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Introduction 

Since we last inspected Woodhill in 2018 the establishment had transitioned 
from a core local prison to a category B training prison. It had retained several 
remanded category A prisoners, as well as the operation of several specialist 
units, and remained a complex and high-risk institution. Relatively modern – 
built about 30 years ago – the prison comprises a series of house blocks within 
a secure campus in Milton Keynes. At the time of our inspection the prison held 
approximately 500 men, about 70 below its operational capacity; this was a 
consequence of both COVID-19 mitigation and staff shortages. 

Our findings at this inspection were disappointing. As in 2018, outcomes in 
safety and purposeful activity were poor, while outcomes in respect and 
rehabilitation and release planning had deteriorated and were now not 
sufficiently good. Against nearly all the main measures, the prison was not safe 
enough. Violence was higher than comparable prisons; use of force, though 
mostly legitimate, was also high; use of segregation was considerable; and 
there had been seven self-inflicted deaths since we last inspected. Self-harm 
was also high. It would be wrong to say the prison had done nothing to try to 
address these issues. There had been some useful work led by the governor to 
try to better understand the causes of these problems, but this had yet to 
translate into action that was making a difference. 

Prisoners were frustrated about the confidence and competence of staff and the 
inconsistency of their interactions with them. In our survey only two-thirds of 
respondents felt respected by staff; a reflection, perhaps, of the fact that about a 
third of all officers had been recruited in the last 12 months, 40% were only in 
their second year and many supervisors were similarly inexperienced. Our own 
observations were largely consistent with the views of prisoners. Many staff 
were well-meaning and seemed to want to do a good job, but as a group they 
were not sufficiently effective. Standards were not maintained and poor 
behaviour not addressed. Many prisoners told us that staff were either unable or 
unwilling to deal with their reasonable requests. Whatever the problem at 
Woodhill, be it the safety of the prison, the confidence prisoners had in staff, the 
total inadequacy of the daily regime or weaknesses in the provision of services, 
the source seemed to be the inability to recruit and retain staff. This was the 
fundamental strategic priority that needed to be addressed. 

Leadership at Woodhill had huge challenges. Apart from the issue of human 
resources, the complexity of the prison and the risks managed were significant. 
The governor was both energetic and enthusiastic in her approach, she had 
shown considerable commitment to the establishment over time and it was clear 
to us that most staff were aware of her priorities. In specific departments we 
saw other examples of good leadership and there was evidence of initiative and 
effort across the prison, but this was not bearing fruit in terms of improvement.  
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Arguably HM Prison and Probation Service needs to take stock of what is 
happening at Woodhill and reflect on what it can do to support change. Local 
leaders need more support to address issues beyond their control and, most of 
all, there needs to be a deliverable local plan to recruit, retain and equip the 
staff needed to run the prison. 
 
Charlie Taylor 
HM Chief Inspector of Prisons 
October 2021 
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About HMP Woodhill 

Task of the prison/establishment 
Category B training prison 

Certified normal accommodation and operational capacity (see Glossary 
of terms) 
Prisoners held at the time of inspection: 501 
Baseline certified normal capacity: 644 
In-use certified normal capacity: 627 
Operational capacity: 570 
 
Population of the prison  
• 500 new prisoners received each year (about 40 per month) 
• 67 foreign national prisoners 
• 43% of prisoners from black and minority ethnic backgrounds 
• 2-3 released into the community each month 
• 450 receiving support for substance use 
• 115 referred for mental health assessment over previous 12 months 

Prison status (public or private) and key providers 
Public 

Physical health provider: Central North-west London NHS Foundation Trust 
(CNWL) 
Mental health provider: CNWL 
Substance use treatment provider: CNWL 
Prison education framework provider: Milton Keynes College 
Escort contractor: GEOAmey (north), Serco (south) 
 
Prison group/Department 
Long-term and high security prisons group 

Brief history 
HMP Woodhill was opened in 1992. It started as a local prison but in the late 
1990s took on a high-security role as a core local, re-roling to a long-term 
category B prison in 2020. 
 
Short description of residential units 
Each house unit, except units 5 and 6, is divided into two wings, A and B. Each 
wing on the main house units is designed to hold 60 prisoners in single cells. All 
units hold a cross-section of prisoners, including category A, category B and 
young adults, following a risk assessment. 
 
House unit 1A – convicted prisoners (a designated unit to hold remand category 
A prisoners if required);  
House units 1B, 2A, 2B, 3A, 3B, 4A – convicted prisoners 
House unit 4B – currently closed due to staff shortfalls 
House unit 5 – 12 reverse cohort beds and first night centre 
House unit 6 – national close supervision centre, separation unit and protected 
witness unit (not inspected). 
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Clinical assessment unit – health care inpatients 
Compass unit – reintegration and additional needs unit 
 
Name of governor and date in post 
Nicola Marfleet, September 2017 
 
Leadership changes since the last inspection 
None 
 
Prison Group Director 
Will Styles 
 
Independent Monitoring Board chair 
Phillip Perlin 
 
Date of last inspection 
5–16 February 2018 
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Section 1 Summary of key findings 

1.1 We last inspected Woodhill in 2018 and made 61 recommendations, 
three of which were about areas of key concern. The prison fully 
accepted 49 of the recommendations and partially (or subject to 
resources) accepted six. It rejected six of the recommendations. 

1.2 Section 8 contains a full list of recommendations made at the last full 
inspection and the progress against them. 

Progress on key concerns and recommendations 

1.3 Our last inspection of HMP Woodhill took place before the COVID-19 
pandemic and the recommendations in that report focused on areas of 
concern affecting outcomes for prisoners at the time. Although we 
recognise that the challenges of keeping prisoners safe during COVID-
19 will have changed the focus for many prison leaders, we believe that 
it is important to report on progress in areas of key concern to help 
leaders to continue to drive improvement.  

1.4 At our last full inspection, we made two recommendations about key 
concerns in the area of safety. At this inspection we found that both 
these recommendations had not been achieved. 

1.5 We made one recommendation about key concerns in the area of 
purposeful activity. At this inspection we found that this 
recommendation had not been achieved. Ofsted carried out a progress 
monitoring visit alongside our inspection to assess the progress that 
leaders and managers had made towards reinstating a full education, 
skills and work curriculum. They judged it was too early to assess 
whether recommendations made at the last inspection had been 
achieved. 

Outcomes for prisoners 

1.6 We assess outcomes for prisoners against four healthy prison tests 
(see Appendix I for more information about the tests). We also include 
a commentary on leadership in the prison (see Section 2). 

1.7 At this inspection of HMP Woodhill, we found that outcomes for 
prisoners had stayed the same in two healthy prison areas and 
declined in two. 

1.8 These judgements seek to make an objective assessment of the 
outcomes experienced by those detained and have taken into account 
the prison’s recovery from COVID-19 as well as the ‘regime stage’ at 
which the prison was operating, as outlined in the HM Prison and 
Probation (HMPPS) National Framework for prison regimes and 
services. 
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Figure 1: HMP Woodhill healthy prison outcomes 2018 and 2021 
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Safety 

At the last inspection of HMP Woodhill in 2018, we found that outcomes for 
prisoners were poor against this healthy prison test.  

At this inspection we found that outcomes for prisoners remained poor. 

1.9 The reception environment was good and processes were sound. It 
was helpful for risk mitigation that each prisoner had private interviews 
with reception and health care staff on arrival, and with a member of 
the safety and mental health teams within 72 hours. They often waited 
too long for access to their property because of staff shortages. 

1.10 The incidence of violence remained very high, 1.5 times higher than 
comparable prisons, and was still increasing. Almost two-thirds of all 
assaults were spontaneous and against staff, and assaults on staff 
were on the rise. 

1.11 Many prisoners expressed frustration at the regime and the lack of 
consistency and competence among staff. They attributed much of the 
violence to this. The systems to monitor and intervene with those who 
perpetrated violence were not effective and lacked meaningful contact 
and day-to-day support. 

1.12 Considerable research and discussion on violence had taken place 
with community partners but with no effect on outcomes to date. 
Prisoners had started to work as mediators but it was too early to 
assess outcomes. 

1.13 Oversight of adjudications, which had reduced during the pandemic, 
had improved. A serious backlog of adjudications referred to the police 
needed resolution. 

1.14 The level of use of force was very high, 2.5 times higher than 
comparable prisons, and had been increasing in recent months. Almost 
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all use of force was in response to spontaneous incidents. Oversight of 
use of force had improved, but the review of incidents was not 
adequate. CCTV footage of incidents was neither reviewed nor kept, 
and body-worn cameras were not used sufficiently. 

1.15 There were many long stays in segregation. Some work was done to 
prepare for reintegration to normal location, but this was not reflected in 
regular segregation reviews. Although physical conditions were not 
adequate in all respects, prisoners were positive about their experience 
in the unit. Unfurnished accommodation was used sparingly. 

1.16 Security measures were proportionate, and procedures to counter the 
availability of drugs were well developed, although neither suspicion-
based nor random drug testing was being carried out. 

1.17 There had been seven self-inflicted deaths since our last inspection in 
early 2018. Some positive changes had been made in response to 
recommendations from the Prisons and Probation Ombudsman, 
especially by the health care team, but levels of self-harm were high 
compared to similar prisons, and the rate had been rising in recent 
months. Data analysis had improved but there was not enough 
systematic action to reduce the rate of self-harm. 

1.18 The work of assessment, care in custody and teamwork (ACCT) case 
managers was of a good standard, but ACCT documents varied in 
quality and wing staff were not always sufficiently aware of the 
prisoners concerned. 

Respect 

At the last inspection of HMP Woodhill in 2018, we found that outcomes for 
prisoners were reasonably good against this healthy prison test.  

At this inspection we found that outcomes for prisoners were now not 
sufficiently good. 

1.19 Fewer than two-thirds of prisoners who responded to our survey said 
that staff treated them with respect. Many were exasperated at the 
shortfalls in confidence, competence and consistency among many 
prison officers, about 30% of whom were in their first 12 months of 
service. We observed some good interactions, but frequently saw staff 
together in offices, leaving prisoners unsupervised. On several 
occasions we witnessed a lack of challenge in response to poor 
behaviour, and inconsistent enforcement of rules. 

1.20 The house units were well designed but in many cases not sufficiently 
clean. Cells were well equipped and free of graffiti. Many shower rooms 
were in poor condition and most lacked adequate screening. 

1.21 Laundry facilities on the wings were good but the supply of prison 
clothing was inadequate. Access to stored property and purchases 
remained a problem because of a lack of staff. Cell call bells were often 
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ignored, or answered after a long delay. Prisoners were unhappy with 
the quality of the food, and meals were still served too early. 

1.22 There had been some potentially useful consultation events and 
surveys, but prisoners said that improvements had not ensued, and a 
regular pattern of consultation was lacking. The number of complaints 
was high and had been rising in the past year. The tracking of data on 
complaints had only started recently. The applications process was 
weak. 

1.23 Work on equality remained sparse, with limited activity in relation to 
protected characteristics in spite of evidence of unequal outcomes. The 
equality training day, written and presented jointly by prisoners and 
staff, was a very good innovation. Black and minority ethnic and Muslim 
prisoners responded similarly to others in our survey on their 
experience of treatment and conditions. There was not enough support 
for foreign nationals. 

1.24 The chaplaincy had worked very hard to mitigate the impact of 
pandemic restrictions, and pastoral support was good. However, 
corporate worship remained suspended and religious classes had only 
recently resumed for small groups. 

1.25 Health services were well led by a strong clinical management team. 
Effective contingencies had been implemented to manage COVID-19 
and few prisoners had tested positive. There had been no outbreak 
until very recently.  

1.26 Officers were frequently unavailable to escort prisoners to health 
appointments, which was extending the waiting lists. Regular nurse-led 
clinics were held for long-term conditions and the clinical assessment 
unit provided good care. The addictions team had maintained one-to-
one psychosocial interventions. Medicines were generally well 
managed but officer support for their administration was variable, 
increasing the risk that medicines would be diverted. 

1.27 The demand for social care was monitored through good partnership 
arrangements. The mental health service was stretched but delivered 
an impressive range of support. There were long waits for psychology 
interventions. The mental health day unit was a promising initiative to 
provide emotional support to patients with complex needs. Prisoners 
referred to external hospitals under the Mental Health Act invariably 
waited too long for an assessment, despite escalation by the team.  

1.28 Dental services had continued to provide urgent care, and measures 
were being taken to reduce a long waiting list. 
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Purposeful activity 

At the last inspection of HMP Woodhill in 2018, we found that outcomes for 
prisoners were poor against this healthy prison test.  

At this inspection we found that outcomes for prisoners remained poor. 

1.29 Ofsted carried out a progress monitoring visit of the prison alongside 
our full inspection and the purposeful activity judgement incorporates 
their assessment of progress. Ofsted’s full findings and the 
recommendations arising from their visit are set out in Section 5. 

1.30 Time out of cell was normally limited to two hours on weekdays for 
many prisoners, and on two days each week, they were locked up all 
day except for an hour’s exercise. Almost half the population was 
unemployed, and just 9% were receiving in-cell education.  

1.31 Prisoners were offered one 45-minute session in the gym each week, 
during one of their domestic periods. The library remained closed and 
few prisoners were borrowing books. 

1.32 Leaders had been unable to deliver education, skills and work to all but 
a handful of prisoners during the pandemic. Too few of them had been 
given in-cell work packs.  

1.33 On arrival, prisoners received an in-cell education induction pack 
including an initial educational assessment. Too many of these packs 
were not completed and they were not accessible to many for whom 
literacy or the English language was a problem. 

1.34 Prisoners received support through in-cell telephones and at the cell 
door. Leaders had identified the programmes that they planned to 
implement but did not have a detailed plan for return to classroom-
based teaching.  

1.35 No prison workshops were in operation. Only the kitchens, waste 
management and gardens provided prisoners with work off the wings, 
and no accredited qualifications were provided.  

1.36 Too often, requests for in-cell learning packs were ignored or they took 
too long to arrive. Tutors provided feedback, but often with long delays, 
so that many prisoners made slow progress or became disengaged. 

Rehabilitation and release planning 

At the last inspection of HMP Woodhill in 2018, we found that outcomes for 
prisoners were reasonably good against this healthy prison test.  

At this inspection we found that outcomes for prisoners were now not 
sufficiently good. 
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1.37 Social visits and video calls were only offered on weekdays, and take-
up was low. Visitors said that they were treated with respect during 
their visit, and visits generally started on time. The charity PACT 
provided good support to visitors.  

1.38 Nearly all prisoners were serving long or indeterminate sentences. An 
effective, practical, overarching strategy for reducing reoffending 
among this population was lacking. 

1.39 Persistent staff shortages in the offender management unit were 
undermining core work. The caseloads for prison/probation offender 
managers (POMs) were unmanageable and among the highest we 
have seen. There was not enough contact between POMs and 
prisoners. 

1.40 Efforts were being made to address a small but persistent OASys 
(offender assessment system) backlog. In our survey, only about half 
the prisoners were aware of having a sentence plan. Progress against 
sentence plan objectives was not strong, especially in relation to 
offending behaviour work. Up-to-date risk management plans were in 
place in virtually all cases and most were of a good enough standard. 

