. In 
addition, there were two healthcare assistants, two administrative support workers and a 
healthcare cleaner. The CAMHS in-reach team consisted of nine members of staff, including 
RMNs, art psychotherapists and drama therapists. The team was supported by a consultant 
forensic psychiatrist with an interest in adolescent psychiatry and a CAMHS specialist 
registrar. 
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4.13 Medical cover was provided by a local GP practice. Seven GPs (four male and three female) 
provided a daily surgery in the main healthcare department on a rota basis. Out-of-hours 
medical cover was provided by the community-based local out-of-hours service. Health 
services staff felt well supported by the GP service. 

4.14 There had not been a dentist in post since April 2008. Emergency dental care/pain relief was 
provided as an interim measure by a dentist from HMP Leeds, who tried to attend weekly. A 
pharmacist based at HMP Leeds attended once a week. 

4.15 Training and clinical supervision was well supported by the PCT. As part of their personal 
development plan, staff had six-monthly reviews, in which training needs were identified and 
discussed. There were regular healthcare meetings, as well as multidisciplinary meetings. A 
morning clinical handover meeting took place every day in the main healthcare office. 

4.16 All nursing staff received yearly child protection training. All the interactions we observed 
between health services staff and the young people were age appropriate and courteous. 

Delivery of care 

Primary care 

4.17 The healthcare department provided a 24-hour service. The core day, seven days a week, was 
between 7.30am and 8.30pm, when the healthcare department was fully staffed. From 8–
8.30am there was one nurse on duty. Nursing was unit based, with a team of nurses being 
responsible for each of the various units. Nurses went to the units four times a day. 

4.18 All young people were seen in reception by a qualified nurse. The reception screening tool was 
comprehensive and included a mental health, substance use, and immunisation and 
vaccination history. Clinical needs were identified and necessary referrals were made directly 
onto SystmOne. A translation service was used to complete the health screen when language 
difficulties arose. The young person’s GP was contacted to provide healthcare information, 
especially immunisation records when these were lacking. All young people were given a 
healthcare folder, which contained a wide range of pictorial and age-appropriate information 
about the health services available. However, the information was only available in English. All 
new admissions were seen the next day by the GP to address immediate needs.  

4.19 GPs conducted surgeries six days a week. Young people were usually able to see the GP 
within 24 hours, or sooner if urgent. Most of the young people we spoke to were happy with 
access to the GP. Access to the various internal clinics had improved significantly since the 
appointment of a discipline officer to escort the young people to their various appointments.  

4.20 Medications were given out daily from 7.30–8.30am. During this time, young people also had 
the opportunity to ask questions or to check up on any of their appointments. Young people 
collected their medication one at a time, although we observed one occasion when the line 
was not supervised by discipline staff, which resulted in a number of young people 
congregating around the hatch at the same time. This affected the confidentiality of the young 
person being seen. Young people requiring medication more often than once a day were seen 
by the unit-based nurses. 

4.21 Applications to see a member of health services staff were pictorial and age appropriate. 
Young people put their completed applications into a general box outside the unit office. These 
boxes were emptied and sorted by discipline staff, which afforded the young person no 
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confidentiality with regard to his medical problems. There were several nurse triaging 
protocols, but we did not see them being used. We observed nurses conducting informal 
assessments of the young people in their cells without the benefits of a suitably equipped room 
with the necessary range of medical equipment to ensure that the assessments made were 
accurate.   

4.22 There were few care plans and we saw no evidence of care plans supporting the care of 
learning-disabled, foreign national or other vulnerable groups of young people. The few care 
plans we saw showed no evidence of the young person’s involvement or any review dates.  

4.23 Complaints about healthcare were managed through the healthcare manager. All replies were 
generally answered within a week, used the young person’s first name, and language he could 
understand, and were polite. If the young person was not satisfied with the way the complaint 
had been managed, he could access the PCT complaints system. There had been four 
complaints about healthcare (mostly about the lack of dental provision) between January and 
June 2008. 

4.24 Health promotion had developed well. As well as the healthcare folders that young people 
received, a video on health topics was screened in the healthcare waiting room. Recent topics 
included ecstasy and hepatitis C. There were some leaflets on display, but only a few posters 
on the wall. We were told, ‘As soon as we put them up, they get torn down’. This suggested 
that young people received insufficient supervision while waiting for their appointments. Health 
services staff were also involved in facilitating a one-hour, six-week rolling programme in 
education on topics such as sexual health, acne, pregnancy, expectant fathers and the correct 
application of condoms. A health and well-being initiative, funded by the PCT and facilitated by 
a community-based organisation, provided dance sessions in the gym. These were very 
popular with young people.  

4.25 There were few young people with long-term conditions. Young people with conditions such as 
asthma and epilepsy were managed individually in sessions run by the pharmacist, health 
services nurses and GPs. The range of nurse-led clinics had improved and included blood-
borne viruses, immunisation, vaccination and sexual health. One of the nurses was attending a 
course to develop expertise to run an acne clinic in conjunction with the GP. There was an 
established smoking cessation clinic, which was complemented by a weekly acupuncture 
clinic. There was no waiting list for any of the clinics. Young people were not given help to 
register with a GP before release.  

4.26 Other visiting health professionals included an optician, who visited monthly. At the time of the 
inspection, there were only three young people waiting to be seen. The psychiatrist, who 
visited every two weeks, also had no waiting list. Relationships with external NHS facilities 
were good, so that the needs of young people requiring chiropody, physiotherapy or any other 
specialist help could be met. 

4.27 NHS outpatient appointments were sometimes cancelled owing to staff shortages. In the 
previous three months, seven out of 39 (18%) had been cancelled.  

4.28 Relationships with the rest of the establishment seemed good and healthcare was represented 
in many of the multidisciplinary meetings, including safeguarding and ACCT reviews.  

Pharmacy 

4.29 The pharmacy service was commissioned by Leeds PCT and provided by the pharmacy at a 
local prison. There was a medicines and therapeutics committee, which met every three 
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months. The healthcare manager, GP and a member of the nursing staff were members of this 
committee. There were several patient group directions in place at the time of the inspection, 
but only one was in common use. 

4.30 Prescriptions were written on standard Prison Service forms. Most of the forms inspected were 
written correctly and administration periods accurately observed. However, we saw a 
prescription for a controlled drug, on which the quantity had not been written by the prescriber 
in words and figures. 

4.31 Medicines were stored in the three treatment rooms, in locked metal cupboards or in locked 
trolleys which were secured to the wall. A significant amount of stock medicine was present in 
the main treatment room. All stock items were dual labelled. All patient-named medicines were 
appropriately labelled. Medications for supply in-possession (IP) did not always contain a 
patient information leaflet.  

4.32 Controlled drugs requiring safe storage were located in the main treatment room on the 
healthcare corridor. All were locked in an appropriate cabinet. There was a controlled drug 
register, which was appropriately kept. Running balances were maintained and those 
examined were found to be accurate. Refrigerators were provided for the storage of heat-
sensitive products.  

4.33 There was a written IP policy, involving a risk assessment of the medicine and a risk 
assessment of the young person. Provision was made in the policy for the supply of medicines 
monthly, weekly or daily IP. The majority of long-term antibiotics (for acne) were issued weekly 
IP, while the majority of pain killers were issued daily. There was a written procedure for the 
prescribing and supply of medicines out of hours. The pharmacist had recently completed an 
independent prescribers course and was keen to develop pharmacist services further. The 
nature of the prescribing across the population appeared to be appropriate. A sizable amount 
of prescribing was associated with acne and other skin conditions, which reflected the age of 
the population. 

Dentistry 

4.34 The contracted dentist had left his position in April 2008 and a replacement dentist had yet to 
be appointed. At the time of the inspection, only emergency sessions were provided by the 
dentist from HMP Leeds. The previous contract had been for one session a week, but it had 
been recommended that an additional hygienist session should be provided, and it was 
understood that the new contract would include this.  

4.35 The dental unit (chair and drills) was approximately 25 years old and was no longer fit for 
purpose. The high-speed hand pieces did not fit onto the unit correctly. The stock of hand 
instruments and materials available was poor, making the provision of a full range of 
treatments impossible. There was no washer/disinfector available, and no means of 
communication with the rest of the healthcare department.  

4.36 On one day during the inspection, there were 18 patients on the waiting list, although this 
figure may not have been accurate, as applications were not being made owing to the absence 
of a dentist. The waiting list was produced and managed by health services staff. Priority was 
given to urgent cases, although there were no protocols for the triaging of applications or to 
deal with out-of-hours emergency dental cover. 
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Inpatients 

4.37 Only two of the four inpatient beds were usable because the other two had been severely 
damaged by previous inpatients. At the time of the inspection, there were no inpatients. There 
was a documented inpatient regime, but, due to the lack of discipline staff to assist with 
supervision, this regime was not adhered to. This meant that inpatients ate in their cells and 
were often left in their cells for prolonged periods. There was no day care provision and little 
constructive activity for them, and access to the prison regime (clinical condition allowing) was 
hampered by the lack of discipline staff to escort them. 

Mental health 

4.38 Mental health support was provided by the primary mental health nurses and the CAMHS in-
reach team. There were three primary RMNs, one of whom was a learning disability nurse. 
She received referrals from the education department and reception, and had close links with 
the in-reach team. She tried to attend all the ACCT reviews of young people with learning 
difficulties. The learning disability nurse had no protected time to develop the service provision 
for these young people. 

4.39 Primary mental health services (tiers one and two) were provided to some extent by the 
primary RMNs. The primary RMNs, along with education staff, were involved in mental health 
promotion, but they were rarely involved with ‘crisis’ assessments or short-term interventions. 
The primary RMNs did not have their own caseload of young people with more minor tier one 
or tier two mental health needs.  

4.40 The CAMHS at the establishment, which supported the needs of young people with more 
severe mental health needs, was commissioned and provided by the Leeds PCT Children’s 
Services. Two forensic psychiatrists with adolescent experience visited once a fortnight, or 
more often if necessary. There was no waiting list to see the psychiatrist. 

4.41 There was an open referral system, with all members of staff from all departments, as well as 
the young people themselves, being able to refer directly to the CAMHS team. All young 
people referred to the CAMHS were seen within a week and prioritised according to need. 

4.42 The CAMHS team provided assessments, therapeutic support and treatment for the young 
people with symptoms of mental illness on a one-to-one or group basis. All young people with 
a developing mental illness were subject to a multidisciplinary coordinated care pathway. The 
CAMHS had a good interdisciplinary approach and was represented at the primary care 
weekly meetings, the young people’s substance misuse service (YPSMS) meetings, 
safeguarding meetings, psychology department meetings and chaplaincy meetings, and 
supported the ‘inclusion’ classroom in a pilot study offering drama therapy in the education 
department. The CAMHS was further involved by attending ACCT reviews, as well as being on 
a self-harm rota, which ensured that all young people who self-harmed were followed up by a 
member of the in-reach team. The CAMHS liaised well with the social services to discuss 
issues surrounding child protection, child care and looked after children.  

4.43 The CAMHS provided a variety of pathways of support. For example, if a young person had a 
disorder giving rise to challenging behaviour (such as attention deficit hyperactivity disorder), a 
conduct disorder or a learning disability, there were links and support to the discipline staff, 
with a care plan highlighting the types of behaviour they should expect and how best to interact 
with the young people at times of difficulty. The CAMHS also visited the separation and care 
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unit (SCU) weekly and saw all young people there, whether they had a mental health need or 
not. One of the RMNs supported the psychiatrist and conducted a fortnightly psychiatric clinic 
conducting mental health assessments. A consultation clinic offered a tier two solution-focused 
approach to address the short-term acute problems. There was an option then to offer further 
support to the young person, if needed, through to a tier three stage, the psychology 
department or another department. 

4.44 The CAMHS was involved in delivering mental health awareness training to all staff. It had 
conducted several training sessions, but the attendance rate was poor. The team expressed a 
desire to deliver a compulsory annual three-hour training session to all members of staff, 
especially to reception and SCU staff.  

4.45 Young people with severe mental health problems were assessed without delay by CAMHS 
psychiatrists. Referrals to a psychiatric hospital were made if indicated. There had been three 
transfers out under the Mental Health Act 1983 in the previous six months. Two of these young 
people had been transferred within 28 days of referral, but one had had to wait for almost three 
months for an appropriate placement in a psychiatric hospital. We were told that delays 
occurred, especially for young people who would soon be 18 years of age and therefore 
outside the remit of the CAMHS and for those who had additional problems, such as 
personality disorders and learning difficulties. 

Recommendations 

4.46 The healthcare manager should be a member of the senior management team.  

4.47 The healthcare department should be refurbished and decorated in an age-appropriate 
manner. 

4.48 Young people should be able to submit applications for health services confidentially. 

4.49 Discipline staff should be available to supervise young people at the treatment hatches 
and ensure that only one young person is at the hatch at any time, to maintain 
confidentiality; escort young people to the health services department, and supervise 
young people in any area of the department. 