1.41 The interdepartmental risk management team met each month but 
attendance was poor. Targeted telephone monitoring for public 
protection was in disarray with a lack of management oversight. 
Reviews were not taking place on time and there was a significant 
backlog of calls for monitoring. 

1.42 Some one-to-one work was taking place, but no delivery of group 
interventions had been possible during 2021. Waiting lists for courses 
were growing, and some prisoners had been released without 
completing key offending behaviour work designed to reduce their risk 
of offending.  

1.43 Of the few prisoners who were released, most were considered high 
risk. We saw evidence of effective handover and resettlement planning 
between prison and community staff. COVID-19 tests were completed 
for all prisoners before release. 

Key concerns and recommendations 

1.44 Key concerns and recommendations identify the issues of most 
importance to improving outcomes for prisoners and are designed to 
help establishments prioritise and address the most significant 
weaknesses in the treatment and conditions of prisoners.  

1.45 During this inspection we identified some areas of key concern and 
have made a small number of recommendations for the prison to 
address those concerns.  

1.46 Key concern: Proactive local leadership was not bearing sufficient fruit 
in terms of the morale, commitment and teamwork of operational staff. 
Shortage of staff, inexperience and high turnover were limiting what 
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Woodhill could achieve in many areas. Many operational staff showed 
a lack of confidence and competence in the everyday supervision and 
support of prisoners. This had a detrimental impact on many aspects of 
the regime and on the experience of prisoners who were often 
frustrated at basic tasks not being completed by staff properly, 
consistently or at all. More prison officers were leaving than joining. 
These long-standing challenges at Woodhill had not been effectively 
addressed. 

Recommendation: There should be clear measures to train, retain 
and develop operational staff and to increase the confidence, 
competence and consistency shown by prison officers in their 
supervision and support of prisoners, with objective assessment 
of outcomes. 
(To HMPPS and the governor) 
 

1.47 Key concern: Violence was high and rising. Management of violence 
through the CSIP process was ineffective and leaders did not give 
adequate scrutiny at meetings to use of force footage. There was not 
enough use of body-worn cameras and many staff and prisoners felt 
unsafe. 

Recommendation: Behaviour management approaches, including 
CSIP, should be used by staff at all levels to reduce violence by 
focusing on the individual prisoner, who should be personally 
involved.  
(To the governor) 
 

1.48 Key concern: There had been seven self-inflicted deaths since the 
previous inspection. Levels of self-harm were consistently high and 
higher than at similar prisons. Although there had been some actions to 
improve systems, work to address the rate of self-harm had not been 
effective. Staff struggled to deliver support consistently for prisoners in 
crisis, who were locked in their cells for long periods. 

Recommendation: Continued development of data analysis and 
monitoring should underpin effective work to reduce the rate of 
self-harm, with all relevant prison staff working in a consistent 
and coordinated way to support prisoners at risk. 
(To the governor) 

1.49 Key concern: Cleaning arrangements, including access to materials 
and compliance with basic standards of cleaning hygiene, were not 
good enough. Cleaners complained of not having enough time outside 
the wing domestic periods to complete their cleaning duties. 

Recommendation: All residential areas should be kept clean 
through effective systems of work, monitoring, and access to the 
necessary materials. 
(To the governor) 
 

1.50 Key concern: In spite of some one-off events, the regular arrangements 
for prisoner consultation were not good enough. Prison council 
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meetings were irregular, not all houseblocks were represented, and the 
minutes did not show meaningful progress. Consultation arrangements 
on the wing were inadequate with no wing forums taking place. 
 
Recommendation: Consultation arrangements should identify 
prisoners' concerns effectively and should result in prompt 
actions. 
(To the governor) 

 
1.51 Key concern: Time out of cell was limited to two hours five days a week 

for most prisoners. All jobs were full time, but 47% of the population 
was unemployed, and just 9% were receiving in-cell education. 
 
Recommendation: Opportunities for work and other constructive 
activity should be extended to more prisoners, so that all have 
sufficient regular and predictable time out of cell to promote 
rehabilitation and mental well-being.  
(To the governor) 
 

1.52 Key concern: The level of contacts between prisoners and prison 
offender managers (POMs) was among the lowest we have seen in 
recent inspections and was not enough to drive progress in the majority 
of cases that we inspected. There were staff shortages in the offender 
management unit and POM caseloads of up to 160 were 
unmanageable and among the highest we have ever seen. 

Recommendation: Staff resources in the OMU should be sufficient 
to ensure that all POMs have caseloads which permit effective 
offender management and regular contact with the prisoners for 
whom they are responsible. 
(To the governor) 
 

1.53 Key concern: Telephone monitoring arrangements for public protection 
were in disarray and lacked management oversight. Reviews were not 
taking place on time owing to delays in the completion of monitoring 
forms and there was an unknown but sizeable backlog of calls waiting 
to be monitored, with no clear catch-up plan. 
 
Recommendation: Managers should ensure that public protection 
monitoring is timely and effective. 
(To the governor) 

Notable positive practice 

1.54 We define notable positive practice as innovative work or practice that 
leads to particularly good outcomes from which other establishments 
may be able to learn. Inspectors look for evidence of good outcomes 
for prisoners; original, creative or particularly effective approaches to 
problem-solving or achieving the desired goal; and how other 
establishments could learn from or replicate the practice. 

1.55 Inspectors found four examples of notable positive practice during this 
inspection. 
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1.56 A member of the safety team interviewed each new prisoner on their 
arrival at the prison, providing a valuable opportunity to identify 
vulnerability or unmet needs. (See paragraph 3.3) 

1.57 The Compass unit provided a supportive non-clinical environment in 
which vulnerable prisoners could receive support and prepare to re-
integrate into prison life. (See paragraph 3.51) 

1.58 An impressive, well-prepared equality training day, written and 
presented jointly by black and minority ethnic prisoners and staff, was 
being delivered to staff. (See paragraph 4.46) 

1.59 The music group facilitated by the charity ‘Finding Rhythms’ had 
fostered creativity and improved the communication skills and well-
being of individuals who had previously struggled to participate in 
progressive pathways. (See paragraph 4.102) 
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Section 2 Leadership 

Leaders provide the direction, encouragement and resources to enable 
good outcomes for prisoners. (For definition of leaders, see Glossary of 
terms.) 

2.1 Good leadership helps to drive improvement and should result in better 
outcomes for prisoners. This narrative is based on our assessment of 
the quality of leadership with evidence drawn from sources including 
the self-assessment report, discussions with stakeholders, and 
observations made during the inspection. It does not result in a score. 

2.2 Leaders had acted early to plan for infection control in March 2020, and 
managers had cooperated well with Public Health England and NHS 
England to manage COVID-19. There had been relatively few cases 
and no outbreaks until shortly before the inspection. 

2.3 The variety of complex functions asked of Woodhill, such as 
management of category A prisoners and special units (not inspected), 
combined with uncertainty about the future plans for the establishment, 
added to the challenges of leadership. 

2.4 Enthusiastic and committed leadership was given by the governor, and 
in our staff survey 63% of those who responded said that the top 
priorities of the establishment were communicated to them quite or very 
clearly. 

2.5 However, this quality of leadership was not bearing sufficient fruit in 
terms of the morale, commitment and teamwork of staff on the ground. 
Shortage of staff, inexperience and high turnover were limiting what 
Woodhill could achieve in many day-to-day areas. More prison officers 
were leaving than joining. This long-standing challenge had not been 
effectively addressed. Levels of staff absence were also high (see key 
concern and recommendation 1.46). 

2.6 The inexperience of staff, and lack of experienced colleagues to mentor 
them, also caused deficiencies, for example in the quality of support 
given to those at risk of self-harm. Staff not infrequently stayed together 
in groups and lacked the confidence to be out among the prisoners. 
There was a clear need to find ways to improve the confidence and 
competence of prison officers, including the confidence of first-line 
managers in giving an effective lead. 

2.7 Staff said that senior leaders were not often visible on the residential 
units, and prisoners told inspectors that they did not feel listened to. In 
our staff survey, many staff who responded said that training was not 
adequate, especially in view of the complex population profile of 
Woodhill. 

2.8 Leaders had initiated many actions to address the underlying causes of 
violence, which was especially high against staff, but operational 
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challenges in day-to-day prisoner management had not been 
addressed sufficiently effectively to bring down the rates of violence. 

2.9 There were some areas of good leadership in specific departments. 
The health care department was well led and contained much valuable 
expertise. Probation leaders were skilled and committed, despite 
under-staffing. A strong psychology team added value to the 
management of prisoners with challenging behaviours. 

2.10 However, leadership at all levels in the core elements of prison life 
needed development if the establishment was to move ahead as a 
whole. For example, there was insufficient energy and commitment to 
maximising the quantity and quality of regime offered, even within the 
limitations of the COVID-19 period. Education and work, library and 
gym activities all lacked the kind of imaginative promotion which might 
raise prisoner engagement and morale. On diversity and inclusion 
there were some promising initiatives, but a lack of overall action 
planning and adequate analysis of data. Persistent staff shortages in 
the offender management unit were undermining delivery, although 
effective management was ensuring that most essential tasks were 
carried out. 
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Section 3 Safety 

Prisoners, particularly the most vulnerable, are held safely. 

Early days in custody 

Expected outcomes: Prisoners transferring to and from the prison are safe 
and treated decently. On arrival prisoners are safe and treated with respect. 
Risks are identified and addressed at reception. Prisoners are supported on 
their first night. Induction is comprehensive. 

3.1 The environment in reception was clean, calm and reasonably 
welcoming. The area was spacious enough to enable some social 
distancing. Since our last inspection, escort providers no longer 
routinely handcuffed prisoners who were being transferred, unless they 
were category A prisoners or had been assessed as posing an 
individual risk.  

3.2 Prisoners were no longer transferred from court since the re-
categorisation of Woodhill to a category B training establishment, and 
the majority now arrived early enough for reception processes to be 
completed on the day of their arrival. In our survey, 71% of prisoners 
said they were treated well at reception, and the procedures that we 
observed were orderly and supportive. Prisoners were held in two 
holding rooms, and there were two secure cells in reception for higher-
risk prisoners to be held individually.  

3.3 On arrival, all prisoners were searched by means of a body scanner 
and a strip-search. Interviews with reception and health care staff now 
took place in private. Prisoners were interviewed by the safety team 
within 24 hours of arrival, and a member of the mental health team 
within 72 hours, providing valuable opportunities to disclose 
vulnerability or unmet needs. There were several welfare checks on the 
first night, and a Listener (a prisoner trained by the Samaritans to 
provide confidential support) was available. 

3.4 A useful ‘Early Days in Custody’ booklet was still in use which ensured 
that induction processes were completed, and information about 
vulnerability recorded. The booklet also enabled staff to monitor new 
arrivals over their first five days in custody and to share relevant 
information with staff from other departments. In contrast to the 
previous inspection, the booklets that we looked at had been properly 
completed by wing staff.  

3.5 Staff shortages at reception had led to continuing delays for prisoners 
who wanted access to their property. Reception staff were frequently 
cross-deployed to other duties and were unable to process and return 
prisoners’ property efficiently. This had been exacerbated by the fact 
that most of those arriving were now long-term prisoners transferring 
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from other establishments with large amounts of property. In our 
survey, 51% of prisoners said they had experienced delayed or missing 
property during the reception process.  

3.6 Following induction, most prisoners were moved to house unit 5, the 
induction wing. Those on this wing who responded to our survey 
indicated that there were some delays in the provision of basic services 
after arrival. Only 20% of these said that they had been able to access 
the prison canteen during their first few days and only 40% said that 
telephone numbers had been put on to their PIN phones within 24 
hours. We saw evidence of prisoners who had arrived later in the day 
or at weekends being denied a phone call on their first night because 
wing staff were unsure how to facilitate it. 

3.7 Induction was delivered in person, comprising two modules which 
explained what was expected of prisoners and the facilities and 
services available to them. In our survey, 84% of respondents said they 
had received induction, and records indicated that prisoners who had 
arrived during the previous month had been inducted. COVID-19 
restrictions had caused delays in inductions to the gym and in 
education staff conducting basic skills assessments. 

Recommendation 

3.8 Staff on the induction unit should ensure that all prisoners are 
provided with basic services such as phone calls on the first day 
and access to the canteen in their first few days at the prison. 

Managing behaviour 

Expected outcomes: Prisoners live in a safe, well ordered and motivational 
environment where their positive behaviour is promoted and rewarded. 
Unacceptable conduct is dealt with in an objective, fair, proportionate and 
consistent manner. 

Encouraging positive behaviour 

3.9 During the previous 12 months, there had been 182 violent incidents. 
Although levels of violence had reduced by about 17% since the last 
inspection, the level remained about 1.5 times higher than comparable 
prisons and was still rising.  

3.10 About two-thirds of violent incidents were spontaneous and against 
staff. There was an average of 10 assaults a month on staff but there 
had been 13 in August 2021, four of which were serious. 

3.11 In our survey, 36% of respondents said they felt unsafe at the time of 
the inspection and 53% that they had felt unsafe at other times. Forty-
one per cent said they had experienced verbal abuse from staff. Many 
prisoners expressed frustration at the regime and the inconsistency of 
staff. Many told inspectors that they had considered assaulting staff to 
secure a transfer out of Woodhill, which was very concerning.  
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3.12 Perpetrators and victims of violence were managed under the 
challenge, support, and intervention plan scheme (CSIP, see Glossary 
of terms). Although there was evidence that the quality of investigation 
of violent incidents had improved, the CSIP plans were ineffective and 
contained little guidance for staff on how to support prisoners. At the 
time of the inspection, 13 prisoners were subject to CSIPs (see key 
concern and recommendation 1.47). 

3.13 Operational staff were often unsure of which prisoners were on a CSIP. 
Most of those who were on a plan had not been given a copy and did 
not know what was in it. Plans were not routinely made available to 
staff and the provision for those on a CSIP to take a shower, clean their 
cell and have access to fresh air each day was not monitored. Some of 
those on a CSIP had been locked up for several weeks with limited 
measures to protect their basic entitlements, safeguard their welfare 
and ensure regular, meaningful human contact. 

3.14 Prison leaders had conducted extensive research into causes of 
violence and were well aware of the triggers. Our discussions with 
leaders and prisoners and records of meetings confirmed that most 
violent incidents derived from inconsistency of staffing and an 
inadequate regime. 

3.15 Low-level mediation was a promising initiative which involved the 
training of 11 prisoners to mediate informally between staff and 
prisoners following a violent incident. The mediators we spoke to were 
motivated and felt valued by prison managers, but some thought that 
they would have limited impact unless prisoner and staff relationships 
improved. This was reflected in our survey where only 23% said they 
would report to staff being bullied or victimised by other prisoners. It 
was too early to assess the effectiveness of the mediation initiative 
which prison leaders planned to develop further. 

3.16 At the time of the inspection, 48% of prisoners were on the enhanced 
level of the incentives and earned privileges scheme. During the 
pandemic, the incentives policy had been amended nationally and the 
basic level removed other than in exceptional circumstances. These 
changes had been well communicated and oversight of the policy was 
good. However, in our survey only 21% said the scheme encouraged 
them to behave well. Many prisoners were frustrated that the highest 
level of the scheme did not offer sufficient incentives to change their 
behaviour. 