4.50 All staff should have easy access to resuscitation equipment and a defibrillator. 

4.51 Care plans should be written to support young people with identified medical problems, 
to ensure that their needs are fully met. 

4.52 All staff should have sufficient time, and the relevant skills and competencies, to care 
for young people at the establishment. 

4.53 Information about health services and health promotion material should be available in 
languages to meet the needs of the population. 

4.54 Nurses should use triage algorithms when assessing young people; such assessment 
should take place in an appropriate environment. 

4.55 All prescriptions for controlled drugs should be written legally and include the quantity 
prescribed in both words and figures, with the date prescribed, and be signed by the 
prescriber. 
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4.56 The introduction of patient group directions (PGDs) should be considered to enable 
more potent medication to be administered by nurses to avoid unnecessary 
consultations with the doctor. A copy of the original signed PGDs should be present in 
the treatment room and be read and signed by all relevant staff. 

4.57 The contract to provide dental services should be restored as soon as possible and 
should meet the needs of the population. 

4.58 The dental surgery and equipment should be fit for purpose and sufficient for the 
dentist to provide a full range of treatments at least equal to the standard of the NHS. 

4.59 The dental records should be appropriately annotated and stored.  

4.60 Protocols should be developed to assist health services staff when dealing with dental 
emergencies in the absence of the dental team and for out-of-hours cover. 

4.61 Inpatients should have access to a range of constructive activities unless their clinical 
condition precludes it. 

4.62 There should be day care provision to support inpatients and young people finding it 
difficult to cope on the wings. 

4.63 Primary mental health nurses should have protected time to develop the provision for 
tiers one and two mental health problems and carry their own caseload of patients. 

4.64 All staff should receive annual mental health awareness training. 

4.65 Health services staff should help young people to register with a GP before release. 

Housekeeping points 

4.66 Patient information leaflets should be supplied wherever possible and a notice should be 
prominently displayed to advise patients of their availability.  

4.67 There should be a British National Formulary for Children in each treatment room. 

4.68  A telephone should be provided within the dental surgery. 
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Section 5: Activities 

Education, training and library provision 
 

Expected outcomes: 
Inspection of the provision of education and educational standards as well as vocational training 
in YOIs for juveniles is undertaken by the Office for standards in education (Ofsted) working 
under the general direction of HM Inspectorate of Prisons. Education and training are expected 
to be at the heart of the provision in a YOI and all children and young people should be engaged 
in good quality education and training which meets their individual needs. For information on 
how Ofsted inspect education and training see the Ofsted framework and handbook for 
inspection. Children and young people below the school-leaving age should be following the 
national curriculum.   

5.1 There were too few activity places to provide full-time purposeful activity for all young people. 
Delays in completing security clearance prevented young people from commencing vocational 
programmes or employment quickly. The curriculum was varied, sufficiently balanced and 
supplemented by some innovative community projects. Teaching and learning were 
satisfactory overall, and young people produced good quality work. The specific needs of 
children under school leaving age were not being met. Attendance at education was generally 
good, but punctuality was poor. Behaviour management by teachers and learning support 
assistants (LSAs) was generally good and very few young people were sent back to their 
residential units for poor behaviour. Young people’s achievements were celebrated well. There 
had been significant problems in relation to classes in construction. Good quality support was 
provided in subjects such as information technology, art and catering. Most young people 
gained a qualification in literacy and numeracy during their stay and there had been some 
success in gaining accreditation at higher levels. 

5.2 Soon after their arrival, young people underwent a well-organised induction to education. A 
team of experienced guidance staff interviewed all young people to discuss their aspirations for 
the future and to guide them onto appropriate vocational programmes as part of this induction. 
This ensured that most young people were allocated quickly to appropriate courses. Useful 
initial assessments of young people’s levels of literacy and numeracy and their previous 
educational history were carried out. The results from these and other educational 
assessments were communicated to all staff and were used well by the special educational 
needs coordinator to identify and provide support for young people with learning difficulties and 
for those with social, emotional and behavioural difficulties.  

5.3 There were delays in carrying out risk assessments once young people had been allocated to 
vocational programmes or employment. This meant that too many young people were 
unemployed for either the morning or the afternoon, and therefore spent too much of their time 
not purposefully engaged and often locked in their cells. There was no provision to meet the 
specific needs of the 47 young people who were under school leaving age. There were too few 
activity places to meet the needs of the population at the establishment. There was a shortfall 
of 23 places in the mornings and 25 places in the afternoons. Apart from those recently arrived 
and awaiting allocation, there were no young people without any allocated activity, but the 
shortfall meant that some were not occupied all day. A ‘standby’ group consisted of a reserve 
list of young people without activity who would fill any spare places in classes caused by 
routine absences when young people had appointments elsewhere. Those on the standby list 
who were not allocated to a spare place formed a group on their own and usually worked on 
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literacy or numeracy. While this prevented them from having to return to their cells, this 
process was ineffective in meeting their individual learning needs. There was little stability in 
the programme and often young people on ‘standby’ were left waiting for too long to be taken 
to the class they were going to join that day.  

5.4 The curriculum was planned appropriately to provide young people with a range of 
educational, vocational and work-related options to help to prepare them for employment or 
further study. A well-structured timetable of the core subjects of literacy, numeracy and 
information and communications technology, and subjects such as art, life skills and healthy 
eating, ensured that young people had a variety of opportunities to help them to improve their 
basic skills. It also enabled young people to learn in groups with others of similar ability, and 
this worked well.  

5.5 Young people on shorter sentences were usually able to participate in appropriate education 
and training. A small number of young people on longer sentences no longer participated in 
education, as they had completed some qualifications and now focused solely on work 
activities. As a result, opportunities were lost for them to gain higher level qualifications. 

5.6 The curriculum was supplemented well by innovative community projects such as Wetherby in 
Support of the Elderly (WISE), the Bradford Dance Academy and Media Box. Approximately 
15 young people, released on temporary licence in some instances, benefited from these 
activities each year. 

5.7 Around 30 young people were employed full time on the units and on servery duty. While they 
had previously completed various qualifications before their employment in these roles, most 
were not receiving any such education at the time of the inspection. 

5.8 There had been significant problems in relation to classes in construction. Until very recently, 
no cover had been provided for teachers, and too many lessons had been cancelled, resulting 
in six or seven young people being returned to the unit when a session was cancelled. 
Problems had arisen when brickwork and painting and decorating workshops were taken out of 
commission for health and safety reasons. Young people on painting and decorating courses 
had been redeployed to painting cells, and those on the brickwork course were working in 
accommodation that was barely fit for purpose. 

5.9 Some of the difficulties arose because vocational training was provided by three different 
organisations, with little coordination of their different practices. The recently appointed 
manager for vocational training was beginning to implement strategies to integrate the 
provision across the establishment and to ensure that it was delivered coherently and to 
consistent standards. There were also serious delays in getting minor works completed, which 
impacted on the delivery of some classes. For example, a computer maintenance course 
planned to start in September 2007 was still not running at the time of the inspection owing to 
delays in getting tools security marked and then in obtaining a shadow board in the classroom 
for them to be stored in. 

5.10 Teaching and learning were satisfactory overall, with some good features. Young people’s 
engagement and behaviour were generally good. Some lessons were planned well, with good 
account being taken of young people’s abilities and aspirations. Tasks were challenging, 
interesting and relevant, and young people produced good work and made good progress. In 
the less effective lessons, tasks were less challenging and often went on for too long, resulting 
in young people’s interest not being maintained and their attention and behaviour deteriorating. 
Punctuality was poor, with young people arriving late to virtually all lessons at the start of the 
morning and afternoon sessions – sometimes by as much as half an hour. Teachers had 
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devised some effective strategies for dealing with this significant problem. Early collections 
from education sometimes prevented teachers from summarising the learning that had taken 
place in that lesson. Attendance at education was generally good, although there was a lack of 
clarity in attendance data, caused by the ‘standby’ group distorting the actual attendance 
figures for those young people allocated to the particular class. 

5.11 Behaviour management by teachers and LSAs was generally good, as were the relationships 
between teachers, LSAs and young people. There were few instances of young people 
swearing or using inappropriate language, and when it occurred it was generally challenged 
effectively, often resulting in an apology from the young person. Young people’s achievements 
were celebrated well through the awarding of prizes and certificates for good work and 
behaviour. 

5.12 Specialist LSAs provided literacy and numeracy support in basic skills groups, and good 
quality support was provided in subjects such as information technology, art and catering. 
Additional one-to-one support was also provided in the separation and care unit (SCU), in the 
clothing exchange store and on the residential units for those unable to attend education owing 
to a shortage of spaces or awaiting risk assessment. Recent changes to the regime had 
reduced the level of LSA support available. The inclusion group and the ‘send out’ room 
provided good support for young people displaying challenging behaviour. Teachers and LSAs 
skilfully helped young people to reflect on their behaviour, and the majority returned to their 
classes rather than being sent back to their residential units, as had previously been the case.  

5.13 The ‘XL Group’, run by the Prince’s Trust and accredited by the Award Scheme Development 
and Accreditation Network (ASDAN), provided very good support for young people who were 
not coping with the main education programme. This programme took place in the YMCA 
building and consisted of a set of challenges that young people followed in order to develop 
their social skills, confidence and self-esteem. On completion of the programme, young people 
returned to mainstream education classes. There were relatively few young people who 
refused to attend education, and the few cases were followed up by education staff with 
residential staff.  

5.14 Young people’s achievements in education were satisfactory overall. There had been some 
success in gaining accreditation at higher levels. For example, seven young people had gained 
GCSEs in art at grades A to C and a small number of young people had gained National 
Vocational Qualifications in food preparation and cooking. There was an appropriate emphasis 
on the accreditation of literacy and numeracy and, again, there had been some success at the 
higher levels, equivalent to GCSE. Most young people gained a qualification in literacy and 
numeracy during their stay at the establishment. Few had achieved accreditation in 
construction over the previous year, however, owing to the establishment no longer offering 
accredited courses for a significant period. At the time of the inspection, new courses, with 
appropriate accreditation, were shortly to be introduced. The standards of young people’s work 
were generally good; they were very good in art and outstanding in cookery. Young people 
also produced some very good work in the numerous schemes they were involved in, such as 
an exciting street dance project in partnership with Dance Action Zone Leeds. 

5.15 Sound operational management ensured that education ran smoothly. Curriculum coordinators 
provided good leadership for their subjects, and strong teamwork among teachers enabled 
them to share good practice. The management and leadership of support for young people 
with learning difficulties and those with social, emotional and behavioural difficulties were very 
effective. The team of LSAs and teachers were well supported by the special educational 
needs coordinator. Not all staff had been trained in child protection, and attendance by 
education staff at training planning meetings was low. Quality assurance arrangements were 
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satisfactory overall, although the self-assessment report was fragmented, and in some areas 
lacked evaluation and analysis. 

Library  

5.16 The environment in the library was pleasant and welcoming, and young people enjoyed their 
time there. The library carried a good range of age-appropriate books. 

5.17 Access to the library for those in education was good, with timetabled slots in the core day. 
Those in full-time work, however, did not have access to the library, as it was not open in the 
evenings or at weekends. 

5.18 Three newspapers were provided to each residential unit each day. 

Recommendations 

5.19 The amount of accreditation on construction courses should be increased. 

5.20 Staff absences in construction lessons should always be covered. 

5.21 Punctuality to lessons should be improved.  

5.22 The curriculum should meet the needs of young people who are under school leaving 
age.  

5.23 The length of time taken to carry out risk assessments for young people entering work 
and vocational training should be reduced. 

5.24 Young people should not be employed full time without education and/or vocational 
training. 

5.25 Attendance by education staff at training planning meetings should be improved. 

5 .26 Young people should have access to the library in the evenings and at weekends. 

Physical education and health promotion 
 

Expected outcomes: 
Physical education (PE) and facilities meet the requirements of the Ofsted common inspection 
framework (separately inspected by Ofsted). Children and young people are also encouraged 
and enabled to take part in recreational physical education, in safe and decent surroundings. 

5.27 Access to PE was satisfactory, but attendance differed, being good for recreational PE and 
poor for core PE. There had been some success in enabling young people to gain 
qualifications in a wide range of sports and activities, and good use was made of release on 
temporary licence to provide young people with activities in the community. The PE 
department had good links with some other departments, but links with healthcare were 
underdeveloped. Facilities were of generally good quality, although there was limited space 
available and the showers were of very poor quality. Annual surveys of the views of young 
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people were carried out and usage of facilities monitored, but it was unclear how this 
information was used to improve practice. 