Adjudications 

3.17 During the previous 12 months, there had been 1,512 adjudications 
which was fewer than at the last inspection and had reduced by half 
since the application of pandemic restrictions.  

3.18 Leaders had very good oversight of adjudications. Only the most 
serious charges were heard, monthly standardisation meetings were 
well attended, and data on protected characteristics were now being 
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scrutinised. The deputy governor conducted monthly quality assurance 
checks on the quality of adjudications and fair treatment of prisoners.  

3.19 However, 262 adjudications had been adjourned over the previous 12 
months, 168 of which were awaiting a police decision dating as far 
back as 18 months. When this was raised, prison leaders committed to 
coordinating with police to address the backlog. 

Use of force 

3.20 The level of use of force remained very high. There had been 485 
incidents of use of force in the last 12 months which was 2.5 times 
higher than in comparator prisons. Over the same period batons had 
been drawn 31 times and used five times, which was excessive. 
Eighteen staff carried PAVA incapacitant spray which had been drawn 
by seven staff and deployed by five during three separate incidents in 
the last 12 months. There was good oversight of the use of batons and 
PAVA but prison data showed that the use of force was increasing, 
which was concerning. 

3.21 Very few incidents of use of force were planned. Ninety-one per cent of 
incidents were spontaneous, mostly in response to the non-compliance 
of prisoners and assaults on staff. Managers were aware of this and 
had been providing prison staff with training and briefings to help them 
improve the overall management of incidents. 

3.22 The management of use of force records and the collation of data had 
improved significantly since the last inspection. Leaders examined 
relevant data at well-attended monthly use of force meetings. However, 
CCTV and hand-held video records of planned incidents were not 
captured and catalogued and reviews by leaders and managers of this 
footage had not been conducted at meetings for the previous three 
months. This was unacceptable.  

3.23 More than half the incident case samples that we asked to look at were 
not available. Data retention protocols had not been followed and much 
footage had been irretrievably lost. Body-worn cameras were not being 
used enough and on many occasions we observed staff on several 
units, including the segregation unit, who were not wearing cameras 
(see key concern and recommendation 1.47).  

3.24 In our survey, 15% of prisoners said they had been restrained in the 
previous six months, only 29% of whom said they had been spoken to 
about it afterwards. During the previous three months, more than 140 
debriefs of prisoners had not taken place following an incident.  

3.25 Scrutiny of special accommodation by managers was very good. 
Special accommodation had been used four times in the previous 12 
months for an average of one hour 15 minutes. Records showed that 
prisoners were removed from special accommodation at the earliest 
opportunity. 
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Recommendation 

3.26 The necessity and proportionality of use of force should be 
scrutinised in detail, including monitoring of all use of force by a 
manager and a review of incidents at use of force meetings. 

Segregation 

3.27 At the time of the inspection, 13 prisoners were segregated under 
Prison Rule 45 (good order and/or discipline, GOOD), one of whom 
was on an open ACCT (assessment, care in custody and teamwork 
case management of those at risk of suicide or self-harm) and was on 
constant supervision while awaiting a bed in the health care unit. This 
was an inappropriate use of segregation. Prisoners spent an average 
of 45 days in the segregation unit, although one who did not have a 
reintegration plan had been there since April 2021, which was too long. 

3.28 In our survey, 9% of prisoners said they had spent one or more nights 
in the segregation unit, all of whom said they had been treated well by 
staff. Half said that they could shower every day and 88% that they 
could exercise outside each day. The regime was very limited but 
predictable, which prisoners said they preferred to the regime on the 
house units.  

3.29 Reintegration planning had ceased during COVID-19 restrictions and it 
was becoming increasingly difficult for managers to encourage 
reintegration. Prison records and staff and prisoners confirmed that 
most were holding out for transfers to other establishments. 

3.30 GOOD reviews were timely and were conducted by the segregation 
manager supported by a health care professional, which provided 
consistency. Records of the reviews did not always reflect the depth of 
support given to prisoners by leaders, front line staff, the mental health 
team or psychologists. Support provided by other agencies was 
seriously undermined by inflexible restrictions which required all 
meetings with those in segregation to be conducted in the presence of 
prison staff through a locked door with a small window or a gated cell. 

3.31 The segregation monitoring and review group met monthly. 
Reasonable analysis of data was carried out to identify any 
disproportionality in the segregation of prisoners with protected 
characteristics (see Glossary of terms). 

3.32 The cells varied in cleanliness and maintenance and we observed 
mould in several cells. Ventilation was also a problem in many cells. 
The showers on the ground floor needed cleaning and maintenance 
and the exercise yards were bleak.  
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Segregation ground floor shower 
 
Recommendation 

3.33 Reintegration planning in the segregation unit should restart with 
a view to reducing the average length of stay. 

Security 

Expected outcomes: Security and good order are maintained through an 
attention to physical and procedural matters, including effective security 
intelligence and positive staff-prisoner relationships. Prisoners are safe 
from exposure to substance use and effective drug supply reduction 
measures are in place. 

3.34 Security managers received a good flow of intelligence which enabled 
them to identify threats. Information sharing with other departments 
was good, including the offender management unit and safety team. 
The prison had recently passed a security audit with a green rating.  

3.35 Senior managers had a clear focus on staff corruption issues, and 
there was good joint working with police. There was no evidence of a 
widespread problem, but several members of staff had been dismissed 
in the last 12 months. 

3.36 Managers kept track of developing issues in relation to radicalisation, 
and described swift reaction to any new intelligence. The strong link 
with the long-term high security group of prisons meant that information 
was shared easily and risk-assessed disruption could be implemented 
when needed. 
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3.37 Most security measures were proportionate, although all new arrivals 
were strip-searched with no risk assessment, despite consistent use of 
the body scanner (see paragraph 3.3).  

3.38 The drug strategy was relevant and up to date, and meetings were well 
attended by staff from appropriate departments. However, this was 
undermined by a lack of intelligence-led testing and no mandatory 
testing since January 2021. Managers said they were keen to restart 
testing as soon as COVID-19 restrictions were lifted. 

Safeguarding 

Expected outcomes: The prison provides a safe environment which 
reduces the risk of self-harm and suicide. Prisoners at risk of self-harm or 
suicide are identified and given appropriate care and support. All vulnerable 
adults are identified, protected from harm and neglect and receive effective 
care and support. 

Suicide and self-harm prevention 

3.39 There had been seven self-inflicted deaths since our last inspection, 
including three during a 16-day period in 2019. Prisons and Probation 
Ombudsman investigations had highlighted common failings in several 
cases, such as health care staff failing to attend ACCT reviews and 
cursory investigation of accusations of bullying and victimisation. An 
action plan had been developed to address these issues and several 
positive changes had been embedded. All ACCT reviews were now 
multidisciplinary, ACCTs could not be closed without the approval of 
health care staff, and all prisoners who disclosed that they were a 
victim of bullying or victimisation were now referred to the CSIP 
process (see paragraph 3.12). These measures had contributed to a 
comprehensive local safeguarding policy. 

3.40 Levels of self-harm remained similar to the previous inspection and 
were high relative to the reduced population size and higher than at 
comparable prisons. Self-harm rates had dropped slightly during 2020 
but had been on an upward trend in the months preceding our 
inspection (see key concern and recommendation 1.48).  

3.41 Staff training in suicide and self-harm prevention had been suspended 
during the pandemic and the proportion of current staff who had 
completed this training was not known. To mitigate this, all staff had 
recently been asked to take an online course in suicide prevention 
which they were expected to complete within two months of our 
inspection.  

3.42 The oversight of self-harm had improved since our last inspection. The 
analysis of data was more thorough and action had been taken to 
improve understanding of trends, for example staff had recently 
completed a useful investigation of the links between debt and self-
harm. Staff in the safety team had developed a register of prisoners 
who were prolific self-harmers and their known risks and triggers. This 
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had not yet translated into systematic action to reduce the rate of self-
harm and not all wing staff were aware of these resources (see key 
concern and recommendation 1.48). Self-harm rates and trends were 
discussed at safety committee meetings and safety intervention 
meetings, which now took place weekly.  

3.43 All incidents of self-harm were investigated and the prisoners were 
interviewed by the safety team. The investigation of ‘near misses’ was 
strong, with a clear analysis of triggers identified and lessons to be 
learned. However, the minutes of safety meetings did not indicate 
whether this learning had been included in the self-harm strategy or 
disseminated to other staff.  

3.44 Complex cases were discussed at safety intervention meetings 
including prisoners who had self-harmed or who had disclosed 
vulnerability. Managers demonstrated detailed knowledge of these 
individuals and took a multidisciplinary approach to reviewing cases 
and planning interventions, which was positive. Multidisciplinary 
meetings also took place to discuss particularly complex or challenging 
cases and prisoners were invited to attend these reviews where 
appropriate.  

3.45 There was extensive use of ACCT documents: during the previous year 
306 had been opened and 30 were open at the start of the inspection. 
Case managers responsible for prisoners on ACCTs were familiar with 
their circumstances and needs and suggested a range of suitable 
interventions. The ACCT reviews that we observed were thorough and 
sensitively conducted, multidisciplinary and appropriately recorded on 
NOMIS (Prison Service electronic records).  

3.46 The quality of ACCT documents varied and the knowledge of wing staff 
about prisoners on ACCTs was inconsistent. Just 29% of those on 
ACCTs said they felt cared for in our survey, while some told us they 
were not always kept up to date with their care plans and that staff did 
not engage with them meaningfully each day.  

3.47 Managers carried out regular quality assurance of ACCT documents, 
which was positive. However, some quality assurance records that we 
examined indicated that persistent weaknesses had been identified, 
such as missing observation records, which had not been resolved.  

3.48 Listeners had worked throughout the pandemic. Some wing staff were 
unclear about the role of Listeners who had not always been made 
available when they were requested. This had been resolved in 
partnership with the Samaritans, and new guidance on the use of 
Listeners had been issued to wing staff. 

Recommendations 

3.49 Prisoners on ACCTs should be consistently supported by wing 
staff, and daily welfare checks should be entered on their NOMIS 
records. 
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3.50 Outcomes from the quality assurance of ACCTs should be 
regularly relayed to staff involved in the ACCT process, to 
promote learning and improvement. 

Protection of adults at risk (see Glossary of terms) 

3.51 A comprehensive policy and local operating procedure on assessing 
and referring adults at risk had been implemented since the previous 
inspection. The procedure defined indicators of vulnerability and how to 
refer cases to the relevant services, which was positive. Links with the 
local authority had improved, and referrals had been made when 
necessary. New policies for food refusal and self-isolation had been 
introduced, although there was evidence that the self-isolation policy 
was not being routinely followed.  

3.52 Many prisoners with complex needs had clear, multidisciplinary care 
plans which were regularly monitored and reviewed by managers, 
including at safety intervention meetings. While the management of 
these cases was good, the day-to-day support provided by wing staff 
was more variable. We spoke to many staff who had a good knowledge 
of complex prisoners and their needs, but we also observed some staff 
who were unsure about the support plans of individuals and their 
vulnerability. Not all NOMIS records of vulnerable prisoners contained 
evidence of daily welfare checks.  

3.53 The Compass unit, a residential reintegration and additional needs unit 
within the health care department, provided a calm and supportive 
environment for the most vulnerable prisoners and offered intensive 
psychological support and help for them to integrate into prison life. 
Bed spaces on the unit were limited. 
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Section 4 Respect 

Prisoners are treated with respect for their human dignity. 

Staff-prisoner relationships 

Expected outcomes: Prisoners are treated with respect by staff throughout 
their time in custody and are encouraged to take responsibility for their own 
actions and decisions. 

4.1 There had been continuing and significant shortfalls in operational 
staffing and high numbers of inexperienced staff and officers were on 
temporary detached duty from other prisons. 

4.2 Approximately 30% of prison staff were in their first 12 months of 
employment and a further 40% were in their second year. Shortfalls in 
experience, confidence and competence were evident among many 
operational staff which had a detrimental impact on many aspects of 
the regime and on the experience of prisoners. 

4.3 Prisoners were exasperated at the lack of staff experience and the high 
numbers of staff on detached duty. This had a noticeable impact on 
staff-prisoner relationships, with prisoners expressing frustration at 
tasks that were not completed because of a lack of knowledge of 
procedures. Many complained to us that staff were reluctant to help 
them and that the usual response to often very reasonable requests 
was that they were new or from another prison and did not know how to 
respond (see key concern and recommendation 1.46). 

4.4 We observed some good interactions, including with more recent 
members of staff, but we saw staff congregating in offices too often, 
leaving prisoners unsupervised rather than engaging with them. 

4.5 Only 62% of prisoners in our survey said that staff treated them with 
respect, similar to the previous inspection. Only 26% said that a 
member of staff had asked them how they were getting on in the 
previous week. 

4.6 On several occasions we witnessed a lack of challenge in response to 
poor behaviour, and inconsistent enforcement of everyday rules. For 
example, prisoners regularly ignored requests to return to their cells 
and not to vape on the wings and they routinely covered observation 
panels on cell doors. 

4.7 The number of prisoners with a named key worker in our survey had 
increased since the last inspection from 38% to 66%. The key worker 
scheme (see Glossary of terms), however, was not fully operational. 
Most prisoners were not receiving key work sessions: the maximum 
compliance rate over the past 12 months was 12% and there were very 
limited quality assurance checks.  
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4.8 A range of peer mentors were available to provide support where 
needed but many told us that communication with them was poor and 
staff did not support them in their roles. 

Daily life 

Expected outcomes: Prisoners live in a clean and decent environment and 
are aware of the rules and routines of the prison. They are provided with 
essential basic services, are consulted regularly and can apply for 
additional services and assistance. The complaints and redress processes 
are efficient and fair. 

Living conditions 

4.9 Some improvements had been made to living conditions since our last 
inspection. To manage the potential risk of COVID-19 transmission, all 
cells had been changed to single-cell occupancy and in-cell telephones 
had been introduced at a crucial time when face-to-face visits had 
ceased. 

4.10 Generally, cells were well equipped and free of graffiti. There was in-
cell sanitation and most toilets had a seat and lid. Prisoners and staff, 
however, spoke of delays in maintenance and repair work. At the time 
of our inspection, 24 cells were out of action, most of which were 
awaiting repairs to damage. One prisoner had a broken sink in his cell 
that had not been repaired for several weeks.  

 

Broken toilet sink in cell houseblock 1 
 



Report on an unannounced inspection of HMP Woodhill 29 

4.11 The layout of the house units facilitated good staff supervision. 
However, the communal areas were not always clean and throughout 
the inspection we observed ingrained dirt on flooring, evidence of a 
lack of cleaning and landings and communal bins overflowing with 
rubbish. In our survey, only 25% of prisoners said communal areas 
were kept clean. Managers had struggled to deal with a mouse 
infestation and mice were regularly seen in kitchens and on residential 
wings.  

 

House block 1 landing 
 
4.12 Many shower rooms were not clean and had poor drainage. Most 

showers remained without screening and prisoners were visible 
through transparent glass in the doors while showering. This was 
unacceptable. A renovation programme had started and the new 
shower rooms were a significant improvement. 
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Houseblock 5 shower after use by 1 person 
 
4.13 Cleaning regimes were not good enough. Some units had cleaning 

procedures and access to cleaning materials, while others struggled to 
obtain materials and equipment. This had been raised by prisoner 
representatives with senior management in April 2021 but had still not 
been solved. Cleaning standards were not well adhered to, mop heads 
used to clean the floors were dirty and brooms and mops were used in 
all areas. COVID-19 safe cleaning procedures were not, therefore, 
sufficiently thorough. Cleaners complained of not having enough time 
to complete their cleaning duties outside the wing domestic periods 
(see key concern and recommendation 1.49).  

4.14 Laundry facilities on the wings were good. Most wings had 
washer/dryer facilities which prisoners could use for their clothes each 
week. Prison-issue clothing was collected by the central laundry, but 
the supply of prison clothing had been inadequate. Prisoners 
complained of a continuing shortage and the storage rooms were 
poorly stocked throughout our inspection. There were no inventories of 
stock maintained and no oversight.  
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House block 1 kit room  
 
4.15 Access to stored property and newly purchased orders remained a 

problem. Reception staff were often cross-deployed to other 
departments because of staff shortages and requests to retrieve 
property kept mounting up. In our survey, only 6% of prisoners said 
they could get their stored property if they needed it.  

4.16 We found that cell call bells were often ignored, and records showed 
significant delays in response times. This was exacerbated by the fact 
that when one bell was activated every cell call bell sounded 
throughout the unit. This caused a major disturbance to prisoners, 
particularly during the night. In our survey, only 15% said their cell call 
bell was normally answered within five minutes. 

Recommendations 

4.17 Prisoners should be able to access their property within a 
reasonable timescale. 

4.18 Cell call bells should be answered within five minutes. 

Residential services 

4.19 Fewer than a quarter of prisoners in our survey said that the food was 
very or quite good. A prison survey on catering had been conducted in 
early 2021, which was positive, but the results were very poor in all 
areas including the quality of the food, temperature at serving and 
variety of menu choices. No action had been taken as a result to effect 
change. The kitchen department was short staffed with two managers 
and one chef missing, which affected the quality of the service. 
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4.20 The kitchen operated on a four-week menu cycle but unnecessary work 
was created by daily rather than weekly ordering of menu choices. Our 
own findings reflected the prison survey, with poor menu choices and 
limited variety. There was no contribution from a nutritionist, and the 
food did not provide a healthy balance. 

4.21 Prisoners requiring meals which reflected religious requirements, such 
as halal and kosher food, were catered for and there were vegetarian 
options. Kitchen and health care staff liaised about those requiring 
special diets based on medical need.  

4.22 The meals that we observed were still served too early and portion 
sizes were small. In our survey, only 26% of prisoners said they had 
enough to eat at mealtimes.  

4.23 The main kitchen was in good order and the cooking facilities and trays 
were clean. The wing serveries were in a poor state of cleanliness with 
surfaces not wiped, rubbish on floors, food ingrained on walls and, in 
one case, mouse droppings on a food trolley. A hot plate was out of 
action in one servery and we were not confident that food was kept at 
the appropriate temperature. 

4.24 Prisoners did not have access to self-catering facilities such as 
microwaves, fridges and toasters, which was a significant source of 
complaint. We were told that funding for such facilities had been 
approved.  

4.25 Formal training for national vocational qualifications had ceased in 
August 2020 on the transfer of the contract from Aramark to HMPPS. A 
basic in-house induction was offered to new kitchen workers and basic 
food hygiene training was delivered by Milton Keynes College. No other 
formal training was offered. 

4.26 Prisoners expressed significant dissatisfaction at the range of shop 
items available. In our survey, 34% said the canteen sold the items 
they needed compared with 52% at the previous inspection. In light of 
the complaints, a consultation exercise had been carried out. We were 
told that many items were not available because of the lack of self-
catering facilities which was being addressed. This did not explain the 
lack of items that did not require refrigeration.  

4.27 A range of catalogues was available for prisoners to order from, but 
staff shortages caused delays in the receipt of orders (see paragraph 
4.15). Staff could use online shopping on behalf of those with personal 
or cultural needs. 

Recommendation 

4.28 Prisoners’ views on catering should be acted on to improve 
catering provision. 
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Prisoner consultation, applications and redress 

4.29 The regular arrangements for prisoner consultation were not good 
enough. A good range of topics were discussed at prison council 
meetings and there was an action plan, but the meetings were irregular 
and not every houseblock was represented. The minutes did not 
indicate meaningful progress: for example, prisoners were asked at the 
April 2021 meeting for feedback on a survey conducted in 2020 (see 
key concern and recommendation 1.50).  

4.30 Attempts had been made to seek prisoners’ views through surveys and 
good consultation events, but many of them said that no improvements 
had followed. In our survey only 14% said that things sometimes 
changed as a result of being consulted.  

4.31 Consultation arrangements on the wings were inadequate and no wing 
forums took place.  

4.32 The applications process was run by prison Insiders (prisoners who 
introduce new arrivals to prison life). Forms were available for prisoners 
to complete but the process was weak with no tracking or monitoring. 
In our survey, only 21% said that applications were dealt with within 
seven days and less than half felt that applications were dealt with 
fairly. Leaders were aware of these shortfalls. 

4.33 The number of complaints was high and on an upward trend since 
November 2020. There had been 3,374 complaints in the last 12 
months, significantly more than at comparable prisons. Complaints 
were not effectively reviewed by senior management. A brief record of 
complaints data had been minuted at senior management meetings, 
but only since June 2021. The data were not analysed or used to 
inform a strategy to reduce the high number of complaints. 

4.34 Complaints were tracked to monitor completion which revealed 
shortcomings in response times. In our survey, 24% of prisoners said 
that complaints were responded to in seven days. Our review of a 
sample of complaints showed that some were not responded to in time 
and others were not investigated thoroughly. There was no quality 
assurance of complaints. 

4.35 Legal rights arrangements were reasonable. Fourteen private booths 
provided good facilities for face-to-face legal visits which were held 
each week. Video link facilities were available. Twenty Access to 
Justice laptops were accessible to prisoners, two of which were loaned 
out at the time of our inspection. One person had been granted 
permission to take the laptop to a legal visit. A range of legal texts were 
available in the prison library, but many were out of date and needed 
replacing. 

Recommendations 

4.36 The number of prisoner applications and response times should 
be systematically monitored. 
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4.37 Complaints monitoring data should be reviewed and analysed 
thoroughly and lessons learned to reduce the high number of 
complaints being made. 

Equality, diversity and faith 

Expected outcomes: There is a clear approach to promoting equality of 
opportunity, eliminating unlawful discrimination and fostering good 
relationships. The distinct needs of prisoners with particular protected 
characteristics (see Glossary of terms) and any other minority 
characteristics are recognised and addressed. Prisoners are able to 
practise their religion. The chaplaincy plays a full part in prison life and 
contributes to prisoners’ overall care, support and rehabilitation. 

Strategic management 

4.38 Equality and diversity work had been adversely affected by pandemic 
restrictions and staff shortages. An equality officer spent about three-
quarters of his time on this work, but he was cross-deployed about one 
day a week. A manager was being recruited to support equality work. 

4.39 There was no clear strategy and action plan to improve provision based 
on an analysis of need. Senior managers were responsible for 
overseeing each protected characteristic, but this arrangement had 
only recently been re-launched, and it was too early to assess its 
impact. The equality team had maintained a team of prisoner equality 
representatives; they felt well supported by the equality officer but 
expressed frustration that he did not have enough time for his role. 

4.40 The quarterly equality committee meeting was well attended. However, 
its effectiveness was undermined by the suspension of consultation 
with prisoners in protected groups since the start of the pandemic, and 
weaknesses in the consideration of monitoring data. Some analysis of 
data produced centrally by HMPPS was superficial. Some local data 
were collated but most analysis was too limited in scope. Not enough 
action had been taken on some concerning data. 

4.41 During the previous six months, 115 discrimination incident report 
forms (DIRFs) had been submitted. Arrangements to monitor the 
timeliness of DIRF responses were ineffective. However, DIRFs were 
well investigated, with appropriate recommendations, although 
prisoners were not given a clear enough explanation of the outcome of 
their complaint. An independent charity specialising in equality and 
diversity in prisons, the Zahid Mubarek Trust, had agreed to provide 
guidance and support for the following year, including the quality 
assurance of DIRF responses. 

4.42 A monthly equality and safer custody newsletter provided information 
about diversity events, such as LGBT+ awareness month, and Eid. 
Black History Month was well celebrated given the pandemic 
restrictions, and well promoted through written materials and an 
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exhibition, which prisoners could attend in ‘bubbles’. Otherwise, 
celebration of diversity had been limited during the pandemic. 

Recommendation 

4.43 Data on the treatment of prisoners in protected groups should be 
analysed, discussed with those groups and acted on to ensure 
fair outcomes. 

Protected characteristics 

4.44 Just 7% of operational staff, compared with 50% of prisoners, were 
from a black and minority ethnic background. Thirty per cent of 
prisoners were Muslim. Black and minority ethnic and Muslim prisoners 
reported similar treatment and conditions to others, in most of our 
survey questions.  

4.45 The analysis of DIRF responses indicated a growing trend in 
complaints about poor staff awareness of the cultural needs of Muslim 
prisoners and of those from black and minority ethnic backgrounds. 
The response to adverse monitoring data on these groups had been 
inadequate. 

4.46 A number of promising initiatives were being developed to improve 
provision. An impressive, well-prepared, equality training day, written 
and presented jointly by black and minority ethnic prisoners and staff, 
was being delivered to staff. A project had also started with HMPPS to 
promote the recruitment of staff from these communities and a 
mentoring project was being introduced for young black and minority 
ethnic prisoners (see paragraph 4.52). 

4.47 At the time of the inspection, there were 67 foreign national prisoners, 
about 13% of the population. There had been no forums for this group, 
no monitoring of their treatment, and no discussion of their needs in the 
equality committee meeting. In our survey, foreign nationals reported 
similar treatment and conditions to others. However, just 50% of 
prisoners in this group said that staff treated them with respect and only 
33% said there were any staff they could turn to if they had a problem. 
There was no effective monitoring of the use of professional telephone 
interpreting. 

4.48 Foreign national prisoners had poor access to free immigration 
representation, and there was no information about legal support 
groups such as Bail for Immigration Detainees. Unlike in other prisons, 
Home Office immigration officers had still not resumed face-to-face 
contact with foreign national prisoners. No information had been 
provided to them on how to apply for settlement in the UK under the 
post-Brexit EU Settlement Scheme. 

4.49 Prisoners with disabilities reported a worse experience than others in 
our survey questions on safety. Only 24% of this group said they had 
not experienced bullying and victimisation from staff, compared with 
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59% of other prisoners. We found low-level unmet need for those with 
disabilities, and some delay in meeting assessed need.  

4.50 At the time of the inspection, 14 prisoners had a personal emergency 
evacuation plan (PEEP). Some unit staff had poor awareness of these 
individuals and were unable to locate their plans. There were 
weaknesses in the peer support scheme for those with disabilities. The 
scheme had recently been re-launched, but with inadequate oversight. 
Not all of those who needed support had yet been assigned a peer 
worker.  

4.51 There was good communication between health care and the equality 
team about prisoners with social care needs. The health care team 
provided good support for those with hidden disabilities, such as autism 
or learning disabilities, and were working to achieve accreditation with 
the National Autistic Society. However, those with learning disabilities 
were not receiving the support they needed from the education 
department (see paragraph 5.19). Information on those with hidden 
disabilities was not routinely shared with unit staff. 

4.52 There was little provision for younger prisoners, and some adverse 
monitoring data had not been addressed. In our survey, only 36% of 
those under 25 said they had a staff member they could turn to if they 
had a problem, compared with 67% of over-25s. There were plans to 
develop provision for the younger group, which included a promising 
initiative with an external charity to provide peer mentoring for young 
black and minority ethnic prisoners involved in gangs. There had been 
limited provision for older people during the pandemic. The support 
group for this age group remained suspended and they did not have 
access to a dedicated gym session. 

4.53 There had been little support for LGBT+ prisoners during the 
pandemic. Local policy provided for staff to have regular individual 
meetings with this group, but staff shortages had prevented this. 

Faith and religion 

4.54 The chaplaincy had worked hard to mitigate the impact of COVID-19 
restrictions. Faith resources such as sermons and scriptures were 
updated weekly and made available to prisoners. Good use was made 
of WayOut TV to communicate with the population. The chaplaincy had 
recorded numerous audio CDs on religious themes for distribution to 
prisoners.  

4.55 Classes in religious instruction had recently been resumed for small 
groups of prisoners. However, prisoners were frustrated that corporate 
worship remained suspended under HMPPS requirements for national 
COVID-19 precautions, despite a resumption in the community.  

4.56 The mandatory duties of the chaplaincy had been sustained throughout 
the pandemic, for example seeing all new arrivals and visiting the 
segregation and inpatient units each day. The chaplaincy continued to 
provide support for other departments in the prison. In a promising 
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initiative, a volunteer chaplain had started to conduct visits with all 
prisoners on a CSIP to identify additional support that the chaplaincy 
could provide. 

4.57 The chaplaincy had delivered good pastoral support during the 
pandemic. A volunteer bereavement support worker had continued to 
support bereaved prisoners, although the ‘living with loss’ course 
remained suspended. The Sycamore Tree victim awareness 
programme remained suspended, although there were plans to resume 
it later in the year. 

Health, well-being and social care 

Expected outcomes: Patients are cared for by services that assess and 
meet their health, social care and substance use needs and promote 
continuity of care on release. The standard of provision is similar to that 
which patients could expect to receive elsewhere in the community. 

4.58 The inspection of health services was jointly undertaken by the Care 
Quality Commission (CQC) and HM Inspectorate of Prisons under a 
memorandum of understanding agreement between the agencies. The 
CQC found there were no breaches of the relevant regulations. 

Strategy, clinical governance and partnerships 

4.59 Central and North-west London NHS Foundation Trust (CNWL) 
delivered health and social care services. Since April 2019, NHS 
England and NHS Improvement (NHSE&I) had also commissioned 
CNWL to provide an addictions service.  

4.60 A new health and social care needs assessment, recently received by 
the service and under review, outlined the changes to health provision 
occasioned by the role change from a reception prison to a training 
prison in October 2019.  

4.61 There had been no local delivery board or partnership board meetings 
since the beginning of the pandemic because of changes in 
commissioning areas. NHSE&I planned to address this. The deputy 
governor attended the quarterly contract review meetings and the 
regular clinical governance meetings held by CNWL to drive 
improvements. Health care staff participated in relevant prison-led 
meetings.  

4.62 Effective contingencies had been implemented to manage COVID-19 
with good communication between the establishment, the health 
provider, Public Health England and NHSE&I. Few prisoners had 
tested positive for COVID-19 and there had only been a very recent 
outbreak which had been managed well. There were no positive 
COVID-19 prisoner cases at the time of our inspection.  



Report on an unannounced inspection of HMP Woodhill 38 

4.63 Health services were well led by a strong clinical management team, 
including an interim head of health care supported by a skilled and 
conscientious staff group.  

4.64 There were staff vacancies in all areas, recruitment was in progress 
and regular bank staff were used to cover deficits.  

4.65 Most health services had resumed but the lack of allocated officers to 
facilitate attendance at some internal and external health appointments 
had extended the waiting lists, particularly for the dentist and optician, 
and had wasted clinical time. CNWL had escalated this issue to the 
prison and NHSE&I.  