5.28 Although the time allocated to PE had reduced since the previous inspection, young people’s 
access to core PE, at three hours a week, was satisfactory. Recreational PE was available for 
two hours in the evenings and at weekends. Attendance at these additional sessions was 
good, with between 30 and 50 young people attending each session, but attendance at the 
core timetabled lessons was poor. 

5.29 The PE introductory course covered a range of team games and individual sports. This 
provided a good introduction to the activities that were available and enabled young people to 
gain accreditation early in their sentence. There had been some success in enabling young 
people to gain qualifications in a wide range of sports and activities. The sports studies course 
gave young people the opportunity to gain more specialist qualifications, such as the Junior 
Sports Leaders’ Award. While the department was successful in helping some young people 
gain qualifications, too much of the PE profile was recreational, with too little focus on skills 
acquisition and development. 

5.30 The department had links with other aspects of the regime, such as psychology, where work 
was carried out with vulnerable young people, and PE was provided as part of the substance 
misuse programmes. Formal links with the healthcare department were weak. The department 
made very good use of release on temporary licence for a small number of young people, who 
were able to follow an innovative range of activities, including mountain biking and kayaking. 

5.31 Facilities were of generally good quality, although there was limited space available for the 
number of young people using them and the range of activities going on at any one time. The 
showers were in a poor state and lacked cubicles or modesty panels. This was concerning in 
the light of our survey findings, which highlighted the gym showers as a place where young 
people felt unsafe (see section on bullying). The department carried out annual surveys of the 
views of young people and also monitored the use of the facilities by different groups, although 
there was no evidence that this information was used to improve practice. 

Recommendations 

5.32 Attendance at core PE lessons should be improved. 

5.33 The PE profile should be redesigned to ensure that there is a balance of recreational PE 
and skills acquisition and development. 

5.34 Links with the healthcare department should be improved. 

5.35 The quality of the showers should be improved and they should be cubicularised. 

5.36 The annual PE surveys and monitoring information should be used to improve practice. 
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Faith and religious activity 
 

Expected outcomes: 
All children and young people are able to practise their religion fully and in safety. The 
chaplaincy plays a full part in the establishment’s life and contributes to the overall care, 
support and resettlement of children and young people. 

5.37 The chapel was unavailable for use, as it was undergoing essential maintenance. Despite this, 
the chaplaincy team continued to deliver the full range of classes and services. The chaplaincy 
team was represented at key meetings across the establishment. The non-faith-based support 
and religious service times were well publicised and the team was well known in the 
establishment. Five faith-based courses were delivered and well attended, and also bible 
studies and choir practice. Major religious festivals were celebrated and well attended by 
young people, staff and the full chaplaincy team. 

5.38 At the time of the inspection, the chapel was unavailable for use, as it was undergoing 
essential maintenance. It had been closed for approximately two months and was unlikely to 
reopen before autumn 2008. The visits hall was being used for worship. Despite this, the 
chaplaincy team continued to deliver the full range of classes and services.  

5.39 Over 70% of the population reported being of no faith, 14% were recorded as Church of 
England, 5% as Roman Catholic and 8% as Muslim. There was a full-time Church of England 
coordinating chaplain, who worked alongside seven chaplains to meet the faith needs of all the 
young people. The Muslim chaplain led Friday worship. Chaplains of particular faiths not 
represented on the team had been brought in previously when requested by young people.   

5.40 In our survey, 39% of young people, against a comparator of 42%, said that they had had 
access to a chaplain within the first 24 hours of arrival. The chaplaincy team contributed to the 
induction process and provided an age-appropriate leaflet, outlining what services they 
provided, when and where they were located across the establishment, and a schedule of 
services during the week. The leaflet primarily focused on outlining the non-faith-based 
services they offered, and provided photographs of all the chaplains. The chaplaincy provided 
young people with books that encouraged them to read, but also gave them information about 
faith in the context of a modern story. 

5.41 Service times were well publicised; the Church of England service took place on Sunday 
morning and was usually attended by 40–50 young people, and Roman Catholic mass was 
attended by approximately 20 young people. Following the re-profiling of the establishment in 
April 2008, young people had been required to choose between association, outdoor exercise, 
the gym or worship at the weekend. This had impacted initially on attendance figures for 
weekend worship, and changes had been made to the timetable to ensure that young people 
who wished to attend religious services could also attend other activities. This was monitored 
by the coordinating chaplain. In our survey, 49% of young people, against a comparator of 
53%, said that it was easy or very easy to attend religious services.  

5.42 At the time of the inspection, there were four young people who were not permitted to have 
contact with each other, being on remand for the same serious offence. Risk assessments had 
been completed and a decision had been taken that they could not attend Friday prayers. 
However, the Muslim chaplain was flexible and conducted Friday prayers with each of the 
young people in their cells. All members of the chaplaincy team offered similar individual 
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attention if, for example, they had recently experienced bereavement or required pastoral 
support.  

5.43 The chaplains made routine visits to the SCU and healthcare department, and visited all young 
people being monitored on open assessment, care in custody and teamwork (ACCT) 
documents. They attended and contributed to most of the policy committees and attended 
ACCT reviews and safeguarding meetings. They also made regular visits to all the residential 
units, providing an opportunity for young people to speak with them informally and without the 
need always to make an application. Young people were permitted to keep religious artefacts 
in their cells and were able to purchase some of these items from the canteen list. 

5.44 The chaplaincy produced a business plan for 2008/09 which outlined the services they would 
deliver for the year. Five faith-based courses were delivered with regularity throughout the 
year, as well as bible studies and choir practice. ‘First steps’, an introduction to the bible, was a 
well attended course by the young people, and ‘colour the world’ was a six-week course that 
used biblical stories to explore identity and negotiation skills. A second Muslim chaplain was in 
the process of being recruited to provide evening classes during the week. 

5.45 Major religious festivals were celebrated and well attended by young people, staff and the full 
chaplaincy team. A church link coordinator was part of the chaplaincy team and supported the 
resettlement of young people by identifying appropriate religious communities in their locality. 
The chaplaincy also ran the official prison visitors scheme, and at the time of the inspection 
three young people were being visited by volunteers. The visitors scheme was not well 
publicised across the establishment or in the information leaflet given to new receptions.   

Recommendation 

5.46 The establishment’s regime should not clash with weekend worship, and young people 
should have the opportunity to attend worship as well as participate in the full regime. 

Housekeeping point 

5 .47 The official prison visitors scheme should be publicised across the establishment. 

Time out of cell 
 

Expected outcomes: 
All children and young people are actively encouraged to engage in out of cell activities, and the 
establishment offers a timetable of regular and varied extra-mural activities. 

5.48 Time out of cell was over-reported, but on average most young people spent a little under 10 
hours out of their cells on each weekday and less at weekends. A minority of young people, 
given a certain combination of factors, could spend up to 21 hours a day locked up on some 
days. Regime activity was often curtailed by a failure to carry out movements to and from 
activities within the published times. No young people had daily access to association, but 
association periods were relaxed and safe and there was evidence of positive engagement 
between staff and young people. Association areas were appropriately equipped with a range 
of suitable activities. Exercise was only scheduled at weekends and the exercise yards did not 
offer suitable recreational facilities. 
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5.49 The daily routine for young people was clearly displayed on all units and provided for just 
under 10 hours of out-of-cell activity a day during the week for those who were allocated to full-
time activity and on association in the evening. Half of the young people on each residential 
unit were allowed out on association at any one time, to ensure safety and adequate 
supervision so, in effect, the majority of young people had association every other night. In our 
survey, only 16% of young people said that they had access to association five or more times 
a week, which was significantly worse than the comparator of 50%. There were no recorded 
instances of cancellation in the six months before the inspection. However, when young people 
were not on evening association they would be locked in their cell from 5.30pm until 8am, with 
a short period of unlock to get a hot drink in the evening. 

5.50 Time out of cell during the week was also reduced by non-compliance with times for movement 
to and from activities; although young people were unlocked on time for such movement to 
take place, there was often a delay in commencing movement and ensuring that young people 
reached their designated activity on time. A few young people were locked up during the day, 
either because they were unemployed for part of the day while they waited for security 
clearance for some workshops or because their activity had been cancelled. There was no 
contingency to provide alternative activity for these young people.  

5.51 A few young people were allocated to education on their unit. On those units where more than 
one person was so allocated, the actual time they spent out of cell could be significantly 
reduced if the visiting tutor taught each young person individually. This occurred when the 
young person was not confident in mixing with others or a risk assessment showed that they 
needed to be taught alone. We came across such an example on one unit in which six young 
people were allocated to education on their unit, which resulted in their actual unlock time each 
day being less than two hours if they were not on evening association. 

5.52 A combination of no association, education on the unit, unemployment and cancelled activity 
could result in a small minority of young people spending up to 21 hours in their cell in a given 
day. 

5.53 Association periods were relaxed and safe and there was evidence of positive engagement 
between staff and young people. Association areas were appropriately equipped with a range 
of suitable activities. Enrichment activities had taken place on only a handful of occasions in 
the weeks before the inspection.  

5.54 Exercise in the fresh air was scheduled on weekends only and could be cancelled in inclement 
weather. During the inspection, young people were permitted outside during association 
periods to enjoy the warm weather. The exercise yards attached to residential units were 
unattractive and not equipped with any recreational equipment or benches. Young people were 
permitted to play football in the yards and frisbees had been provided, although almost all had 
been lost on roofs. Although efforts were made to keep the exercise yards tidy, some rubbish 
tended to accumulate by the end of the day. Young people were not routinely provided with 
clothing suitable for bad weather. In our survey, 10% of young people said that they could go 
outside for exercise every day, which was significantly worse than the comparator of 31%. In 
our group discussions, many young people said that they would like more time in the fresh air. 

5.55 At the weekend, young people spent much of their time locked up for at least one of the days. 
They had access to association during the day on alternate days. They also had access to 
exercise, visits, gym classes and some religious services during the day, but no other formal 
activity or library provision. There was no evening association at the weekend.  
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Recommendations 

5.56 Movement to and from activities should occur consistently in accordance with the 
published routine.   

5.57 A minimum of one hour a day in the fresh air should be provided every day for all young 
people. 

5.58 Alternative activity should be provided for young people who are unoccupied and 
locked up because their scheduled activity is cancelled, they are unemployed or they 
are being educated on their unit. 

5.59 Outside recreational areas should be equipped with outdoor activity and games 
equipment, with seating in a quiet area for young people to be able to talk to one 
another. 

5.60 Time out of cell at the weekend should be improved. 
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Section 6: Good order 

Security and rules 
 
Expected outcomes: 
Security and good order are maintained through positive relationships between staff and young 
people based on mutual respect as well as attention to physical and procedural matters. Rules 
and routines are well publicised in a format that children and young people are able to 
understand, proportionate, fair and encourage responsible behaviour.  

The management of security information was reasonable and dynamic security was good. Young 
people were routinely strip searched as part of certain procedures, without a risk assessment or 
consideration of welfare concerns. Rules and sanctions were clearly explained to young people, both 
during induction and through notices on all units. 

Security 

6.1 The management of security information was reasonable and the establishment received an 
average of 170 security information reports (SIRs) each month. Most of these reports included 
good information. There was good evidence of dynamic security being used appropriately. In 
the previous month, out of 29 targeted searches triggered by SIRs, 20 had resulted in good 
finds, mostly tobacco. 

6.2 Information regarding the circumstances under which closed visits would be imposed was 
clearly displayed, as was information regarding the banning of visitors. At the time of the 
inspection, there were two visitors banned, both appropriately, and there were nine young 
people on closed visits. The majority of closed visits were imposed following young people or 
their visitors being found in possession of drugs after a visit, and we found no examples of 
inappropriate imposition of closed visits. Reviews were carried out monthly and almost all were 
lifted after a month. 

6.3 Young people were still subject to routine strip searches during certain procedures, including 
on reception, following visits or a cell search, and if required to submit to a mandatory drugs 
test. We were told that even if it was known that a young person had been the victim of abuse 
previously, the requirements of security took precedence. Although the potential remained for 
young people to be forcibly strip searched if they refused to cooperate, no such practice had 
been undertaken in the previous 12 months. In the five months before the inspection, there 
had been no articles found through strip searching. 

6.4 A number of young people told us that if their cell was searched it was rarely left tidy 
afterwards, although we were unable to verify this. 

Rules 

6.5 The rules and regimes were widely displayed on each of the residential units. The information 
was posted in clear, age-appropriate language and young people we spoke to were clear 
about what was expected of them and what they could expect from staff in return. This 
information was also covered in the induction process.  
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Recommendation 

6.6 Strip searches should not be carried out routinely and should only be authorised on the 
basis of a risk assessment which identifies that it is necessary to prevent risk of harm 
to the young person or others.   

Discipline 
 

Expected outcomes: 
Disciplinary procedures, the use of force and separation and care are minimised through 
preventative strategies and alternative approaches: they are not seen in isolation but form part 
of an overall behaviour management strategy in the establishment. Disciplinary procedures are 
applied fairly and for good reason. Children and young people understand why they are being 
disciplined and can appeal against any sanctions imposed on them. Children and young people 
are physically restrained only as a last resort and when no other alternative is available to 
prevent risk of harm to the young person or others. Children and young people are held in the 
separation and care unit for the shortest possible period. 

6.7 The discipline incident report (DIR) system was a useful method of managing low level 
misbehaviour, but was not always applied consistently. Good efforts had been made to make 
the adjudication process more age appropriate and young people were routinely offered the 
assistance of advocates. Adjudications were overly used and too little was done to engage 
young people in the process. The use of force was high and mostly used following fights 
between young people, but approximately 20% of all use of force was for non-compliance with 
staff instructions, which was inappropriate. There was good data collection and analysis and a 
quality assurance system, which was overseen by the safeguards committee, but insufficient 
work was done to identify patterns and trends. The separation and care unit (SCU) was not 
overly used. The special cell was rarely used, other than as a temporary calm-down facility, but 
governance arrangements for its use were inadequate and record keeping in general in the 
SCU was inadequate. 

Disciplinary procedures 

6.8 Disciplinary procedures were divided into three strands: disciplinary incident reports and minor 
reports for relatively minor incidents, and the adjudication process for more serious incidents. 
The option of referring serious cases to the police was also available, but was rarely used. 
Since January 2008, four cases of assault had been referred to the police. Only two cases had 
been referred to the independent adjudicator in 2007 and none so far in 2008. 

6.9 Information regarding disciplinary procedures was prominently displayed on all units and 
explained to young people at induction. There was no indication that informal or group 
punishments were used. Minor reports were rarely used, but DIRs were useful in helping staff 
to manage immediate and relatively minor incidents and to encourage young people to take 
responsibility for their behaviour, and they were believed to have had a significant positive 
impact on behaviour since their introduction. Any member of staff could issue a DIR for a 
range of different infringements of rules. Staff had to explain why the sanction was being given 
and the young person had to agree to accept the DIR. A series of cautions and immediate 
sanctions (for example, loss of television and association) could be issued for as little as an 
hour, or extra work could be given. Punishments were decided by unit managers, and all DIRs 
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had to be signed off by senior officers. If a young person refused to accept a DIR or wanted to 
appeal against its imposition, he could do so through the minor award system, but if the appeal 
failed there was the risk of a slightly more severe penalty. 

6.10 Unit managers were responsible for ensuring a consistent approach to the application of DIRs. 
Although they were able to ensure that those they examined fitted the appropriate criteria, they 
could not make a judgement about instances when a DIR had not been issued for similar 
infractions. No overarching quality assurance existed to ensure consistency between units.  

6.11 Incidents for which DIRs could be used included threatening behaviour, damaging property 
and making racist or sexual comments. It was inappropriate that any racist comments should 
be regarded as sufficiently minor to warrant a DIR sanction. The range of behaviour within 
these categories was substantial, and some staff and some young people were unclear about 
when a DIR, rather than more formal sanctions, should be used. Although there was some 
guidance in the policy document, it was limited and staff were advised to ‘use common sense’. 
It was evident from our conversations with staff and young people that the system was 
inconsistently applied and that some staff were more likely than others to use mediation than 
issue a DIR. There appeared to be a particular problem in education, where teachers might 
resolve problems within their classrooms and feel that they had made appropriate decisions 
regarding sanctions, only to find that a DIR was subsequently issued by residential staff for 
that particular incident, thus potentially undermining their authority. 

6.12 In our survey, a significantly higher number of respondents than at comparator establishments 
(65% versus 56%) said that they had been subject to an adjudication. In the six months before 
the inspection, around 100 adjudications had taken place each month. Although there was 
some use of informal mediation to resolve disputes between young people, it was not used to 
reduce the number of formal sanctions such as adjudications. There was no use of restorative 
justice. 

6.13 On the day before an adjudication, the young person concerned was interviewed by staff from 
the separation and care unit (SCU). The intention was to ensure that they were aware of the 
nature of the process and what was expected of them. However, it remained unclear how 
much young people actually understood about the process, as the information given to them 
was not produced in an age-appropriate format. Young people were also seen by an advocate 
before their adjudication and offered support. Advocates checked listed adjudications each day 
to offer young people a second chance to seek their assistance. 

6.14 We observed a number of adjudications, which, in an attempt to create a more informal 
environment, were generally held on the residential units. Advocates were fully involved in two 
of the adjudications we observed. The young people were regularly asked throughout the 
hearings if they understood what was happening, and invariably they stated that they did, 
although there was no facilitative process to ensure that they actually did understand. Young 
people were not interviewed after hearings to ensure that they understood the proceedings 
that had taken place or that they understood the appeals process.  

6.15 Closed-circuit television (CCTV) footage was not necessarily made available at hearings. If 
there was a specific dispute, and footage was available, it would be presented as evidence, 
but we were told that young people did not necessarily have access to such footage unless 
deemed appropriate by the adjudicating governor. 

6.16 From the cases we observed, it was apparent that appropriate attempts were made by 
governors to impose penalties that reflected the needs and circumstances of individuals. 
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However, we saw some examples of penalties that included 100% loss of earnings, which 
would inappropriately limit or prevent access to telephones and, consequently, family contact. 

Use of force 

6.17 The use of force was high. There had been 171 incidents of use of force during the first seven 
months of 2008, compared with 140 at the same point in 2007. There had, however, been 
some changes in the population and, pro-rata, the use of force remained consistent. Each 
month, a comprehensive analysis of the month’s figures was carried out and evaluated, with 
key information forwarded to the safeguards committee and the senior management team. 
However, this information was only compared with that from the previous month, and in 
relation to the previous year. There was no detailed trend analysis and no evaluation over a 
quarter- or half year, so it was not possible to establish any clear patterns emerging.  

6.18 The most frequent reason for the use of force was following a fight between young people 
(33% of all incidents in the first seven months of 2008). Non-compliance accounted for a little 
over 20% of all incidents in the same period. Figures were not collated in such a way as to be 
able to establish how many of the non-compliance cases required the use of control and 
restraint (C&R) procedures, but 85% of all use of force incidents so far in 2008 had involved 
C&R. In our survey, 28% of respondents said that they had been physically restrained at some 
point at the establishment, against a comparator of 26%. However, there was a significant 
difference between the responses of black and minority ethnic young people (48%) and white 
young people (22%). Use of force was evaluated monthly through ethnic monitoring and had 
only highlighted one concern in the previous seven months. 

6.19 There had been 14 occasions in the first seven months of 2008 when the use of force had 
been used in a planned removal, but none of these had been video recorded, so it was not 
possible to establish whether the use of force had been applied appropriately. This potentially 
left both staff and young people vulnerable to future allegations.  

6.20 CCTV footage was only viewed if there were specific concerns raised by staff or if a young 
person made a complaint. There was no established baseline of what constituted an 
acceptable level of force above which automatic viewing of CCTV footage would be triggered. 
All young people were offered an interview with an advocate following an incident of restraint, 
and any complaints raised or concerns identified by the advocates were referred to the 
safeguarding manager. Use of force documentation was appropriately examined by the duty 
governor and there was an additional quality assurance process through which some 
shortcomings had been identified, and these were being addressed through the safeguarding 
committee. There was no random sampling of CCTV footage to support the quality assurance 
system. 

Separation and care unit 

6.21 The separation and care unit (SCU) had been redecorated and was clean and bright, with its 
own exercise yard. The cells were small, cramped and sparsely furnished, with fixed furniture. 
The communal areas were stark and the information displayed was more in keeping with an 
adult segregation unit. Little had been done to modify rules and information into a format 
suitable for the age group. However, the dedicated staff group was enthusiastic and cared well 
for the young people on the unit. Young people reported feeling safe and being well looked 
after in the unit.  
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6.22 Young people were visited daily by the chaplain, duty governor, health services staff and a 
member of the advocacy team. Additionally, the senior officer from the residential unit where 
the young person was normally located visited them daily to help to maintain contact and 
assist in the reintegration process. The daily book that was used to record visitors and 
incidents was incomplete, with few visitors signing in and out of the unit.  

6.23 The SCU was used for young people who had been temporarily removed from their unit, were 
subject to good order or discipline, or overnight pending an adjudication, but the latter use was 
not routine and was only authorised if the young person’s behaviour on the unit continued to 
be poor. Young people were not routinely strip searched on entering the unit.  

6.24 The SCU was not overly used. In the first seven months of 2008 it had been used on 35 
occasions – 18 young people had been placed there for good order or discipline reasons and 
17 had stayed overnight pending an adjudication the next day. All young people who spent 
time in the SCU were considered for further attention through the vulnerability alert system 
(see section on safeguarding). 

6.25 Young people located in the SCU were able to attend education or their other allocated 
activities unless a risk assessment indicated otherwise. Teaching staff offered sessions to 
individuals in the SCU if they could not participate in off-unit activities. The published daily 
regime indicated that access to exercise, telephone calls and showers was based on good 
behaviour, and this was reflected in individual records. 

6.26 The special cell was a bare room with no integral sanitation. It was rarely used to hold young 
people, other than as a cool-down/de-escalation area following the use of force and to search 
those entering the unit. It had been used on nine occasions in the first seven months of 2008. 
Documentation relating to use of the special cell and good order and discipline was incomplete 
and there were no care plans for any young people who had been held on the unit. Targets 
were set, but they were inadequate and did not address the behaviour that had led to the 
young person being taken off normal location or reflect individual need. The individual records 
did not record the good work carried out by the staff on the unit.  

Recommendations 

6.27 Racist comments should be dealt with through the racist incident complaints system 
and not through the discipline incident report (DIR) system. 

6.28 Clearer guidance should be given to staff regarding the use of DIRs as distinct from 
other sanctions. 

6.29 DIRs applied to inappropriate behaviour in education should be managed by education 
staff. 

6.30 A quality control system for the management of DIRs should be applied across units to 
ensure consistency. 

6.31 Information outlining the exact process of an adjudication should be provided to young 
people in an age-appropriate format. 

6.32 Mediation and restorative justice should be developed as part of a behaviour 
management strategy which also aims to reduce the use of adjudications.  
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6.33 When closed-circuit television (CCTV) footage of an incident is available, it should 
always be used in adjudication proceedings. 

6.34 Loss of earnings sanctions imposed at adjudications should not exceed 80%. 

6.35 Young people should, as a matter of course, be interviewed post-adjudication to ensure 
that they have understood what has happened and are offered assistance with the 
appeals process. 

6.36 The use of force should be monitored for patterns and trends over time. 

6.37 Use of force should only be used as a last resort and when there is an immediate risk to 
safety, and not merely to obtain compliance. 

6.38 All planned removals should be video recorded. 

6.39 A random sample of CCTV footage of use of force incidents should be viewed by 
managers each month as part of the quality assurance process. 

6.40 The rules and information about the separation and care unit (SCU) should be available 
to young people in a format they are able to understand. 

6.41 All records for the SCU, including the use of the special cell, should be fully completed 
and be up to date. 

6.42 Governance arrangements for the use of the special cell should be clarified and 
published to staff. 

6.43 Access to showers, telephone calls and exercise should not be determined by 
behavioural considerations and should be available daily. 

6.44 All young people located in the SCU should have an individual care plan which 
addresses the problem behaviour. They should be subject to regular multidisciplinary 
review to ensure a staged reintegration to normal location as soon as possible.  

Rewards and sanctions 
 

Expected outcomes: 
The primary method of maintaining a safe, well-ordered and constructive environment is the 
promotion and reward of good behaviour. Unacceptable behaviour is dealt with in an objective 
and consistent manner as part of an establishment-wide behaviour management strategy. 
Children and young people play an active part in developing standards of conduct.  

6.45 Young people understood how the rewards and sanctions scheme operated, and most were 
motivated by the different incentives and thought that the scheme worked fairly. The enhanced 
unit, Anson unit, was closed for essential maintenance, but young people on the highest level 
of the scheme continued to receive adequate incentives, despite being located on various 
units.  Staff were supportive of young people on the lowest level of the scheme and very few 
remained on this level for more than one or two weeks. However, these young people were 
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required to eat their meals in-cell, and were deprived of the opportunity to take part in family 
days. 

6.46 The rewards and sanctions scheme was based on three levels: gold (enhanced), silver 
(standard) and red (basic). At the time of the inspection, 87 (28%) young people were on the 
gold level, 221 (71%) on silver and two (1%) on red. In our survey, 64% of young people 
reported that they had been treated fairly in their experience of the rewards and sanctions 
scheme, which was significantly better than the comparator of 51%. Young people were 
allowed to retain their status on transfer from another establishment if evidence of their status 
was established, and all new receptions were placed on the silver level. 