4.66 A systematic approach to reporting and learning lessons from incidents 
informed clinical practice. Effective oversight and progress had been 
made with implementing the health recommendations in Prisons and 
Probation Ombudsman deaths in custody reports.  

4.67 Compliance with mandatory training was satisfactory and professional 
development was encouraged. Managerial and clinical supervision 
were embedded in practice but there had been some gaps due to staff 
sickness and annual leave. This was now back on track. An external 
facilitator delivered regular reflective practice sessions. 

4.68 CNWL collected patient feedback to inform services and responded to 
what patients told them by displaying ‘you said, we did’ posters.  

4.69 Clinic rooms across the site were clean and well maintained. Regular 
infection control audits indicated good compliance overall, although a 
few issues needed to be addressed, including cracks in some of the 
walls. This had been escalated to prison management and was 
awaiting attention. Clinical equipment was calibrated each year. 
Waiting rooms were bare and there was a missed opportunity to 
display health promotion information. 

4.70 The clinical records that we examined were well written and had 
individual evidence-based care plans which were reviewed regularly. 
Record-keeping audits were completed.  

4.71 All health staff were trained in intermediate life support and had good 
access to well maintained and regularly checked equipment. 

4.72 There was a confidential health care complaints system. Responses 
that we sampled were timely and polite and addressed the concerns 
raised. The responses informed patients how to escalate their 
complaint if they were unhappy with the outcome. Face-to-face 
resolution was also used. 

Recommendation 

4.73 Patients should have prompt access to health services, including 
sufficient officer support to ensure safe and timely medication 
administration and prompt attendance at health clinics. 
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Promoting health and well-being 

4.74 There was a health promotion strategy, but it referred to out-of-date 
documents. There was no whole-prison approach to health promotion 
and key services such as the gym and the kitchen were not involved. 

4.75 The health team followed a calendar based on national health 
promotion programmes. Eight health care peer representatives 
supervised by the patient experience and discharge coordinator 
assisted with the delivery of health promotion information which was 
displayed across the prison. Information could be translated but this 
was not well advertised. Telephone interpreting services were used by 
health staff when needed.  

4.76 The roll-out of the COVID-19 vaccination programme was progressing 
in line with national guidelines. Despite continuing education and 
encouragement, uptake was not as good as the team would have liked. 
About 50% of prisoners had accepted the first dose and 49% had 
received a second dose.  

4.77 NHS health checks and a range of prevention screening programmes 
were offered. A focus on age-appropriate immunisations had restarted 
and planning for influenza vaccinations was under way. 

4.78 The hepatitis C high intensity test and treat programme had been 
postponed due to the pandemic until October 2021.  

4.79 Sexual health services were available including drop-in clinics on the 
wings to encourage uptake of sexual health screening, which was low. 
Condoms were available but not well advertised.  

4.80 All prisoners over the age of 50 received an older person’s health 
check. Any memory deficits were screened by the mental health team 
and additional support offered. 

Recommendation 

4.81 There should be a systematic, prison-wide approach to promoting 
prisoner well-being guided by a health promotion strategy which 
is monitored regularly. 

Primary care and inpatient services 

4.82 The primary care service was well led, and the team focused on 
delivering high standards of care. It operated a seven-day, 24-hour 
nursing service. GP sessions were provided five days a week with 
weekend cover to visit the clinical assessment and segregation units. 
An out-of-hours service was available. 

4.83 The primary care team had continued face-to-face triage during the 
pandemic, providing outreach services on the wings. Prisoners told us 
that health staff were highly visible and supportive which they valued.  



Report on an unannounced inspection of HMP Woodhill 40 

4.84 There was a good range of primary care services and health care 
applications were triaged by a nurse. Waiting lists to see the GP were 
minimal, and urgent referrals were seen quickly.  

4.85 All new arrivals received an initial health screen by a nurse, and clear 
arrangements for reverse cohorting (see Glossary of terms) were in 
place. Referrals were made to mental health and addictions services 
when needed. All patients were seen promptly for a secondary health 
screen.  

4.86 NHSE&I’s Quality and Outcomes Framework was used to provide early 
identification of underlying conditions. Long-term conditions were 
managed well by the practice nurses, with annual reviews and care 
plans for each patient. However, patients and staff experienced 
frustration when patients were not brought to their appointments by 
officers, which delayed treatment and lost clinical time.  

4.87 The team was well established with effective communication and 
important information on patients was shared at handover meetings. 
Multidisciplinary meetings were held twice a month to discuss patients 
with complex needs.  

4.88 There was administrative and clinical oversight of external hospital 
appointments, although some hospital appointments were rescheduled 
in the absence of prison officer escorts. Urgent appointments were 
generally met within two weeks, but processes needed improvement to 
identify and address delays promptly. Improvements were put in place 
during the inspection. Staff used SystmOne (the electronic medical 
record) to communicate important information to each other, and this 
was closely monitored.  

4.89 Allied health professionals had restarted their clinics and were 
progressing through their waiting lists. The optician’s waiting list was 
triaged to prioritise patient needs, but it was too long and compounded 
by a lack of officers to escort patients to health care.  

4.90 The clinical assessment unit (CAU) delivered a good standard of care 
for patients with complex mental health and physical care needs. The 
12-bed unit had recently been redecorated as part of a project 
implemented by the mental health clinical lead to improve the 
therapeutic environment. Patients had been involved and the unit was 
bright and welcoming.  

4.91 There was 24-hour primary care nursing cover and daily GP visits. A 
mental health nurse delivered a daily therapeutic service. A ward round 
took place each week and the psychiatrist and officers on the unit knew 
the patients well and were caring. 

Social care 

4.92 A memorandum of understanding between the local authority, the 
health care provider and the prison identified key responsibilities and 
described how social care needs would be identified and addressed. 
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4.93 There was close collaboration between the prison and health care to 
monitor regularly prisoners with health vulnerability and ensure that 
additional support requirements were picked up promptly. Formal 
requests to the local authority for assessment were undertaken 
promptly and we saw evidence of adjustments to support individuals 
appropriately. At the time of the inspection, no prisoner was in receipt 
of a personal care package, but systems were robust enough to identify 
and facilitate this if required. 

Mental health care 

4.94 The skilled multidisciplinary team comprised mental health nurses, a 
learning disability nurse, psychiatrists and psychology staff. They 
delivered an impressive range of support for patients with mild-to-
moderate to more complex needs. The team was stretched with staff 
vacancies, but most posts had been recruited and were awaiting 
clearance. The service was available from Monday to Friday from 
8.30am to 4.30pm with an on-call service out of hours.  

4.95 All prisoners received an ‘early days in custody’ screen by a mental 
health practitioner within the first 48 hours of arrival. Urgent and routine 
referrals were assessed within 48 hours and five days respectively. 
Referrals from a variety of sources, including self-referral, were 
discussed and allocated each day. During the previous five months, 
registered mental health nurses had assessed 139 patients who had 
been referred. Cases were regularly evaluated, with risk zone ratings 
determining continuing treatment and a weekly multidisciplinary team 
meeting to review care and treatment.  

4.96 The team was supporting 196 patients including 37 via the care 
programme approach, a framework designed to assess and support 
individuals with a diagnosed mental illness. 

4.97 Interventions included weekly drop-in clinics, one-to-one support, 
facilitated self-help, individual art psychotherapy and dialectical 
behavioural therapy. An attention deficit hyperactivity disorder (ADHD) 
clinic delivered screening, diagnosis and ongoing support.  

4.98 Effective links with the addictions team supported patients with 
substance use and mental health concerns. The primary care team 
completed physical health checks for patients on the mental health 
team caseload. 

4.99 Mental health awareness training for officers had been curtailed and, 
while a few bespoke sessions had taken place, the training had not yet 
been re-established.  

4.100 Health care staff attended ACCT case management reviews. 

4.101 There was a long waiting list for psychology groups but patients were 
supported in the interim by regular welfare checks.  

4.102 The mental health day unit programme was a promising initiative to 
give emotional support and therapy to prisoners with complex needs 
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who had previously struggled to engage with services. It had been 
funded by NHSE&I and the national offender personality disorder 
pathway. Several assessments had been completed and one of the 
groups had started. A music group delivered by the charity Finding 
Rhythms was inspirational. It fostered creativity and improved 
communication skills and wellbeing and those taking part said it had 
given them a sense of worth and joy. 

4.103 During the previous year, all referrals made to mental health facilities 
for transfer under the Mental Health Act had breached the national 
guideline of completion within 28 days. All had waited for an excessive 
time, despite escalation by the team.  

4.104 There were good links with community mental health teams to support 
patients being released. 

Recommendation 

4.105 Patients requiring a transfer under the Mental Health Act should 
be assessed promptly and transferred within the current transfer 
guidelines. (Repeated recommendation 2.92) 

Substance use treatment 
 
4.106 CNWL’s addictions team contributed significantly to the prison drug 

strategy and had good working relationships with key prison 
departments. Training for officers in this area had reduced, potentially 
affecting the response to substance misuse observed on the wings. 
Prisoners suspected of using illicit substances were given harm 
minimisation advice as a minimum. 

4.107 The staff profile was still being adjusted to the changed priorities 
following the re-role of the prison. Despite a few vacancies, the 
leadership team had ensured that the team worked flexibly and 
collaboratively and clinical staff and recovery practitioners were 
‘buddied’ to ensure delivery of a cohesive service. COVID-19 
constraints had prevented group work, peer mentor access and mutual 
aid from Alcoholics Anonymous and Narcotics Anonymous. However, 
consistent one-to-one psychosocial work was delivered by committed 
and experienced recovery practitioners. Some of the psychosocial 
caseloads were large, with 98 prisoners supported, but the range of 
provision remained good. All those to whom we spoke, who were 
engaged with the team, spoke positively about their care. Case records 
were qualitative, indicating regular therapeutic contacts and patient 
involvement in care decisions. 

4.108 Far fewer remand prisoners were now received, and acute withdrawal 
was less frequently observed at reception. Contingencies were still in 
place to provide close monitoring and respond to critical need. All 
prisoners received a full health screen on arrival and the addictions 
team saw every person within 24 hours to offer harm reduction 
information and advice about the service.  
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4.109 Prisoners who needed opiate substitution treatment received good 
support. There were 13 on the clinical case load at the time of the 
inspection. Patients were reviewed regularly, and prescribing was 
responsive to need. We observed multidisciplinary collaboration and 
documented inter-agency input for complex cases, including patients 
with a dual diagnosis. However, records suggested that standard 
clinical reviews could be enhanced further by regular contributions from 
recovery practitioners and other health care professionals.  

4.110 Fewer prisoners were directly released into the community. Release 
planning was well organised and included training and supply of 
naloxone (used to reverse the effects of opiate overdose) where 
appropriate. 

Medicines optimisation and pharmacy services 

4.111 Pharmacy services were delivered safely and effectively. Prescriptions 
were issued on site and dispensed by the on-site pharmacy. Medicines 
were administered from the wings three times a day by a nurse or 
appropriately trained pharmacy technician. Night medication was 
supplied to appropriate patients at about 7pm. We observed competent 
medicine administration, although officer support was inconsistent 
which increased the likelihood of diversion.  

4.112 About 70% of medicines were supplied in possession, 45% of them 
weekly. Risk assessments and the outcome were available at the time 
of prescribing. Risk assessments were completed promptly on arrival 
and reviewed when there was any change in circumstances. The 
pharmacy team were implementing measures to ensure that all risk 
assessments were regularly reviewed. 

4.113 Most medicines were supplied as patient-named items with appropriate 
labelling and a dispensing audit trail. Items in the out-of-hours 
cupboard were pre-labelled by the pharmacy or received pre-labelled 
from an authorised supplier. Medication was given to prisoners on 
release and this procedure was proactively managed. 

4.114 Transfer of medicines from the pharmacy to the wings was secure. 
There was ample storage space in the wing treatment rooms, which 
were clean and tidy. The ambient temperature in the treatment rooms 
and refrigerators containing medicines were appropriately monitored 
and maintained. Controlled drug management was good. There was 
auditing of prescribing including the use of tradeable medicines. 

4.115 The pharmacy had been commended by their Trust for the work they 
had undertaken on medicines reconciliation. This included an actively 
audited system to ensure that medicines were delivered to the correct 
wing and that emergency medicines issued out of hours were promptly 
followed up and replaced. Pharmacy technicians looked into instances 
where patients were not collecting their medicines. Pharmacy records 
described positive interventions including helping a patient who was 
forgetting to take medication and stopping a medicine which was no 
longer required. The team conducted regular medicines management 
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audits. The quality of the service was monitored at regular medicines 
optimisation group meetings. 

4.116 There was a full range of standard operating procedures and policies. 
A few medicines were available without prescription. There were no 
medicines on the canteen list, but prisoners could request ibuprofen 
and paracetamol outside clinic times. A range of emergency medicines 
and vaccines could be administered using patient group directions. 

Dental services and oral health 

4.117 CNWL delivered a full range of dental treatments. Four sessions were 
held each week and two further sessions once a month. Additional 
sessions were planned to reduce the lengthy waiting list of 35 weeks 
for routine treatment.  

4.118 The team triaged waiting lists to prioritise urgent cases and schedule 
appointments according to patients’ needs. Aerosol generating 
procedures had restarted and options were being explored to reduce 
the waiting time between procedures. 

4.119 Efforts to reduce the waiting list were not helped by some patients not 
being brought to their appointments. This was being closely monitored 
by the team and escalated accordingly.  

4.120 The dental suite was clean and equipment was well maintained, with a 
separate decontamination room. The dental chair needed replacing 
and a quote had recently been obtained. 

4.121 The team had continued to offer support and oral health advice to 
patients during the pandemic. 
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Section 5 Purposeful activity 

Prisoners are able and expected to engage in activity that is likely to 
benefit them. 

Time out of cell 

Expected outcomes: All prisoners have sufficient time out of cell (see 
Glossary of terms) and are encouraged to engage in activities which 
support their rehabilitation. 

5.1 Time out of cell remained insufficient. All prisoner jobs were full time, 
while creative use of part-time working could have widened 
opportunities for the population. Prisoners in full-time employment 
could spend about seven hours out of cell on those weekdays when a 
full regime was offered.  

5.2 At the time of the inspection, 47% of the population was unemployed, 
and just 9% were receiving in-cell education. More than 16 months 
after the pandemic started, these prisoners were still locked up for 
about 22 hours every day (see key concern and recommendation 
1.51). 

5.3 Many prisoners told us that their well-being had suffered as a result of 
poor time out of cell, and this was a theme in the comments in our 
survey. One wrote: ‘I see too many inmates struggling with mental 
health, all this bang up is not healthy.’ In our survey, only 35% of 
prisoners said they were able to lead a healthy lifestyle always or most 
of the time (in relation to their physical, mental, emotional and social 
well-being). Only 22% of those who considered themselves to have a 
disability and 21% who said they had mental health problems said they 
could lead a healthy lifestyle.  

5.4 Staff shortages had had a further impact on the regime, which was 
restricted to one hour’s exercise on only two days each week. In our 
spot checks, we found 46% of prisoners locked in their cells. 

5.5 The library remained closed. Prisoners could order books from the 
library and there was a suitable range of books. Some legal textbooks 
were out of date, which was poor practice. 