6.47 There was a rewards and sanctions policy document, which helpfully outlined how the scheme 
was integrated with other areas – particularly the training planning process. Young people and 
staff we spoke to understood the scheme and the behaviours required to reach the gold level 
and which could lead to demotion. Young people on the gold level were motivated by the 
entitlements associated with that level. Entitlements included extra private cash, a play station, 
a duvet and a remote control for their television, as well as extra property. They were eligible to 
apply for community visits, but the decision to release on temporary licence was made 
following a thorough risk assessment. Anson unit was previously the enhanced unit, where the 
majority of young people on the gold level were located. They would have received extra 
association, although at the time of the inspection Anson unit was closed for essential 
maintenance, and young people were dispersed around the other units. Due to the larger 
numbers of young people on the units, extra association could not be given to all young people 
on the gold level, but they were permitted additional association if there was space on evening 
association. The young people on the gold level that we spoke to told us that they continued to 
receive their rewards (aside from nightly association) while located on other units. Young 
people on the gold and silver levels had their status reviewed routinely every three months. 

6.48 Young people on the red level were required to eat their meals in-cell (see section on 
catering), were deprived of the opportunity to take part in family days and were not permitted to 
have association or a television. They were initially reviewed after three days and then every 
seven days. The red level monitoring files that we looked at demonstrated that residential 
support staff and managers had clearly outlined the reason for their demotion to the red level, 
and an action plan was developed with objectives to achieve before promotion was 
considered. Although the targets were rudimentary and very general, young people managed 
to achieve what they needed to, and very few young people remained on the red level for more 
than one or two weeks.  

6.49 Certain behaviour triggered the convening of a review board to consider the young person’s 
status on the rewards and sanctions scheme. This included the imposition of multiple direct 
incident reports (see section on security and rules) or being found guilty of a drug-related 
offence or repeated bullying. Young people participated in the review boards when demotion or 
promotion of their status was considered, and were given information about how to appeal.  

Recommendation 

6.50 Deprivation of family contact should not be used as part of a punishment, and family 
days should be offered to all young people, regardless of regime level. 
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Section 7: Services 

Catering 
 

Expected outcomes: 
Children and young people are offered varied meals to meet their individual requirements, in 
particular as growing adolescents, and food is prepared and served according to religious, 
cultural and prevailing food safety and hygiene regulations. 

7.1 The majority of young people ate most of their meals communally. Lunch on weekdays 
consisted of a sandwich meal, which young people were not generally satisfied with, but a hot 
and cold option was available in the evenings. Portion sizes were generally good. Young 
people from black and minority ethnic groups were less satisfied with the food than their white 
counterparts. An annual food survey had been carried out and there were good arrangements 
to consult with young people about the food. The menus were being revised in consultation 
with young people and a dietician. Catering staff had introduced a training and assessment 
food safety programme for young people and staff who worked in the serveries and the 
kitchen, and serveries were maintained to a good standard of hygiene. 

7.2 The kitchen was very clean and tidy, different cooking utensils were used according to 
religious needs, and correct food storage requirements were properly adhered to. Serveries 
were also clean, partly as a result of the catering staff introducing a training and assessment 
food safety programme for young people and staff who worked in the serveries. There were 14 
young people employed in the kitchen who were working towards National Vocational 
Qualifications, and they were split into two groups. One group spent a morning in the kitchen 
and then had education in the afternoon, and the other group followed the reverse timetable. 
Young people working in the serveries wore the correct clothing. 

7.3 Most young people dined communally in a well-ordered manner, although there were some 
complaints that there was insufficient time for everyone to eat comfortably at lunchtime. Some 
young people were required to eat in their cells as part of a punishment. Cells were not 
suitable for dining, since this meant that young people ate in a small space alongside a toilet 
without a lid.  

7.4 In our survey, only 19% of young people said that the food was good or very good, although 
the food we sampled was of reasonable quality. There were good consultation arrangements, 
which included the consultation meetings, a comments book and an annual survey. Catering 
was a standing agenda item at the consultation meetings, which a member of catering staff 
always attended, and comments were taken seriously. Members of the catering team were 
also sometimes on hand at the serveries to receive comments. 

7.5 Young people chose their meals from a four-week menu cycle. Breakfast was a cereal pack, 
toast and a tea/coffee pack, with sufficient tea/coffee to last the day. Lunch on weekdays 
consisted of a sandwich meal, and young people had complained through the annual food 
survey that the sandwich fillings lacked variety; this was being addressed through the 
consultation meetings. Apart from the sandwich meal, portion sizes were good. Lunch also 
included milk, crisps, a chocolate biscuit and a piece of fruit. Some young people would also 
have preferred a hot option at lunchtime, as was available at weekends. In the evenings, 
young people could choose between a hot meal and a salad each day. A dessert was 
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available each day. Halal and vegetarian options were available on the menu choices. There 
were some days on which vegetarians would not have had a menu choice for the evening 
meal, as fish was supplied as the ‘vegetarian’ option. Special diets could be catered for by 
notifying the kitchen, and new food flasks had been ordered to ensure that young people who 
observed Ramadan could have access to hot food at the end of their daily fast. On Mondays, 
young people were given a packet of biscuits as their supper snack for the week. A dietician 
had been asked to review the menus, and revised options were being developed in 
consultation with the young people. The menus did not provide for five portions of fruit and 
vegetables each day.  

Recommendations 

7.6 All young people should eat their meals in an appropriate setting and not in their cells.  

7.7 Young people should receive five portions of fruit and vegetables each day. 

7.8 Lunch should include an option for hot food. 

7.9 Fish should not be offered as a vegetarian option, and all meals should include a 
vegetarian option.   

Canteen/shop 
 

Expected outcomes: 
Children and young people can purchase a suitable range of goods at reasonable prices to meet 
their ethnic, cultural and gender needs, and can do so safely, from an effectively managed shop 
or canteen system. 

7.10 Young people had weekly access to the canteen, which carried a wide range of goods. Young 
people from black and minority ethnic groups were significantly less satisfied with the range of 
goods on offer than their white counterparts. Young people were consulted twice a year about 
the choice of goods available, and they could also place orders from catalogues, although this 
incurred a 50 pence administration charge. 

7.11 Young people had weekly access to the canteen, putting in their orders on Wednesday and 
receiving their goods on Sunday. Young people who arrived between Wednesday and 
Tuesday had to wait a week to put in their first order, although they were given a first night 
pack worth £6, which contained a sufficient selection of basic goods to see them through their 
first few days, and £3 PIN telephone credit. They were also given the option of buying a 
reception pack of chocolate and sweets, at a cost of £2.50, which they subsequently repaid 
from their first week’s earnings. Any young person who arrived too late to have earned 
anything in their first week was given £2.50 to spend on their first canteen order so that they 
were not disadvantaged. Young people were kept up to date with their finance accounts and 
queries were dealt with swiftly. 

7.12 Fresh fruit was available for purchase. Young people could also place orders from the Argos 
and Game catalogues, which unfairly incurred an additional 50 pence administration charge. 
Newspapers and magazines could also be ordered, and many young people opted to order a 
weekly magazine. 
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7.13 In our survey, 58% of young people said that the canteen carried a wide enough range of 
goods to meet their needs, which was significantly better than the comparator of 47%. 
However, only 38% of young people surveyed from black and minority ethnic groups said that 
their needs were met, which was significantly worse than the comparator of 63% for their white 
counterparts. 

7.14 Young people were consulted twice a year about the choice of goods available, most recently 
through the unit consultative committee. This had resulted in the compilation of an extensive 
range of items that was listed over five pages. During the inspection, the complaint most often 
made by young people was that the brand-name toiletries available for purchase were not the 
latest versions they saw advertised on television. 

Recommendation 

7.15 Administration charges should not be incurred for goods ordered from catalogues. 
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Section 8: Resettlement 

Resettlement strategy 
 

Expected outcomes: 
Resettlement underpins the work of the whole establishment. The resettlement strategy is 
informed by assessment of the needs of children and young people. Resettlement is supported 
by strategic partnerships in the community, and in particular youth offending teams, to assist 
the reintegration of children and young people into the community and to prevent them 
reoffending on release. 

8.1 The resettlement policy committee was well established and functioned reasonably well, but 
only a limited amount of needs analysis work had been carried out. A range of unaccredited 
offending behaviour programmes was available, and also specialist provision for young people 
who had committed sex offences. Young people sentenced to indeterminate sentences were 
well catered for and public protection work was carried out to a good standard. Release on 
temporary licence was used for community work placements, but numbers were small. The 
pre-release course did not include any specialist advice, and although the establishment 
provided careers advice, Connexions support was inadequate. 

8.2 The establishment had an up-to-date and comprehensive resettlement policy. This document 
was based on the resettlement pathways and was linked to the regional reducing reoffending 
action plan. The head of resettlement had developed some links with community-based 
colleagues and attended a quarterly regional meeting of youth offending team (YOT) 
managers. However, the policy only provided a descriptive account of what was being done 
and therefore could not easily be used as a working tool for action planning. It contained no 
relevant targets, along with appropriate timescales, so progress could not be monitored and 
reviewed.  

8.3 The resettlement policy committee was chaired by the head of resettlement and met bi-
monthly. It was well established and engaged in constructive discussion. Membership of the 
committee consisted of functional heads and relevant front-line managers, but did not include 
representatives from the community. Designated leads for each of the pathway areas had only 
recently been appointed and records indicated that not all of the pathway areas were always 
reported on. Various attempts had been made at carrying out a needs analysis of the 
population. All of these had been partial and none had produced a comprehensive analysis of 
the resettlement needs of the young people within the establishment.  

8.4 A wide range of short offending behaviour programmes was available, but not all were 
accredited. The programmes were all based on a cognitive skills approach and included 
ACCESS and TEAM courses and the juvenile estate thinking skills programme, which were 
accredited. Approximately 150 young people completed a programme every year. 

8.5 Specialist staff from the Lucy Faithful Foundation carried out one-to-one work with young 
people who had been convicted of a sexual offence. In addition, establishment-based 
psychologists carried out work with a small number of other young people who had been 
assessed as high-risk sex offenders. Work was only conducted after a detailed assessment 
had been completed, and there were appropriate referral mechanisms. Not all young people 
convicted of a sexual offence received specialist intervention, but places were allocated on the 
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basis of length of time left to serve and seriousness of the offence, and waiting lists were 
properly managed.  

8.6 At the time of the inspection, there were 17 young people sentenced to indeterminate 
sentences – 14 of them had been sentenced for public protection offences. These young 
people were well supported and each of them was assigned to a psychologist. There were two 
trained lifer officers who dealt with them on a day-to-day basis and completed their lifer 
documentation. Young people sentenced to indeterminate sentences were given the 
opportunity to meet as a group, although little emerged from their discussions that was 
different from the issues raised generally by other young people.  

8.7 Public protection work was carried out to a good standard. Relevant cases were identified on 
admission and subsequently monitored and reviewed at a monthly committee meeting. A 
dedicated clerk ensured that comprehensive background information was made available 
quickly and this was used to impose or reduce restrictions on mail, telephones or visits 
appropriately. The establishment took the initiative in establishing links with community-based 
colleagues when high-risk individuals were due to be released, and a representative from the 
establishment attended relevant meetings in the community post-release. 

8.8 A pre-release course was run by staff from the YMCA under the oversight of the head of 
learning and skills. Managers were not clear that the content of the course was sufficiently 
meeting the resettlement needs of the young people. This course was being reviewed at the 
time of the inspection, to make it more relevant and to increase its focus on practical 
reintegration tasks. Records showed that over the previous six months, no young person had 
been discharged without accommodation, but there was no specialist accommodation advice 
available. Although no data were available, we were told that most young people returned to 
live with their family. There was no specialist provision to give young people advice on money 
or debt management. Careers advice was provided at induction and throughout young 
people’s stay by guidance workers, but Connexions support was inadequate. Only 25% of 
young people said that they had a Connexions worker, which was significantly worse than the 
36% comparator.  

8.9 Release on temporary licence was mainly used to allow young people to attend a small 
number of good-quality training placements. Over the previous six months, an average of six 
young people a month benefited from these types of opportunity. 

8.10 In our survey, 24% of young people said that there was still something they needed help with 
before they were released, which was significantly lower than the 41% comparator. 

Recommendations 

8.11 The resettlement policy should contain timescales and targets that allow progress to be 
measured. 

8.12 The establishment should encourage representatives from relevant community-based 
organisations to attend the resettlement policy committee. 

8.13 The resettlement committee should routinely monitor reports relating to all resettlement 
pathways. 

8.14 The pre-release course should be revised and include specialist input covering housing 
advice, money and debt management.  
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8.15 A comprehensive analysis of the resettlement needs of the population should be carried 
out and the range of offending behaviour programmes should reflect identified need. 

8 .16 Provision for careers advice should be improved. 

Training planning and remand management  
 

Expected outcomes: 
All children and young people have a training plan based on an individual assessment of risks 
and needs, which is regularly reviewed and implemented throughout and after their time in 
custody. 

8.17 All young people, whether sentenced or on remand, were subject to the same type of effective 
planning process. These reviews were efficiently organised and provided a sound basis for 
developing plans for release. The casework team played a central role in these arrangements 
and supported young people well. There was limited input to the planning process from 
departments within the establishment, and little participation of families; this detracted from 
what was otherwise a good model of reintegration planning. 

8.18 Members of the casework team dealt with all aspects of the training planning process. This 
comprised a group of 16 staff, who came from a variety of different backgrounds: some of the 
team were ex-discipline staff, some had previously worked in YOTs in the community and 
some had previously been Connexions workers. Members of the team carried caseloads of 
around 30. In addition to handling all aspects of the training planning process, the case 
workers maintained weekly contact with each of the young people they were responsible for. 
Young people spoke highly of the support they received from the case workers. 

8.19 Case workers arranged the training planning meetings, prepared the relevant documentation 
and usually chaired the meetings. The administrative and scheduling arrangements for 
planning meetings were good, and we received positive feedback from visiting YOT workers 
about this. We observed three review meetings and all of these were well run. The chairing 
skills of the case workers were very good, successfully engaging with young people in difficult 
circumstances. In our survey, 52% of young people said that they had had a say in what would 
happen to them on their release, which was significantly better than the comparator of 41%. In 
each case, the discussions covered all relevant aspects of the young person’s welfare, as well 
as addressing offending behaviour and preparation for release. 

8.20 The community-based YOT worker always attended training planning meetings, and we were 
told that family members attended in approximately 60-70% of cases. Attendance by staff 
based within the establishment was poor. Residential support officers (RSOs), who often knew 
the young people best, seldom attended (see section on personal officers). Attendance by 
representatives from education and healthcare departments was erratic. The written 
contributions sent in advance by staff who were invited but unable to attend did not contain 
sufficient detail. Case workers always took the initiative to be well briefed. They interviewed the 
young people in advance and consulted as best they could with any other staff actively 
involved in the case.  

8.21 In our survey, 46% of young people said that they could see their training plan if they wanted 
to, which was significantly better than the comparator of 32%, and 66% said that they knew 
what their targets were, which was significantly better than the comparator of 59%. However, 
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the targets which were set at the reviews were generally predictable and the same for all young 
people, and did not reflect the identified needs of the young people or the quality of the 
discussions about individuals at the reviews which we observed. Arrangements for young 
people on remand were equivalent to those who were convicted. This work was carried out by 
a member of the casework team who had previously been a remand YOT worker in the 
community and was experienced in bail information and support. In order to meet the tight 
deadlines for remand cases, telephone contact was sometimes used for the first review. Video 
conferencing was also used regularly. 

Recommendations 

8.22 Efforts should be made to try to increase the attendance of family members at planning 
reviews. 

8.23 All relevant departments should be represented at planning reviews or send a detailed 
report in advance.  

8.24 Targets set at planning reviews should be specific, measurable, achievable, realistic and 
time bound (SMART), and designed to meet the identified needs of the young person.  

Substance use 
 

Expected outcomes: 
Children and young people with substance-related needs are identified at reception and receive 
effective support and treatment throughout their stay in custody, including pre-release planning. 
All children and young people are safe from exposure to and the effects of substance use while 
in the establishment. 

8.25 Drug- and alcohol-dependent young people were managed safely and received a high level of 
support. However, there were no comprehensive clinical management protocols, and the 
establishment did not have a substance misuse lead nurse. The young people’s substance 
misuse service (YPSMS) worked jointly with other providers to coordinate young people’s care 
and offered age-appropriate interventions on a one-to-one and a group work basis. Drug and 
alcohol availability was low, with a mandatory drug testing (MDT) rate of 1.2% recorded for 
2007. MDT procedures included strip searching all children and young people. 

8.26 The establishment’s drug strategy document had recently been revised. While the policy was 
comprehensive and included alcohol and tobacco use, this was not reflected in the title. The 
YPSMS’s annual delivery plan had been agreed with the national substance misuse manager 
for the women and young people group and with the Governor. 

8.27 A detailed needs analysis, conducted by the YPSMS, informed the strategy. According to our 
survey results (which had a response rate of 56%), tobacco, alcohol and cannabis were the 
main substances used by young people before custody, followed by stimulants. 

8.28 Drug strategy committee meetings took place bi-monthly and were chaired by the head of 
operations. They were well attended by service providers and department heads. The YPSMS 
manager liaised with community planning groups and attended regional rehabilitation and 
aftercare provision meetings. 
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8.29 A range of joint working protocols with other services had been developed. The YPSMS 
manager and the team leader attended relevant multidisciplinary meetings internally. Weekly 
substance misuse intervention team (SMIT) and safeguarding meetings facilitated joint care 
planning and care coordination. 

8.30 Young people arriving at the establishment were screened at reception. Those requiring 
medication immediately were issued with first night symptomatic relief and were seen by a 
general practitioner (GP) the following morning. A healthcare assistant completed the initial 
assessment.  

8.31 The deputy head of healthcare had previous experience of treating drug/alcohol users, but a 
nurse with specialist training and lead responsibility for this area had not been appointed. One 
of the GPs was undergoing the substance misuse management course, and support from the 
local clinical lead was available. 

8.32 There were no comprehensive local clinical management protocols. While benzodiazepine and 
alcohol detoxification programmes adhered to national guidance, treatment options for opiate-
dependent young people were limited to a seven-day dihydrocodeine reduction regime. 
Discussions to introduce methadone maintenance were planned. 

8.33 Between April 2007 and April 2008, 30 young people had undergone detoxification, which was 
a relatively high number for this age group. This broke down into 13 alcohol, 13 opiate and four 
benzodiazepine detoxification regimes. 

8.34 Young people were usually admitted as inpatients for observation, but they could complete 
their programme on a residential unit if they wished. Nurses and YPSMS workers were in daily 
contact with each other and provided young people undergoing detoxification with a high level 
of support.   

8.35 There were detailed individual care plans, which included contributions from the child and 
adolescent mental health service (CAMHS) team, and care was well coordinated with other 
services. A ‘collaborative care plan’ with the YPSMS had been developed, and multidisciplinary 
meetings, such as the SMIT and safeguarding meetings, enabled good information sharing.  

8.36 Young people were offered help to stop smoking as soon as they arrived. Nicotine replacement 
therapy was offered in the form of patches or lozenges. Auricular acupuncture sessions 
provided additional support, with nurses and YPSMS workers trained in the procedure. 
Smoking cessation formed part of YPSMS health education sessions. In addition, the local 
primary care trust ran six one-week health promotion drop-in clinics, which covered topics such 
as smoking, alcohol use and sexual health. 

8.37 The YPSMS consisted of a manager, a team leader, 14 workers and two administrators; there 
were appropriate supervision arrangements, and the team benefited from a spacious office and 
a sufficient number of interview rooms. 

8.38 The service was well integrated into the establishment. Workers contributed to training 
planning and remand meetings and provided progress reports. Cross-referrals and entries in 
case files showed a good level of joint working with other departments. 

8.39 New arrivals were assessed within three days, but usually the following day. In 2007, 1,130 
initial assessments were completed against a target of 1,000. The reception healthcare screen 
was passed onto the YPSMS to inform initial contact with the young person. 
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8.40 All young people received substance misuse awareness input during their induction; the 
module was co-delivered with education staff. They could also access a weekly auricular 
acupuncture clinic, a one-day alcohol and cannabis awareness course and a more intense 
five-day alcohol and lifestyle course. The latter was co-facilitated with gym staff. The YPSMS 
planned to introduce a module aimed at stimulant users later in the year. 

8.41 Structured one-to-one work was supplemented with work packs, and care plans were of good 
quality. Users of the service spoke highly of the support they received. All had six-weekly 
contact with the YPSMS as a minimum; those presenting with complex needs (for example, 
young people who required detoxification) were seen daily. 

8.42 Links with YOTs were improving, and the YPSMS manager had developed a new joint working 
protocol to formalise joint work with YOTs and with community agencies. Preparation for 
release included information on overdose prevention; young people on remand received this 
input during their initial session with a YPSMS worker. 

8.43 Users of the service were asked if information could be shared with their parents/carers, and 
half of them agreed. YPSMS workers provided progress reports to parents individually, had 
contributed to previous family days and offered monthly input to the visitors’ centre. A service 
directory was also available to parents. 

8.44 The establishment had stopped the voluntary drug testing (VDT) programme in 2006; drug use 
was low, and we were told that the scheme had not served a purpose. Tests could be arranged 
for individuals wishing to prove their drug-free status, and some were aware of this. However, 
the opportunity to take part in VDT was not publicised widely. 

8.45 The random MDT rate stood at 0.8% for the year ending April 2008. During the same period, 
27 suspicion tests had resulted in three positive results. Security information reports mainly 
related to cigarette smoking. 

8.46 The self-contained MDT suite provided suitable facilities, and officers conducting the procedure 
had received child protection training. However, all young people had to undergo strip 
searching, with no risk assessments conducted beforehand. 

Recommendations 

8.47 The primary care trust, in partnership with the establishment, should appoint a 
substance misuse lead nurse. 

8.48 Comprehensive clinical management protocols should be developed, and more flexible 
prescribing options for opiate-dependent young people should be introduced. 

8.49 The establishment should publicise the availability of voluntary drug testing more 
widely. 

8.50 Mandatory drug testing should not be used for children and young people under 18.  

Housekeeping point 

8.51 The drug strategy policy should be re-named to reflect the inclusion of all substances within its 
remit. 
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Section 9: Recommendations, housekeeping 
points and good practice 
The following is a listing of recommendations and examples of good practice included in this 
report. The reference numbers at the end of each refer to the paragraph location in the main 
report.  
 

Main recommendations                       To the Governor 

9.1 Children and young people should only be strip searched on the basis of a thorough risk 
assessment that indicates that this procedure is necessary to protect them or others from 
harm. (HP43) 

9.2 Residential units should hold no more than 40 young people at any time. (HP44) 

9.3 Young people should not share cells which are designed for single occupancy. (HP45) 

9.4 Young people with language difficulties should have access to accredited translation and 
interpreting services, and these should used for all assessments and reviews. (HP46) 

9.5 All assessments of young people should be coordinated within a comprehensive care plan. 
The care plan should be regularly reviewed by a multidisciplinary team of staff involved in the 
delivery of the care plan. Complex models of assessment and care should not be introduced 
until staff have been properly trained. (HP47) 

9.6 There should be sufficient activity places to provide a full and purposeful day for all young 
people. (HP48) 

Recommendation     to the Youth Justice Board & NOMS 

9.7 Young people should not be detained in Prison Service custody solely on an immigration 
warrant when their sentence has expired. (3.106) 

Recommendation      to the Youth Justice Board 

9.8 Essential background information should accompany all new arrivals. (1.7) 

Recommendations      to the Governor 

Courts, escorts and transfers 

9.9 Staffing arrangements in reception should ensure that young people are not held in cellular 
vehicles during staff breaks. (1.8) 
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First days in custody 

9.10 The holding rooms in reception should be clean, free of graffiti and comfortable. (1.26) 

9.11 Young people being admitted to reception should have adequate access to useful information 
in a variety of different languages. (1.27) 

9.12 Trained Insiders should be available in reception, as well as on Benbow unit. (1.28) 

9.13 The private area should be used routinely for staff to speak to new arrivals when checking their 
court documents and discussing details of their offence and other personal matters. (1.29) 

9.14 All staff required to complete vulnerability assessments (T1V forms) should receive suitable 
training so that assessments are completed to a consistently high standard. (1.30) 

Residential units 

9.15 Cell sharing risk assessments should be reviewed at least weekly for young people who are 
required to share cells. (2.14) 

9.16 Young people should have the option to wear their own clothing in preference to issued 
clothing. (2.15) 

9.17 All young people who need prison clothing should be issued with clothing of the right size and 
in a good state of repair. (2.16) 

9.18 All units should have adequate laundry facilities. (2.17) 

9.19 The centralised system for monitoring responses to call bells should be reintroduced. (2.18) 

9.20 Young people should be able to shower on their unit each day. (2.19) 

9.21 Young people should have lockable storage facilities in their cells. (2.20) 

9.22 Suitable outdoor clothing should be available. (2.21) 

9.23 All young people should be issued with a duvet, regardless of their level on the rewards and 
sanctions scheme. (2.22) 

Relationships between staff and young people  

9.24 Staff should address young people by their preferred name. (2.26) 

9.25 Staff should display their names on their uniform clearly. (2.27) 

Personal officers 

9.26 Residential support officers (RSOs) should be more involved in planning the care of the young 
people they are responsible for. (2.31) 
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9.27 Young people should be allocated an RSO and back-up worker within 24 hours of their arrival. 
(2.32) 