5.6 Despite promotion of the service, only about a quarter of prisoners 
were borrowing books. Only 17% in our survey said they were able to 
have library materials delivered to them once a week or more; and only 
12% of black and minority ethnic prisoners compared with 70% of white 
prisoners said the library had a wide enough range of materials to meet 
their needs. 

5.7 There had been limited promotion of literacy during the pandemic. 
There were no book clubs and, although ‘Read Ahead’ (the six-book 
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challenge) was offered, only two prisoners had completed it so far in 
2021. The reading mentorship scheme, Shannon Trust, had only 
recently been re-launched after a gap of about two years. Storybook 
Dads (prisoners recording stories to send to their children), which had 
been run by the chaplaincy before the pandemic, remained suspended. 

5.8 Indoor gym had resumed in April 2021, but provision was still very 
limited. Prisoners were offered one 45-minute session each week, but 
only during one of their domestic periods. 

5.9 The gym provided cardiovascular and weights training, tennis and 
badminton. Prisoners were frustrated that they were still prohibited from 
participating in team sports. No dedicated sessions were available, for 
example for older people or those with health conditions. A limited 
range of data were collated, but this did not include monitoring by 
protected characteristic.  

5.10 Course work had not yet restarted. However, there were advanced 
plans to implement a Football Association twinning project with training 
and support provided by MK Dons. 

Education, skills and work activities 

 

 

 

 
This part of the report is written by Ofsted inspectors. From May 2021 Ofsted 
began carrying out progress monitoring visits to prisons to assess the progress 
that leaders and managers were making towards reinstating a full education, 
skills and work curriculum. The findings and recommendations arising from their 
visit are set out below. 

5.11 Ofsted assessed that leaders were making insufficient progress 
towards ensuring that staff teach a full curriculum and provide support 
to meet prisoners’ needs, including the provision of remote learning. 

5.12 Leaders and managers had been unable to provide education, skills 
and work to all but a handful of prisoners during the restricted regime. 
They had provided some with in-cell work packs but too many 
prisoners had not participated in education in this way.  

5.13 Prisoners who arrived at HMP Woodhill received an in-cell education 
induction pack which included an initial assessment of their English and 
mathematics skills and the identification of learning difficulties or 
disabilities. However, too many of these packs were not completed or 
returned. Those prisoners whose literacy skills were at entry level or 
where English was not their first language struggled to complete these 
packs. As a result, staff did not have sufficient information to allocate 
individuals to education, skills or work.  
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5.14 Prisoners received support through their in-cell telephones and through 
their cell door. While staff were able to phone prisoners, the process for 
prisoners to phone staff for guidance or support was cumbersome and 
rarely used. Prisoners relied principally on paper-based requests for 
support which limited the ability of tutors to provide timely support.  

5.15 Leaders and managers did not have an effective enough strategy to 
return to a full programme of education, skills and work. They had 
identified the education and skills programmes that they planned to 
implement but did not explain adequately how they were going to return 
to classroom-based teaching or how they would help prisoners catch 
up on learning that they had missed.  

5.16 Staff from the education, prison and information, advice and guidance 
teams worked effectively and had prioritised the prisoners in most need 
of support, including those whose first language was not English or 
whose level of English was poor. The restricted regime prevented 
prisoners from accessing regular education to improve their levels of 
English.  

5.17 At the time of the inspection, no prison workshops were operational. 
Only the kitchens, waste management and gardens provided prisoners 
with any form of work. In the gardens, prisoners learnt how to use 
petrol-driven lawnmowers safely and how to prune plants. However, 
too few prisoners had access to work and no accredited qualifications 
were offered. 

5.18 Prisoners expressed frustration at the difficulties they experienced in 
requesting in-cell learning packs. In too many cases, requests for 
packs were either ignored or took too long to fulfil. Tutors provided 
prisoners with feedback on in-cell packs which helped them to improve, 
but they had to wait too long for feedback. As a result, they made slow 
progress or became disengaged with learning.  

5.19 Prisoners who had been identified as having a learning difficulty or 
disability did not receive the support they needed. In a minority of 
cases, tutors used the information they had on prisoners’ needs to plan 
in-cell learning packs to overcome barriers to learning, for example 
printed on coloured paper or in large font. Prisoners who had more 
complex needs were not signposted to other prison services for 
support.  

5.20 The small number of prisoners undertaking distance learning or Open 
University courses did not have access to information technology and 
all resources had to be paper based. Prisoners did not have access to 
the facilities needed for their course and made slow progress with their 
learning. 

5.21 Leaders and managers had progressed well with their plans for 
commercial work in the prison. This would provide a significant 
increase in the number of activity places for prisoners and enable them 
to develop skills that would help them gain future employment. 



Report on an unannounced inspection of HMP Woodhill 48 

Recommendations 

5.22 Leaders and managers should ensure that there is wider 
participation in education, skills and work from all areas of the 
prison, including a rapid return to classroom-based teaching.  

5.23 The number of prisoners who complete and return the education 
induction packs, including the initial assessment, should be 
increased so that staff can provide support and allocate prisoners 
to activities more effectively.  

5.24 Leaders and managers should ensure that prisoners with 
identified learning difficulties or disabilities receive appropriate 
support so that they can access education. 
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Section 6 Rehabilitation and release planning 

Prisoners are supported to maintain and develop relationships with their 
family and friends. Prisoners are helped to reduce their likelihood of 
reoffending and their risk of harm is managed effectively. Prisoners are 
prepared for their release back into the community. 

Children and families and contact with the outside world 

Expected outcomes: The prison supports prisoners’ contact with their 
families and friends. Programmes aimed at developing parenting and 
relationship skills are facilitated by the prison. Prisoners not receiving visits 
are supported in other ways to establish or maintain family support. 

6.1 The strategy for children and families drafted in 2019 had not been 
revised to reflect restrictions during the pandemic. In our survey, only 
21% of prisoners said that staff had encouraged them to keep in touch 
with their family and friends. 

6.2 Staff shortages had prevented social visits or secure video calls (see 
Glossary of terms) at weekends, which would have helped to improve 
family contact. Take-up of both was low during the week. 

6.3 Social visitors were initially received in a welcoming visitors’ centre run 
by the Prison Advice and Care Trust (PACT). PACT provided good 
support to prisoners, with appropriate attention to the needs of first-time 
visitors.  

6.4 Following a relaxation of national restrictions shortly before our 
inspection, prisoners had been allowed face-to-face contact with family 
members who had tested negative for COVID-19 immediately before 
the visit. The duration of visits had also been increased from one hour 
to 90 minutes. 

6.5 All visitors we spoke to said they had been treated with respect and 
that visits generally started on time. The visits hall had been 
redecorated during the pandemic, and provided good facilities, 
although the fixed seating was uncomfortable. There was still a national 
prohibition on serving food, and the visits hall creche remained closed. 
Neither prisoners nor their adult visitors were allowed to use the toilet 
during the visit. 

6.6 No family or father and children days had taken place since the start of 
the pandemic. Family days remained suspended and there were still no 
parenting or family relationship courses. Storybook Dads, co-ordinated 
by the chaplaincy (see paragraph 5.7), was still suspended. PACT was 
now contracted to provide family engagement work, but only for five 
hours a week. 
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6.7 Prisoners appreciated access to in-cell telephones, which mitigated the 
suspension of social visits. In our survey, 96% of respondents said they 
were able to use the phone every day if they had credit. We found no 
significant delays in telephone accounts being set up for new arrivals. 

6.8 In our survey, 64% said they had problems sending or receiving letters. 
Prisoners and staff told us there could be delays in the distribution of 
mail from staff offices, which was unacceptable. Correspondence could 
be sent and received through the email-a-prisoner scheme, and take-
up was reasonable, However, we were again told of delays in 
distributing incoming emails. 

Recommendation 

6.9 Visits and secure video call sessions should be reinstated at the 
weekends. 

Reducing risk, rehabilitation and progression 

Expected outcomes: Planning for a prisoner’s release starts on their arrival 
at the prison. Each prisoner has an allocated case manager and a custody 
plan designed to address their specific needs, manage risk of harm and 
reduce the risk of reoffending. 

6.10 Since our last inspection, the prison had re-roled from a local to a 
category B long-term training prison. The population was now complex 
with nearly all serving long or indeterminate sentences and about 
three-quarters presenting a high or very high risk of harm. A small 
number of category A prisoners were also held on remand status or 
awaiting an appropriate transfer.  

6.11 There was a lack of clarity about the specific needs of the new 
population. No comprehensive needs analysis had been undertaken 
and much of the reducing reoffending agenda had stalled during the 
pandemic. There was no up-to-date strategy or action plan and no 
strategy meetings had taken place during the previous six months. 
There was little evidence of effective collaboration between the 
reducing reoffending and offender management teams. 

6.12 In our survey, only 52% said they had a sentence plan and only 26% of 
those said that staff were helping them achieve their objectives. These 
results were reinforced in our interviews with prisoners, most of whom 
did not know their sentence plan targets and could not name their 
probation or prison offender manager (POM). Some were not even 
sure that they had been allocated a POM. Only half the sentence plans 
that we reviewed were of reasonable quality, which was worse than we 
usually see.  

6.13 Contacts between prisoners and POMs were among the fewest we 
have seen in recent inspections and were not enough to drive progress 
in most of the cases we inspected. Many contacts which had taken 
place were remote and there was very little evidence of key workers 
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supporting offender management (see key concern and 
recommendation 1.52 and paragraph 4.7). 

6.14 The caseloads held by POMs were among the highest we have seen. 
With 500 mainly high-risk sentenced prisoners requiring OMiC services 
(see Glossary of terms) and just 2.6 probation POMs in the offender 
management unit (OMU) at the time of the inspection, caseloads of up 
to 160 per POM were inevitable and unmanageable (see key concern 
and recommendation 1.52). 

6.15 A co-working agreement offered a pragmatic way of bringing short-term 
relief to this untenable position. Under this model, probation POMs held 
the case as OMiC but devolved day-to-day contact to the prison POM 
working under their supervision. This enabled more prisoner contact, 
which was good, but did not provide high-risk and complex prisoners 
with the skilled intervention which a probation officer could bring at 
each meeting. 

6.16 Despite the imminent arrival of a new probation POM, the OMU target 
staffing profile of just 4.5 probation POMs was not enough and meant 
that caseloads would remain too high. 

6.17 The work of POMs had become task driven and reactive and none of 
the POMs we spoke to felt they were actively managing their 
caseloads. However, they worked with a commendably positive attitude 
and the mutual support provided by the OMU was positive.  

6.18 Efforts continued to be made to address a small but persistent OASys 
(offender assessment system) backlog. At the time of our inspection, 
277 (56%) of eligible prisoners had an OASys assessment which was 
more than a year old and 38 had no assessment at all. It was estimated 
that a third of new arrivals in the previous 12 months had arrived with 
no OASys assessment. 

6.19 Progress against sentence plan objectives for offence related work was 
poor but achievement was slightly better for education, training and 
employment, prison regime, mental health and drug work objectives. 
Only about a quarter of the cases that we examined had made 
sufficient progress. 

6.20 In one notable case the prisoner had completed 12 in-cell packs of 
material to address the risk of reoffending. In discussion with his POM, 
it transpired that the OMU had about 25 in-cell interventions. There was 
little evidence in cases that we examined that these interventions were 
used extensively which was an opportunity lost.  

6.21 Few prisoners were eligible for home detention curfew and there had 
only been one timely release in the previous 12 months.  

6.22 Parole was a core procedure at Woodhill and POMs continued to 
deliver requisite assessments. The psychology department carried out 
psychological assessments referred to them by POMs. 
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6.23 During the previous 12 months, 32 Parole Board hearings had taken 
place through video-link or telephone conferencing. The Parole Board 
had directed release on 12 occasions but more than a third had been 
deferred or adjourned. Some of these were in part attributable to a lack 
of progress by prisoners during the pandemic. Some face-to-face 
hearings had now been scheduled. 

Recommendations 

6.24 A comprehensive needs analysis should be used to inform a 
prison-wide reducing reoffending strategy designed to address 
the needs of prisoners. 

6.25 All prisoners should have an up-to-date OASys assessment 
completed within the previous 12 months. 

Public protection 

6.26 Since our last inspection, a full-time senior probation officer (also 
known as head of OMU delivery) had been appointed to provide 
assurance and expertise on risk management matters. The detailed 
reviews of cases that we carried out indicated up-to-date risk 
management plans in virtually all cases, most of which were of a 
sufficiently good standard. 

6.27 The interdepartmental risk management team (IRMT) continued to 
meet each month. All high-risk and MAPPA (multi-agency public 
protection arrangements) prisoners were reviewed before release and 
there was evidence of POMs liaising effectively with community 
offender managers to confirm arrangements and plans. Attendance at 
these meetings by POMs was limited and cases had to be rescheduled 
for subsequent meetings.  

6.28 Public protection monitoring arrangements were in disarray with a lack 
of management oversight. Reviews were not taking place on time 
because of delays in the completion of monitoring forms and there was 
an unquantified but significant backlog of calls to be monitored, with no 
plan to achieve this. In one case, a lengthy call log indicated that, while 
conversations were in a language other than English, no attempt had 
been made to translate them which made the monitoring of calls 
redundant (see key concern and recommendation 1.53). 

6.29 Prisoners presenting a risk to children were reviewed annually by the 
IRMT, but those on child contact restrictions were not subject to the 
same multidisciplinary review which introduced some risk. During our 
inspection, managers agreed to move these reviews into the IRMT 
meetings.  

6.30 We looked at 11 MAPPA F reports (multi-agency public protection 
release management assessments). within which one prisoner featured 
three times. Overall, these were reasonably good. Only two were dated 
and they were timely. All but one had been counter-signed by the 
senior probation officer. The content of the reports varied. Three were 
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very brief but most authors had used contributions from other 
departments to write the report. 

6.31 Staff were able to participate in community meetings through video 
conferencing facilities. 

Categorisation and transfers 

6.32 Most of the population were category B prisoners, with a few category 
A and restricted status prisoners. About 50 recategorisation reviews 
were held each month. None was outstanding at the time of our 
inspection. Records that we reviewed were of a sufficiently good 
standard and indicated defensible and justifiable decisions. 

6.33 During the previous 12 months, 189 prisoners had been reviewed and 
remained at category B and 80 had been re-categorised as suitable for 
category C conditions. Prisoners did not attend reviews but were able 
to submit written contributions. 

6.34 Twenty-five category C prisoners were awaiting a progressive transfer 
from Woodhill. Some had been waiting for several months and we were 
told that delays were frequent. 

6.35 About 200 prisoners were serving life or indeterminate sentences. Little 
additional work, such as lifer days and forums, was being undertaken 
with this cohort. The psychology team, however, continued to 
undertake motivational work with IPP (indeterminate sentence for 
public protection) prisoners who were past their tariff. They undertook 
regular case file reviews and prioritised IPP prisoners for interventions 
such as offending behaviour programmes where possible. 

Interventions 

Expected outcomes: Prisoners are able to access interventions designed to 
promote successful rehabilitation. 

6.36 No needs analysis had been conducted since 2017. Programmes staff 
were able to access a high security estate database which enabled 
them to identify and prioritise prisoners in need of offending behaviour 
programmes with a reasonable degree of accuracy. 