9.28 There should be continuity of care and young people should not experience unnecessary 
changes to their allocated RSO when they move cells. (2.33) 

9.29 RSOs and case workers should meet regularly to discuss and review the progress of the 
young people they are jointly responsible for. (2.34) 

Safeguarding 

9.30 The safeguarding children policy should be formally agreed with the Local Safeguarding 
Children Board as soon as possible. (3.9) 

9.31 Parents or carers should be informed when young people are involved in control and restraint 
and when they self-harm, in accordance with the safeguarding policy. (3.10) 

9.32 Children and young people should be represented on the safeguarding children committee. 
(3.11) 

9.33 The Local Safeguarding Children Board should be asked to nominate a representative to 
attend the safeguarding children committee. (3.12) 

9.34 There should be a code of conduct informing staff of their duty to raise legitimate concerns 
about the conduct of any member of staff in relation to the treatment of children within the 
establishment (a whistle-blowing procedure). (3.13) 

9.35 The terms of reference and meeting structures for the separate committees that operate to 
oversee various safeguarding functions should be clarified. (3.14)  

9.36 Public protection should be included as part of the remit of the safeguarding committee. (3.15) 

9.37 Data regarding injuries sustained by young people should be routinely analysed for patterns or 
trends and monitored by the safeguards committee. (3.16) 

9.38 All staff should have enhanced level Criminal Records Bureau clearance. (3.17) 

Bullying 

9.39 Bullying surveys should be carried out annually and should be used to inform the anti-bullying 
strategy. (3.27) 

9.40 All anti-bullying monitoring logs should be reviewed by the anti-bullying coordinator to establish 
learning points and examples of good practice. (3.28) 

9.41 Management checks of anti-bullying monitoring logs should include comments on the quality of 
the work undertaken, as well as compliance with procedures. (3.29) 

9.42 Young people identified at stage one or two of the anti-bullying strategy should have individual 
plans incorporating a range of interventions, including individual and group work, to address 
their behaviour. (3.30)  
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9.43 Victims of bullying should be supported through an individual care plan. (3.31) 

9.44 All staff should undertake anti-bullying training. (3.32) 

9.45 There should be anti-bullying coordinators/champions on all residential units. (3.33) 

Self-harm and suicide 

9.46 The suicide and self-harm policy should be revised to include the specific issues relating to the 
population of Wetherby. (3.44) 

9.47 The assistant to the suicide and self-harm coordinator should be trained and given profiled 
time to carry out his duties. (3.45) 

9.48 Management checks should include checks on the quality of the records and also the 
management of the case overall, and learning points should be used to inform good practice 
development. (3.46) 

9.49 Assessment, care in custody and teamwork (ACCT) care maps should be specific measurable 
achievable realistic and timebound (SMART) and should be evaluated in all ACCT reviews. 
(3.47) 

9.50 ACCT reviews should be multidisciplinary and efforts should be made to increase the 
involvement of families when appropriate. (3.48) 

9.51 Night checks regarding young people subject to ACCT documents should be undertaken at 
irregular intervals to reduce the risk of these becoming predictable. (3.49) 

9.52 The child and adolescent mental health service should be involved in setting care map 
objectives and utilise unit staff support to reinforce this work, where appropriate. (3.50) 

9.53 Care managers should hold responsibility for cases throughout the time that they are opened 
and plan review meetings to ensure their availability. (3.51) 

9.54 All staff should be subject to regular refresher suicide and self-harm training, either internally or 
externally. (3.52) 

Child protection 

9.55 The child protection policy should be agreed with Leeds Social Care and the important role of 
the local authority designated officer (LADO) should be made explicit. (3.61) 

9.56 The child protection policy should set out clear guidance for staff to help them to identify child 
protection concerns specific to children in custody. (3.62) 

9.57 All staff should be trained in child protection, particularly in key posts working directly with 
children or making decisions concerning child protection referrals. Negotiations should take 
place with Leeds Social Care in an effort to resume a programme of joint training. (3.63) 

9.58 All allegations made by young people concerning any form of physical abuse by staff should 
be referred to the LADO within Leeds Social Care. (3.64) 
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9.59 Internal investigations should be carried out when a decision is made, in consultation with 
Leeds Social Care, that a referral does not meet the threshold for a child protection 
investigation or following a decision by police not to proceed with a prosecution. (3.65) 

9.60 All departments which are part of the designated membership should ensure that they are 
represented at the child protection committee meetings. (3.66) 

9.61 The independent social work support should be strengthened. (3.67) 

Diversity 

9.62 Staff in contact positions should receive diversity training and refresher training. (3.85) 

9.63 The disability liaison role should have adequate profiled time to assess and provide 
appropriate services and facilities for young people with a disability. (3.86) 

9.64 The disability questionnaire should be implemented and its use monitored by the race equality 
action team (REAT). (3.87) 

9.65 There should be a programme of cultural events held at the establishment to celebrate 
diversity. (3.88) 

9.66 External community representatives should be encouraged to join the membership of the 
REAT. (3.89) 

9.67 Black and minority ethnic young people should be regularly consulted to ensure that their 
views are represented. (3.90) 

9.68 Complaints that have the racial element box ticked should be referred to the race equality 
officer (REO) to investigate the racial aspect of the complaint. (3.91) 

9.69 The REO should maintain a list of young people convicted of racially motivated/aggravated 
offences and cross-reference this with racist incident report forms (RIRFs) submitted. (3.92) 

9.70 Interventions should be available to challenge young people about racism and promote cultural 
awareness. (3.93) 

9.71 RIRFs should be analysed for trends and reported back to the REAT. (3.94) 

Foreign nationals 

9.72 Local policies and important information should be translated for foreign national young 
people. (3.105) 

9.73 The foreign nationals coordinator should meet regularly with foreign national young people, 
both individually and as a group, to ensure that they are receiving their entitlements, are 
properly supported and that their specific needs are met. (3.107) 

9.74 Records should be kept regarding the applications made by foreign nationals to receive a free 
international telephone call, and individual files should record when and if they occur. (3.108) 
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Contact with the outside world 

9.75 Young people should have daily access to the telephones. (3.124) 

9.76 Visits entitlements should increase to one each week for sentenced young people, and, within 
reason, there should be no limit to the number of visits that unsentenced young people are 
permitted to have. (3.125) 

9.77 Visitors who do not arrive within 15 minutes should be contacted and young people should not 
be left waiting in the visits hall unnecessarily. (3.126) 

9.78 Family days should be organised at least four times each year. (3.127) 

9.79 Visitors should be encouraged to give regular feedback about visits by improved promotion of 
the suggestions book and regular surveys. (3.128) 

Applications and complaints 

9.80 All residential staff should receive guidance in how to consider and respond to a complaint 
from a young person. (3.135) 

9.81 A quality assurance system should be implemented to ensure that complaints are replied to 
fully and politely. (3.136) 

Health services 

9.82 The healthcare manager should be a member of the senior management team. (4.46) 

9.83 The healthcare department should be refurbished and decorated in an age-appropriate 
manner. (4.47) 

9.84 Young people should be able to submit applications for health services confidentially. (4.48) 

9.85 Discipline staff should be available to supervise young people at the treatment hatches and 
ensure that only one young person is at the hatch at any time, to maintain confidentiality; 
escort young people to the health services department, and supervise young people in any 
area of the department. (4.49) 

9.86 All staff should have easy access to resuscitation equipment and a defibrillator. (4.50) 

9.87 Care plans should be written to support young people with identified medical problems, to 
ensure that their needs are fully met. (4.51) 

9.88 All staff should have sufficient time, and the relevant skills and competencies, to care for young 
people at the establishment. (4.52) 

9.89 Information about health services and health promotion material should be available in 
languages to meet the needs of the population. (4.53) 

9.90 Nurses should use triage algorithms when assessing young people; such assessment should 
take place in an appropriate environment. (4.54) 
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9.91 All prescriptions for controlled drugs should be written legally and include the quantity 
prescribed in both words and figures, with the date prescribed, and be signed by the 
prescriber. (4.55) 

9.92 The introduction of patient group directions (PGDs) should be considered to enable more 
potent medication to be administered by nurses to avoid unnecessary consultations with the 
doctor. A copy of the original signed PGDs should be present in the treatment room and be 
read and signed by all relevant staff. (4.56) 

9.93 The contract to provide dental services should be restored as soon as possible and should 
meet the needs of the population. (4.57) 

9.94 The dental surgery and equipment should be fit for purpose and sufficient for the dentist to 
provide a full range of treatments at least equal to the standard of the NHS. (4.58) 

9.95 The dental records should be appropriately annotated and stored. (4.59) 

9.96 Protocols should be developed to assist health services staff when dealing with dental 
emergencies in the absence of the dental team and for out-of-hours cover. (4.60) 

9.97 Inpatients should have access to a range of constructive activities unless their clinical condition 
precludes it. (4.61) 

9.98 There should be day care provision to support inpatients and young people finding it difficult to 
cope on the wings. (4.62) 

9.99 Primary mental health nurses should have protected time to develop the provision for tiers one 
and two mental health problems and carry their own caseload of patients. (4.63) 

9.100 All staff should receive annual mental health awareness training. (4.64) 

9.101 Health services staff should help young people to register with a GP before release. (4.65) 

Education, training and library provision 

9.102 The amount of accreditation on construction courses should be increased. (5.19) 

9.103 Staff absences in construction lessons should always be covered. (5.20) 

9.104 Punctuality to lessons should be improved. (5.21) 

9.105 The curriculum should meet the needs of young people who are under school leaving age. 
(5.22) 

9.106 The length of time taken to carry out risk assessments for young people entering work and 
vocational training should be reduced. (5.23) 

9.107 Young people should not be employed full time without education and/or vocational training. 
(5.24) 

9.108 Attendance by education staff at training planning meetings should be improved. (5.25) 

9.109 Young people should have access to the library in the evenings and at weekends. (5.26) 
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Physical education and health promotion 

9.110 Attendance at core PE lessons should be improved. (5.32) 

9.111 The PE profile should be redesigned to ensure that there is a balance of recreational PE and 
skills acquisition and development. (5.33) 

9.112 Links with the healthcare department should be improved. (5.34) 

9.113 The quality of the showers should be improved and they should be cubicularised. (5.35) 

9.114 The annual PE surveys and  monitoring information should be used to improve practice. (5.36) 

Faith and religious activity 

9.115 The establishment’s regime should not clash with weekend worship, and young people should 
have the opportunity to attend worship as well as participate in the full regime. (5.46) 

Time out of cell 

9.116 Movement to and from activities should occur consistently in accordance with the published 
routine. (5.56)  

9.117 A minimum of one hour a day in the fresh air should be provided every day for all young 
people. (5.57) 

9.118 Alternative activity should be provided for young people who are unoccupied and locked up 
because their scheduled activity is cancelled, they are unemployed or they are being educated 
on their unit. (5.58) 

9.119 Outside recreational areas should be equipped with outdoor activity and games equipment, 
with seating in a quiet area for young people to be able to talk to one another. (5.59) 

9.120 Time out of cell at the weekend should be improved. (5.60) 

Security and rules 

9.121 Strip searches should not be carried out routinely and should only be authorised on the basis 
of a risk assessment which identifies that it is necessary to prevent risk of harm to the young 
person or others. (6.6) 

Discipline 

9.122 Racist comments should be dealt with through the racist incident complaints system and not 
through the discipline incident report (DIR) system. (6.27) 

9.123 Clearer guidance should be given to staff regarding the use of DIRs as distinct from other 
sanctions. (6.28) 
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9.124 DIRs applied to inappropriate behaviour in education should be managed by education staff. 
(6.29) 

9.125 A quality control system for the management of DIRs should be applied across units to ensure 
consistency. (6.30) 

9.126 Information outlining the exact process of an adjudication should be provided to young people 
in an age-appropriate format. (6.31) 

9.127 Mediation and restorative justice should be developed as part of a behaviour management 
strategy which also aims to reduce the use of adjudications. (6.32) 

9.128 When closed-circuit television (CCTV) footage of an incident is available, it should always be 
used in adjudication proceedings. (6.33) 

9.129 Loss of earnings sanctions imposed at adjudications should not exceed 80%. (6.34) 

9.130 Young people should, as a matter of course, be interviewed post-adjudication to ensure that 
they have understood what has happened and are offered assistance with the appeals 
process. (6.35) 

9.131 The use of force should be monitored for patterns and trends over time. (6.36) 

9.132 Use of force should only be used as a last resort and when there is an immediate risk to 
safety, and not merely to obtain compliance. (6.37) 

9.133 All planned removals should be video recorded. (6.38) 

9.134 A random sample of CCTV footage of use of force incidents should be viewed by managers 
each month as part of the quality assurance process. (6.39) 

9.135 The rules and information about the separation and care unit (SCU)  should be available to 
young people in a format they are able to understand. (6.40) 

9.136 All records for the SCU, including the use of the special cell, should be fully completed and be 
up to date. (6.41) 

9.137 Governance arrangements for the use of the special cell should be clarified and published to 
staff. (6.42) 

9.138 Access to showers, telephone calls and exercise should not be determined by behavioural 
considerations and should be available daily. (6.43) 

9.139 All young people located in the SCU should have an individual care plan which addresses the 
problem behaviour. They should be subject to regular multidisciplinary review to ensure a 
staged reintegration to normal location as soon as possible. (6.44) 

Rewards and sanctions 

9.140 Deprivation of family contact should not be used as part of a punishment, and family days 
should be offered to all young people, regardless of regime level. (6.50) 
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Catering  

9.141 All young people should eat their meals in an appropriate setting and not in their cells. (7.6) 

9.142 Young people should receive five portions of fruit and vegetables each day. (7.7) 

9.143 Lunch should include an option for hot food. (7.8) 

9.144 Fish should not be offered as a vegetarian option, and all meals should include a vegetarian 
option. (7.9) 

Canteen/shop  

9.145 Administration charges should not be incurred for goods ordered from catalogues. (7.15) 

Resettlement strategy 

9.146 The resettlement policy should contain timescales and targets that allow progress to be 
measured. (8.11) 

9.147 The establishment should encourage representatives from relevant community-based 
organisations to attend the resettlement policy committee. (8.12) 

9.148 The resettlement committee should routinely monitor reports relating to all resettlement 
pathways. (8.13) 

9.149 The pre-release course should be revised and include specialist input covering housing advice, 
money and debt management. (8.14) 

9.150 A comprehensive analysis of the resettlement needs of the population should be carried out 
and the range of offending behaviour programmes should reflect identified need. (8.15) 

9.151 Provision for careers advice should be improved. (8.16) 

Training planning and remand management 

9.152 Efforts should be made to try to increase the attendance of family members at planning 
reviews. (8.22) 

9.153 All relevant departments should be represented at planning reviews or send a detailed report 
in advance. (8.23) 

9.154 Targets set at planning reviews should be specific, measurable, achievable, realistic and time 
bound (SMART), and designed to meet the identified needs of the young person. (8.24) 

Substance use 

9.155 The primary care trust, in partnership with the establishment, should appoint a substance 
misuse lead nurse. (8.47) 
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9.156 Comprehensive clinical management protocols should be developed, and more flexible 
prescribing options for opiate-dependent young people should be introduced. (8.48) 

9.157 The establishment should publicise the availability of voluntary drug testing more widely. (8.49) 

9 .158 Mandatory drug testing should not be used for children and young people under 18. (8.50) 

Housekeeping points 

First days in custody 

9.159 Young people should be given a clean dressing gown to wear during searching procedures. 
(1.31) 

9.160 The induction pack should be updated regularly. (1.32) 

Residential units 

9.161 Young people should not be required to make daily bed-packs. (2.23) 

Bullying 

9.162 The anti-bullying strategy should include annual objectives that are reviewed quarterly. (3.34) 

Self-harm and suicide 

9.163 The availability of ACCT assessors should be consistently updated and made available on the 
intranet. (3.53) 

Diversity 

9.164 The disability liaison officer and the diversity manager should share information regarding 
young people declaring a disability. (3.95) 

9.165 Staff training figures should be maintained. (3.96) 

Contact with the outside world  

9.166 The shop in the visits hall should be fully stocked in time for the start of visits. (3.129) 

9.167 There should be a range of books and toys available for children in the visits hall. (3.130) 

Health services 

9.168 Patient information leaflets should be supplied wherever possible and a notice should be 
prominently displayed to advise patients of their availability. (4.66) 

9.169 There should be a British National Formulary for Children in each treatment room. (4.67) 
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9.170  A telephone should be provided within the dental surgery. (4.68) 

Faith and religious activity 

9.171 The official prison visitors scheme should be publicised across the establishment. (5.47) 

Substance use 

9.172 The drug strategy policy should be re-named to reflect the inclusion of all substances within its 
remit. (8.51)  

Good practice 

Safeguarding 

9.173 The register was effective in identifying young people requiring a higher level of individual 
support and care management, and the weekly multidisciplinary safeguards meetings were an 
effective forum to discuss concerns. (3.18) 

Bullying 

9.174 The psychology department had recently started to run a series of focus groups for vulnerable 
young people and those identified as victims, to find out how they would like to be helped and 
supported. (3.35) 

Diversity 

9.175 Equalities champions undertook a range of tasks to support and raise awareness regarding 
equalities issues within the establishment and in the local community. (3.97) 
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Appendix I: Inspection team  
 

Nigel Newcomen  Deputy Chief Inspector 
Fay Deadman  Team leader 
Ian Macfadyen  Inspector 
Keith McInnis  Inspector 
Karen Dillon   Inspector 
Angela Johnson  Inspector 
Vinnett Pearcy   Inspector 
 

Specialist inspectors 
 

Margot Nelson-Owen  Health services inspector 
Sigrid Engelen   Substance use inspector 
Martyn Rhowbotham  Ofsted team leader 
Vivien Shipley   Ofsted inspector 
 
Auro Fraser   Observer (Detention Monitoring Adviser, Association for 
    the Prevention of Torture) 

 
 
 
 
 
 
. 
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Appendix II: Prison population profile  
 

(i)   Status Number of juveniles % 

Sentenced 249 80 

Convicted but unsentenced 12 4 

Remand 51 16 

Detainees (single power status) 1 0 

Detainees (dual power status) 0 0 

Total 313 100 
 

(ii)  Number of DTOs by age & sentence (full sentence length inc. the time in the community) 

Sentence 4 
mths 

6 
mths 

8  
mths 

10 
mths 

12 
mths 

18 
mths 

24 
mths 

Total 

Age         

15 years 2 6 5 2 9 5 1 30+ 1 
DTOR/104 

90days 

16 years 5 8 8 7 7 10 2 47+3recalls 

17 years 12 12 14 7 18 17 5 85+10 
recalls+1FN 

DET. 

18 years 1   1    2 

Total 20 26 27 17 34 32 8 164 
 

(iii) Number of SECTION 53 (2)//91s (determinate sentences only)  by age & sentence 

Sentence Under 2 yrs 2-3 yrs 3-4 yrs 4-5 yrs 5 yrs + Total 

Age       

15 years  2    2 

16 years  3 5 2  10 

17 years  7 7 4 4 22 

18 years   2   2 

Total  12 14 6 4 36 
 

(iv) Number of EXTENDED SENTENCES UNDER SECTION 228 (extended sentence for public protection) 

Sentence Under 2 yrs 2-3 yrs 3-4 yrs 4-5 yrs 5 yrs + Total 

Age       

15 years     1 1 
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16 years    1 3 4 

17 years  1  1 11 13 

18 years      0 

Total  1  2 15 18 
 

(v) Number OF INDETERMINATE SENTENCES by age  

Sentence Section 90 
(HMP) 

Life sentence 
under section 
91 

Section 53 (1) Section 226 
(DPP) 

Total 

Age      

15 years  1   1 

16 years  1  6 7 

17 years  1  7 8 

18 years    1 1 

Total  3  14 17 
 

(vi) LENGTH OF STAY for UNSENTENCED by age 

Length of 
stay 

<1 mth 1-3 mths 3-6 mths 6-12 mths 1-2 yrs 2 yrs + Total 

Age        

15 years 7 5     12 

16 years 6 5 6    17 

17 years 15 12 6    34 

18 years        

Total 28 22 12 1   63 

 

(vii)    Main offence Number of juveniles % 

Violence against the person 68 22 

Sexual offences 22 7 

Burglary 60 19 

Robbery 75 24 

Theft & handling 17 5 

Fraud and forgery 0 0 

Drugs offences 10 3 

Driving offences 9 3 
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Other offences 30 10 

Breach of community part of DTO 19 6 

Civil offences 0 0 

Offence not recorded/ Holding warrant 3 1 

Total 313 100 

 
 

 (viii)    Age Number of juveniles % 

15 years 47 15 

16 years 88 28 

17 years 173 55 

18 years 5 2 

Total 313 100 

 

(ix)    Home address Number of juveniles % 

Within 50 miles of the prison 187 60 

Between 50 and 100 miles of the prison 67 21 

Over 100 miles from the prison 29 9 

Overseas 0 0 

NFA 30 10 

Total 313 100 

 

(x)   Nationality Number of juveniles % 

British 307 98 

Foreign nationals 6 2 

Total 313 100 
 
 

(xi)  Ethnicity Number of juveniles % 

White   

     British 243 77.6 

     Irish 1 0.3 

     Other White 1 0.3 

Mixed   

     White and Black Caribbean 21 6.7 
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     White and Black African 2 0.6 

     White and Asian   

     Other Mixed 6 2 

Asian or Asian British   

     Indian 1 0.3 

     Pakistani 11 4 

     Bangladeshi 2 0.6 

     Other Asian 5 1.6 

Black or Black British   

     Caribbean 13 4 

     African 2 0.6 

     Other Black 3 1 

Chinese or other ethnic group   

     Chinese   

     Other ethnic group 2 0.6 

Total 313 100 

 

(xii)  Religion Number of juveniles % 

Baptist   

Church of England 45 14 

Roman Catholic 15 5 

Other Christian denominations  1 0 

Muslim 24 8 

Sikh   

Hindu   

Buddhist   

Jewish   

Other  6 2 

No religion 222 71 

Total 313 100 
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Appendix III: Summary of juvenile questionnaires 
and interviews  

Juvenile survey methodology 
 

A voluntary, confidential and anonymous survey of a representative proportion of the juvenile 
population was carried out by HM Inspectorate of Prisons as part of an annual report on the 
juvenile estate.  

 
 Choosing the sample size 
 

The baseline for the sample size was calculated using a robust statistical formula provided by 
a government department statistician. Essentially, the formula indicates the sample size that is 
required and the extent to which the findings from a sample of that size reflect the experiences 
of the whole population. 
 
At the time of the survey on 28 May 2008, the juvenile population at HMYOI Wetherby was 
321. The sample size was 107. Overall, this represented 33% of the juvenile population. 

 
 Selecting the sample 
 

Respondents were randomly selected from a local inmate database system (LIDS) prisoner 
population printout using a stratified systematic sampling method. This basically means that 
every second person is selected from a LIDS list, which is printed in location order, if 50% of 
the population is to be sampled.  
 
Completion of the questionnaire was voluntary. Refusals were noted and no attempts were 
made to replace them. Three respondents refused to complete a questionnaire.  
 
Interviews were carried out with any respondents with literacy difficulties. In total, five 
respondents were interviewed.   

 Methodology 
 

Every attempt was made to distribute the questionnaires to each respondent on an individual 
basis. This gave researchers an opportunity to explain the independence of the Inspectorate 
and the purpose of the questionnaire, as well as to answer questions.  
 
All completed questionnaires were confidential – only members of the Inspectorate saw them. 
In order to ensure confidentiality, respondents were asked to do one of the following: 

o have their questionnaire ready to hand back to a member of the research team at a 
specified time; 

o to seal the questionnaire in the envelope provided and hand it to a member of staff, if 
they were agreeable; or 

o to seal the questionnaire in the envelope provided and leave it in their room for 
collection. 

 
Respondents were not asked to put their names on their questionnaire, although their 
responses could be identified back to them in line with child protection requirements. 
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 Response rates 
 

In total, 101 respondents completed and returned their questionnaires. This represented 31% 
of the juvenile population. The response rate was 94%. In addition to the three respondents 
who refused to complete a questionnaire, three questionnaires were not returned.  

 Comparisons 
 
The following document details the results from the survey. All missing responses were 
excluded from the analysis. All data from each establishment were weighted, in order to mimic 
a consistent percentage sampled in each establishment. 
 
Presented alongside the results from this survey, are the comparator figures for all juveniles 
surveyed in young offender institutions. This comparator is based on all responses from 
juvenile surveys carried out in all 15 prisons/ units since 2005. In addition, this document 
shows statistically significant differences between the responses of juveniles surveyed at 
HMYOI Wetherby in 2007 and the responses of this 2008 survey. 
 
In addition, a further comparative document is attached. Statistically significant differences 
between the responses of white juveniles and those from black and minority ethnic groups are 
shown. 
 
In all the above documents, statistically significant differences are highlighted. Statistical 
significance merely indicates whether there is a real difference between the figures– that is, 
the difference is not due to chance alone. Results that are significantly better are indicated by 
green shading, results that are significantly worse are indicated by blue shading and where 
there is no significant difference, there is no shading. 
 
It should be noted that, in order for statistical comparisons to be made between the most 
recent survey data and that of the previous survey, both sets of data have been coded in the 
same way. This may result in percentages from previous surveys looking higher or lower. 
However, both percentages are true of the populations they were taken from, and the 
statistical significance is correct. 
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