6.37 Two medium intensity courses, RESOLVE and TSP (thinking skills 
programme), had previously been run together with a non-accredited 
motivational engagement course. There were plans to introduce the 
Kaizen course (a high intensity programme to tackle domestic abuse) 
which so far had been prevented by the pandemic and too few trained 
staff.  

6.38 Some one-to-one work was taking place at the time of the inspection, 
but there had been no group delivery throughout 2021, while the prison 
remained at level 3 of the HMPPS recovery plan (see Glossary of 
terms). 
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6.39 Waiting lists for courses had therefore increased and at the time of our 
inspection 27 individuals were waiting to start TSP and 15 RESOLVE. 
The needs of about 400 prisoners remained unknown, because they 
had yet to be assessed or had not been referred to the programmes 
department. 

6.40 Some prisoners had been and would continue to be released with no 
assessment or completion of key offending behaviour work. As a result, 
community offender managers did not have a complete understanding 
of how to address needs and risks in the community.  

Release planning 

Expected outcomes: The specific reintegration needs of individual prisoners 
are met through an individual multi-agency plan to maximise the likelihood 
of successful reintegration into the community. 

6.41 Only 34 prisoners had been released in the previous 12 months, 85% 
of whom had had sustainable accommodation on their first night of 
release. Just three of our sample cases were due to be released within 
three months which was not unexpected in a category B training prison.  

6.42 With no resettlement function at Woodhill, there were no resettlement 
plans for these three prisoners. However, by this stage of their 
sentence, the cases had been handed over to the community offender 
manager (COM) with the POM in a support role.  

6.43 There were no housing concerns as the prisoners were destined for 
approved premises or, in one case, the alternative of a transfer to a 
secure hospital. We interviewed this prisoner who was fully aware of 
the alternatives. Other resettlement needs would be addressed by the 
COM or by support workers at the destination approved premise. 

6.44 Some support was available for the few medium-risk prisoners and 
those requiring assistance with finance, benefit and debt. Basic but 
practical support was provided on the day of release including 
additional clothes if required. 
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Section 7 Recommendations in this report 

The following is a list of repeated and new concerns and recommendations in 
this report. 

Key concerns and recommendations 

7.1 Key concern 1.46: Proactive local leadership was not bearing sufficient 
fruit in terms of the morale, commitment and teamwork of operational 
staff. Shortage of staff, inexperience and high turnover were limiting 
what Woodhill could achieve in many areas. Many operational staff 
showed a lack of confidence and competence in the everyday 
supervision and support of prisoners. This had a detrimental impact on 
many aspects of the regime and on the experience of prisoners who 
were often frustrated at basic tasks not being completed by staff 
properly, consistently or at all. More prison officers were leaving than 
joining. These long-standing challenges at Woodhill had not been 
effectively addressed. 

Recommendation: There should be clear measures to train, retain 
and develop operational staff and to increase the confidence, 
competence and consistency shown by prison officers in their 
supervision and support of prisoners, with objective assessment 
of outcomes.  
(To HMPPS and the governor) 
 

7.2 Key concern 1.47: Violence was high and rising. Management of 
violence through the CSIP process was ineffective and leaders did not 
give adequate scrutiny at meetings to use of force footage. There was 
not enough use of body-worn cameras and many staff and prisoners 
felt unsafe. 

Recommendation: Behaviour management approaches, including 
CSIP, should be used by staff at all levels to reduce violence by 
focusing on the individual prisoner, who should be personally 
involved.  
(To the governor) 
 

7.3 Key concern 1.48: There had been seven self-inflicted deaths since the 
previous inspection. Levels of self-harm were consistently high and 
higher than at similar prisons. Although there had been some actions to 
improve systems, work to address the rate of self-harm had not been 
effective. Staff struggled to deliver support consistently for prisoners in 
crisis, who were locked in their cells for long periods. 

Recommendation: Continued development of data analysis and 
monitoring should underpin effective work to reduce the rate of 
self-harm, with all relevant prison staff working in a consistent 
and coordinated way to support prisoners at risk. 
(To the governor) 
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7.4 Key concern 1.49: Cleaning arrangements, including access to 
materials and compliance with basic standards of cleaning hygiene, 
were not good enough. Cleaners complained of not having enough 
time outside the wing domestic periods to complete their cleaning 
duties. 

Recommendation: All residential areas should be kept clean 
through effective systems of work, monitoring, and access to the 
necessary materials. 
(To the governor) 
 

7.5 Key concern 1.50: In spite of some one-off events, the regular 
arrangements for prisoner consultation were not good enough. Prison 
council meetings were irregular, not all houseblocks were represented, 
and the minutes did not show meaningful progress. Consultation 
arrangements on the wing were inadequate with no wing forums taking 
place. 
 
Recommendation: Consultation arrangements should identify 
prisoners' concerns effectively and should result in prompt 
actions. 
(To the governor) 

 
7.6 Key concern 1.51: Time out of cell was limited to two hours five days a 

week for most prisoners. All jobs were full time, but 47% of the 
population was unemployed, and just 9% were receiving in-cell 
education. 
 
Recommendation: Opportunities for work and other constructive 
activity should be extended to more prisoners, so that all have 
sufficient regular and predictable time out of cell to promote 
rehabilitation and mental well-being.  
(To the governor) 
 

7.7 Key concern 1.52: The level of contacts between prisoners and prison 
offender managers (POMs) was among the lowest we have seen in 
recent inspections and was not enough to drive progress in the majority 
of cases that we inspected. There were staff shortages in the offender 
management unit and POM caseloads of up to 160 were 
unmanageable and among the highest we have ever seen. 

Recommendation: Staff resources in the OMU should be sufficient 
to ensure that all POMs have caseloads which permit effective 
offender management and regular contact with the prisoners for 
whom they are responsible.  
(To the governor)  
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7.8 Key concern 1.53: Telephone monitoring arrangements for public 
protection were in disarray and lacked management oversight. Reviews 
were not taking place on time owing to delays in the completion of 
monitoring forms and there was an unknown but sizeable backlog of 
calls waiting to be monitored, with no clear catch-up plan. 
 
Recommendation: Managers should ensure that public protection 
monitoring is timely and effective. 
(To the governor) 

Recommendations 

7.9 Recommendation 3.8: Staff on the induction unit should ensure that all 
prisoners are provided with basic services such as phone calls on the 
first day and access to the canteen in their first few days at the prison. 
(Directed to the governor) 

7.10 Recommendation 3.26: The necessity and proportionality of use of 
force should be scrutinised in detail, including monitoring of all use of 
force by a manager and a review of incidents at use of force meetings. 
(Directed to the governor) 

7.11 Recommendation 3.33: Reintegration planning in the segregation unit 
should restart with a view to reducing the average length of stay. 
(Directed to the governor) 

7.12 Recommendation 3.49: Prisoners on ACCTs should be consistently 
supported by wing staff, and daily welfare checks should be entered on 
their NOMIS records. 
(Directed to the governor) 

7.13 Recommendation 3.50: Outcomes from the quality assurance of 
ACCTs should be regularly relayed to staff involved in the ACCT 
process, to promote learning and improvement. 
(Directed to the governor) 

7.14 Recommendation 4.17: Prisoners should be able to access their 
property within a reasonable timescale. 
(Directed to the governor) 

7.15 Recommendation 4.18: Cell call bells should be answered within five 
minutes. 
(Directed to the governor) 

7.16 Recommendation 4.28: Prisoners’ views on catering should be acted 
on to improve catering provision. 
(Directed to the governor) 

7.17 Recommendation 4.36: The number of prisoner applications and 
response times should be systematically monitored. 
(Directed to the governor) 
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7.18 Recommendation 4.37: Complaints monitoring data should be 
reviewed and analysed thoroughly and lessons learned to reduce the 
high number of complaints being made. 
(Directed to the governor) 

7.19 Recommendation 4.43: Data on the treatment of prisoners in protected 
groups should be analysed, discussed with those groups and acted on 
to ensure fair outcomes. 
(Directed to the governor) 

7.20 Recommendation 4.73: Patients should have prompt access to health 
services, including sufficient officer support to ensure safe and timely 
medication administration and prompt attendance at health clinics. 
(Directed to the governor) 

7.21 Recommendation 4.81: There should be a systematic, prison-wide 
approach to promoting prisoner well-being guided by a health 
promotion strategy which is monitored regularly. 
(Directed to the governor) 

7.22 Recommendation 4.105: Patients requiring a transfer under the Mental 
Health Act should be assessed promptly and transferred within the 
current transfer guidelines. (Repeated recommendation 2.92) 
(Directed to the governor) 

7.23 Recommendation 5.22: Leaders and managers should ensure there is 
wider participation in education, skills and work from all areas of the 
prison, including a rapid return to classroom-based teaching. 
(Directed to the governor)  

7.24 Recommendation 5.23: The number of prisoners who complete and 
return the education induction packs, including the initial assessment, 
should be increased so that staff can provide support and allocate 
prisoners to activities more effectively.  
(Directed to the governor) 

7.25 Recommendation 5.24: Leaders and managers should ensure that 
prisoners with identified learning difficulties or disabilities receive 
appropriate support so that they can access education. 
(Directed to the governor) 

7.26 Recommendation 6.9: Visits and secure video call sessions should be 
reinstated at the weekends. 
(Directed to the governor) 

7.27 Recommendation 6.24: A comprehensive needs analysis should be 
used to inform a prison-wide reducing reoffending strategy designed to 
address the needs of prisoners. 
(Directed to the governor) 

7.28 Recommendation 6.25: All prisoners should have an up-to-date OASys 
assessment completed within the previous 12 months 
(Directed to the governor) 
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Section 8 Progress on recommendations from 
the last full inspection report 

Recommendations from the last full inspection 
 
The following is a summary of the main findings from the last full inspection 
report and a list of all the recommendations made, organised under the four 
tests of a healthy prison. If a recommendation has been repeated in the main 
report, its new paragraph number is also provided.  

Safety 

Prisoners, particularly the most vulnerable, are held safely. 

At the last inspection in 2018, reception and first night processes were very 
good and focused on risks and vulnerabilities. Too many prisoners missed 
out on an induction. Almost one in three prisoners felt unsafe. Violence was 
high and the prison’s response was inadequate. The number of 
adjudications and levels of use of force were high and oversight was weak. 
Segregation arrangements were reasonable. Security was mostly 
proportionate. Drug use was relatively low. Levels of self-harm were high. 
There had been eight self-inflicted deaths since the previous inspection. 
There had been some good actions to improve support for those at risk of 
suicide and self-harm, but some important elements had not been 
sustained. Safety was severely compromised by a poor regime. Outcomes 
for prisoners were poor against this healthy prison test.  

Key recommendations 

There should be prison-wide action to improve prisoners’ perceptions of safety, 
reduce violence, tackle antisocial behaviour and support victims. This should be 
supported by a detailed survey of prisoner perceptions, an evidence-based 
strategy and action plan, improved data analysis and timely investigation of 
incidents. (S59) 
Not achieved 
 
The work already done to analyse the high number of deaths at Woodhill should 
be reviewed, to determine the progress made and set up-to-date strategic 
priorities. Actions to reduce levels of self-harm should be sustained over time, 
and progress should be monitored consistently by senior managers. (S60) 
Not achieved 
 
Recommendations 

Escort vehicle staff should retain their anti-ligature knife on admission to the 
establishment. (1.9) 
Achieved 
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Prisoners should only be handcuffed on and off the escort van based on an 
individual risk assessment. (1.10, repeated recommendation 1.4) 
Achieved 
 
HMPPS should address the contractual arrangements with the escort provider 
to ensure that prisoners arrive at the prison early enough to be assessed and 
settle into clean, appropriately equipped accommodation. (1.11, repeated 
recommendation S36) 
Achieved 
 
Staff should complete every stage of the 'Early days in custody' booklet to 
required timescales, and managers should ensure compliance. (1.12) 
Achieved 
 
All prisoners should receive a full and prompt induction. (1.13) 
Partially achieved 
 
Vulnerable young adults located on the vulnerable prisoner unit should have a 
formal risk assessment and a plan to promote their safety on the unit. (1.19, 
repeated recommendation 1.25) 
No longer relevant 
 
The incentives and earned privileges (IEP) policy should be fully and 
consistently applied, with appropriate quality assurance and management 
checks. (1.20, repeated recommendation 1.49) 
Achieved 
 
The number of adjudications which are dismissed or not proceeded with should 
be reduced. (1.24) 
No longer relevant 
 
Adjudication data should be analysed and monitored, to identify and address 
any ongoing trends or emerging hotspots of poor behaviour. (1.25) 
Achieved 
 
Oversight of use of force should be improved, to ensure that it is always used 
appropriately. Use of force documentation should be completed within 72 hours 
of the incident, and managers should routinely review a proportion of incidents, 
including video and audio footage. (1.28) 
Not achieved 
 
Prisoners in the segregation unit should have daily access to telephone calls 
and showers. (1.32) 
Achieved 
 
The strip-searching of all but category A prisoners should be supported by a risk 
assessment. (1.33) 
Achieved 
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Prisoners who present a risk to staff and are subject to multiple officer unlocking 
arrangements should receive a thorough risk assessment which is reviewed 
regularly. (1.39) 
Achieved 
 
The establishment should develop a more strategic and integrated approach to 
drug and alcohol supply and demand reduction, involving all key stakeholders. 
This should be supported by an up-to-date strategy and detailed action plan, 
which should be monitored for effectiveness. (1.40) 
Achieved 
 
There should be a referrals process by which staff can report concerns about 
prisoners at risk of harm, abuse or neglect. (1.48) 
Achieved 
 

Respect  

Prisoners are treated with respect for their human dignity. 
 

At the last inspection in 2018, most prisoners said that staff treated them 
respectfully, but they were frustrated with inconsistent staffing and large 
numbers of inexperienced staff who struggled to get things done. Living 
conditions and access to basic essentials were good. Consultation was 
effective. The numbers of applications and complaints submitted were high. 
The food provided was unappetising. Monitoring and oversight of equality 
were weak but outcomes for minority groups were mostly reasonable. Faith 
provision was supportive. Health and substance misuse provision was 
mostly good, although the inpatient unit lacked a therapeutic regime. 
Outcomes for prisoners were reasonably good against this healthy prison 
test.  

 
Recommendations 

Electronic case notes should reflect engagement between staff and prisoners, 
and the circumstances of individual prisoners. Management checks should be 
recorded. (2.5) 
Not achieved 
 
Two prisoners should not be held in cells designed for one. (2.13, repeated 
recommendation 2.9) 
Achieved 
 
Showers areas should be screened, kept clean and maintained properly. (2.14) 
Not achieved 
 
Prisoners should be able to access their property on arrival and subsequently 
within seven days of application. (2.15) 
Not achieved 
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Lunch should not be served before 12 noon and the evening meal not before 
5pm, and breakfast should be issued on the day it is to be eaten. (2.21, 
repeated recommendation 2.99) 
Not achieved 
 
Prisoners’ poor perceptions of food should be explored through regular 
consultation and surveys. (2.22) 
Partially achieved 
 
Complaints data should be analysed to identify trends, and action should be 
taken as a result. (2.28) 
Not achieved 
 
The equality committee should analyse data, to ensure that there are no 
inequitable outcomes for prisoners with protected characteristics and ensure 
that the needs of prisoners with protected characteristics are met. (2.34) 
Not achieved 
 
Discrimination incident report forms should be investigated fully and responses 
should be timely. (2.35) 
Partially achieved 
 
Regular prisoner forums should be available for all protected characteristics, to 
provide support and understand needs. (2.44) 
Not achieved 
 
Staff should be aware of prisoners who are subject to personal emergency 
evacuation plans, and the support required in the event of an evacuation. (2.45) 
Not achieved 
 
Age-appropriate activities should be available both for younger and older 
prisoners. (2.46) 
Not achieved 
 
The health care provider should gather and analyse prisoners’ views on health 
care routinely, to support service development. (2.62) 
Achieved 
 
There should be a whole-prison strategy to support health promotion and well-
being activities, and this should include health-specific peer workers. (2.67) 
Partially achieved 
 
The regime for inpatients should include appropriate therapeutic activity. (2.76, 
repeated recommendation 2.72.) 
Achieved 
 
There should be a memorandum of understanding between agencies, to outline 
appropriate joint service working on social care. (2.80) 
Achieved 
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All discipline officers should receive regular mental health awareness training to 
enable them to recognise and take appropriate action when a prisoner has 
mental health problems. (2.91, repeated recommendation 2.92) 
Not achieved 
 
Patients requiring a transfer under the Mental Health Act should be assessed 
promptly and transferred within the current transfer guidelines. (2.92, repeated 
recommendation 2.93) 
Not achieved 
 
Prescribing regimes for drug dependency should be flexible, individualised and 
reflect national guidance on buprenorphine. (2.100, repeated recommendation 
1.75) 
Achieved 
 
Prisoners should be able to access self-help and mutual aid groups such as 
Alcoholics Anonymous, Narcotics Anonymous or SMART Recovery, for 
additional support. (2.101) 
Partially achieved 
 
In-possession risk assessments should be up to date, relevant for each patient 
and followed by the prescribers according to policy. (2.112) 
Achieved 
 
Medicines should be administered at clinically appropriate times, in line with 
current professional standards. (2.113, repeated recommendation 2.80) 
Achieved 
 
Custodial staff should supervise the medicine administration queues adequately 
to maintain patient confidentiality and reduce potential bullying. (2.114, repeated 
recommendation 2.81) 
Partially achieved 
 
Purposeful activity 

Prisoners are able, and expected, to engage in activity that is likely to 
benefit them. 
 

At the last inspection in 2018, staff shortages and a restricted regime meant 
that the amount of time unlocked was poor for most prisoners. Gym 
facilities were good but underused. Library provision was poor. The 
leadership and management of education, work and skills were inadequate. 
There were sufficient activity places for most prisoners, but facilities were 
often closed. Even when open, activity places were rarely full. For those 
who attended, the quality of teaching and learning was good overall, and 
prisoners behaved well. Prisoners’ progress was often interrupted and slow. 
Outcomes for prisoners were poor against this healthy prison test. 
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Key recommendation 

Prisoners should have more time out of cell and be provided with a reliable 
regime, so that they can access constructive activities, education, training and 
work opportunities, and gain skills and qualifications to aid their rehabilitation 
and resettlement. (S61) 
Not achieved 
 

Recommendations 

All prisoners should have daily access to an hour in the open air. (3.12) 
Achieved 
 
Data on the use of the library and its stock should be collected and used to 
improve access. (3.13, repeated recommendation 3.32) 
Not achieved 
 
Wherever possible, all gym facilities should be used to full capacity. (3.14) 
Not achieved 
 
PE provision should be developed to include age-appropriate sessions and 
support for prisoners with specific health needs or those on the drug 
rehabilitation programme. (3.15) 
Not achieved 
 
Managers should increase the number of activity places, specifically in 
vocational training and employment-related work, to meet all prisoners' needs. 
(3.24) 
Not assessed at this inspection 
 
Quality assurance processes should be further developed, to make sure that 
prison managers have a cohesive approach to self-evaluation and planning for 
improvement across all education, skills and work. (3.25) 
Not assessed at this inspection 
 
The virtual campus should be made fully operational, and available to all 
prisoners. (3.26) 
Not assessed at this inspection 
 
Individual learning plans should contain sufficient detail to ensure that prisoners 
know what to do to improve their academic, work and vocational skills. (3.31) 
Not assessed at this inspection 
 
Prisoners' work skills should be recognised and recorded, to show their skills 
development. (3.32) 
Not assessed at this inspection 
 
Trainers should record prisoners’ development of personal and social skills, to 
ensure that they are better prepared for progression to further education and 
training, and/or release into the community. (3.35) 
Not assessed at this inspection 
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The prison should increase the number of prisoners undertaking accredited 
qualifications, to provide prisoners with recognition of their achievements. (3.38) 
Not assessed at this inspection 
 
Rehabilitation and release planning  

Prisoners are supported to maintain and develop relationships with their 
family and friends. Prisoners are helped to reduce their likelihood of 
reoffending and their risk of harm is managed effectively. Prisoners are 
prepared for their release back into the community. 
 

At the last inspection in 2018, the strategic management of reducing 
reoffending had stalled and the quality of offender management was 
undermined by staff shortages. Most prisoners moved on from Woodhill 
reasonably swiftly. For the few long stayers, offender supervisor contact 
was limited and mostly reactive, and prisoners struggled to progress. New 
home detention curfew processes were embedding well. Basic public 
protection measures were sound but pre-release arrangements for some 
high-risk prisoners were weak. The demand for resettlement services was 
high, community rehabilitation company release planning was adequate, 
and provision was good. Measures to support children and family contact 
were underdeveloped. Outcomes for prisoners were reasonably good 
against this healthy prison test.  

 
Recommendations 

The strategic management of reducing reoffending should be improved. An up-
to-date and comprehensive needs analysis should inform a detailed strategy 
and a robust action plan against which to monitor progress. (4.9) 
Not achieved 
 
The quality of offender management should be improved. Contact with 
prisoners, particularly those assessed as presenting a high or very high risk of 
harm, should be meaningful, clearly aimed at promoting progression and 
protecting the public. (4.10) 
Not achieved 
 
Risk management planning for release, particularly for those assessed as high 
or very high risk of harm, should be more robust, with clear evidence of 
information exchange with the community-based offender manager, including 
confirmation of the multi-agency public protection arrangements (MAPPA) 
management level where relevant. (4.14) 
Achieved 
 
More category B places should be available nationally, to ensure that prisoners 
are located in the most appropriate prison in order to progress through their 
sentence. (4.17) 
No longer relevant  
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The proportion of prisoners released to sustainable accommodation should be 
monitored more robustly to measure the effectiveness of provision. (4.26) 
Achieved 
 
The prison should develop a strategy to address the management of and 
engagement with prisoners with histories of domestic violence and sex 
offences. (4.27, repeated recommendation 4.45) 
No longer relevant 
 
The resources and support provided by BeNCH CRC should equal that 
provided by Thames Valley CRC, to ensure that all prisoners can access the 
same range of help, irrespective of the area to which they are being released. 
(4.33) 
No longer relevant 
 
Regular family visits should be developed. (4.39) 
Not achieved 
 
Prisoners should be able to access telephone numbers (subject to public 
protection measures being cleared) within the first few days of arrival. (4.40) 
Achieved 
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Appendix I About our inspections and reports 

Her Majesty’s Inspectorate of Prisons is an independent, statutory organisation 
which reports on the treatment and conditions of those detained in prisons, 
young offender institutions, secure training centres, immigration detention 
facilities, police and court custody and military detention. 
 
All inspections carried out by HM Inspectorate of Prisons contribute to the UK’s 
response to its international obligations under the Optional Protocol to the UN 
Convention against Torture and other Cruel, Inhuman or Degrading Treatment 
or Punishment (OPCAT). OPCAT requires that all places of detention are 
visited regularly by independent bodies – known as the National Preventive 
Mechanism (NPM) – which monitor the treatment of and conditions for 
detainees. HM Inspectorate of Prisons is one of several bodies making up the 
NPM in the UK. 
 
All Inspectorate of Prisons 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. For men’s prisons the tests are: 

Safety 
Prisoners, particularly 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  
to benefit them. 

 
Rehabilitation and release planning 
Prisoners are supported to maintain and develop relationships with  
their family and friends. Prisoners are helped to reduce their likelihood  
of reoffending and their risk of harm is managed effectively. Prisoners  
are prepared for their release into the community.  
 

Under each test, we make an assessment of outcomes for prisoners and 
therefore of the establishment's overall performance against the test. There are 
four possible judgements: in some cases, this performance will be affected by 
matters outside the establishment's direct control, which need to be addressed 
by Her Majesty’s Prison and Probation Service (HMPPS). 

Outcomes for prisoners are good. 
There is no evidence that outcomes for prisoners are being  
adversely affected in any significant areas. 

 
Outcomes for prisoners are reasonably good. 
There is evidence of adverse outcomes for prisoners in only a  
small number of areas. For the majority, there are no significant  
concerns. Procedures to safeguard outcomes are in place. 
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Outcomes for prisoners are not sufficiently good. 
There is evidence that outcomes for prisoners are being adversely  
affected in many areas or particularly in those areas of greatest  
importance to the well-being of prisoners. Problems/concerns, if left  
unattended, are likely to become areas of serious concern. 

  
Outcomes for prisoners are poor. 
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. 

 
Our assessments might result in one of the following: 
 

Key concerns and recommendations: identify the issues of most  
importance to improving outcomes for prisoners and are designed to  
help establishments prioritise and address the most significant  
weaknesses in the treatment and conditions of prisoners.  

 
Recommendations: will require significant change and/or new or  
redirected resources, so are not immediately achievable, and will be  
reviewed for implementation at future inspections. 

 
Examples of notable positive practice: innovative work or  
practice that leads to particularly good outcomes from which other  
establishments may be able to learn. Inspectors look for evidence of  
good outcomes for prisoners; original, creative or particularly effective  
approaches to problem-solving or achieving the desired goal; and how  
other establishments could learn from or replicate the practice. 

 
Five key sources of evidence are used by inspectors: observation; prisoner and 
staff surveys; discussions with prisoners; discussions with staff and relevant 
third parties; and documentation. During inspections we use a mixed-method 
approach to data gathering and analysis, applying both qualitative and 
quantitative methodologies. Evidence from different sources is triangulated to 
strengthen the validity of our assessments. 

Other than in exceptional circumstances, all our inspections are unannounced 
and include a follow up of recommendations from the previous inspection. 

All inspections of prisons are conducted jointly with Ofsted or Estyn (Wales), the 
Care Quality Commission and the General Pharmaceutical Council (GPhC). 
Some are also conducted with HM Inspectorate of Probation. This joint work 
ensures expert knowledge is deployed in inspections and avoids multiple 
inspection visits.  

This report 

This report provides a summary of our inspection findings against the four 
healthy prison tests. There then follow four sections each containing a detailed 
account of our findings against our Expectations. Criteria for assessing the 
treatment of and conditions for men in prisons (Version 5, 2017) (available on 
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our website at https://www.justiceinspectorates.gov.uk/hmiprisons/our-
expectations/prison-expectations/). The reference numbers at the end of some 
recommendations indicate that they are repeated and provide the paragraph 
location of the previous recommendation in the last report. Section 7 lists all 
recommendations made in the report. Section 8 lists the recommendations from 
the previous full inspection (and scrutiny visit where relevant), and our 
assessment of whether they have been achieved. 

Findings from the survey of prisoners and a detailed description of the survey 
methodology can be found on our website (see Appendix II: Further resources). 
Please note that we only refer to comparisons with other comparable 
establishments or previous inspections when these are statistically significant. 
The significance level is set at 0.01, which means that there is only a 1% 
chance that the difference in results is due to chance. 

Inspection team 

This inspection was carried out by: 

Charlie Taylor  Chief inspector 
Martin Lomas  Deputy chief inspector 
Martin Kettle   Team leader 
Deri Hughes-Roberts Inspector 
Rebecca Mavin  Inspector 
Alice Oddy   Inspector 
Kam Sarai   Inspector 
Esra Sari   Inspector 
Nadia Syed   Inspector 
Charlotte Betts  Researcher  
Amilcar Johnson   Researcher 
Joe Simmonds   Researcher 
Isabella Lucia Raucci  Researcher 
Maureen Jamieson   Lead health and social care inspector 
Steve Eley    Health and social care inspector 
Dee Angwin   Care Quality Commission inspector   
Jenna Green   Care Quality Commission inspector 
Peter Gibbs    Pharmacist 
Darryl Jones   Ofsted inspector 
Steve Lambert  Ofsted inspector 
Martyn Griffiths  Offender management inspector 
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Appendix II Glossary of terms 

We try to make our reports as clear as possible, and this short glossary should 
help to explain some of the specialist terms you may find. If you need an 
explanation of any other terms, please see the longer glossary, available on our 
website at: http://www.justiceinspectorates.gov.uk/hmiprisons/about-our-
inspections/ 
 
Care Quality Commission (CQC) 
CQC is the independent regulator of health and adult social care in England. It 
monitors, inspects and regulates services to make sure they meet fundamental 
standards of quality and safety. For information on CQC's standards of care and 
the action it takes to improve services, please visit: http://www.cqc.org.uk 
 
Certified normal accommodation (CNA) and operational capacity 
Baseline CNA is the sum total of all certified accommodation in an 
establishment except cells in segregation units, health care cells or rooms that 
are not routinely used to accommodate long stay patients. In-use CNA is 
baseline CNA less those places not available for immediate use, such as 
damaged cells, cells affected by building works, and cells taken out of use due 
to staff shortages. Operational capacity is the total number of prisoners that an 
establishment can hold without serious risk to good order, security and the 
proper running of the planned regime. 
 
Challenge, support and intervention plan (CSIP) 
Used by all adult prisons to manage those prisoners who are violent or pose a 
heightened risk of being violent. These prisoners are managed and supported 
on a plan with individualised targets and regular reviews. Not everyone who is 
violent is case managed on CSIP. Some prisons also use the CSIP framework 
to support victims of violence. 
 
Key worker scheme 
The key worker scheme operates across the closed male estate and is one 
element of the Offender Management in Custody (OMiC) model. All prison 
officers have a caseload of around six prisoners. The aim is to enable staff to 
develop constructive, motivational relationships with prisoners, which can 
support and encourage them to work towards positive rehabilitative goals. 
 
Leader 
In this report the term ‘leader’ refers to anyone with leadership or management 
responsibility in the prison system. We will direct our narrative at the level of 
leadership which has the most capacity to influence a particular outcome. 
 
Offender management in custody (OMiC) 
The Offender Management in Custody (OMiC) model, being rolled out across 
the closed male prison estate, entails prison officers undertaking key work 
sessions with prisoners (implemented during 2018–19) and case management, 
which established the role of the prison offender manager (POM) from 1 
October 2019. On 31 March 2021, a specific OMiC model for male open 
prisons, which does not include key work, was rolled out. 
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Protected characteristics 
The grounds upon which discrimination is unlawful (Equality and Human Rights 
Commission, 2010). 
 
Protection of adults at risk 
Safeguarding duties apply to an adult who: 
• has needs for care and support (whether or not the local authority is meeting 

any of those needs); and 
• is experiencing, or is at risk of, abuse or neglect; and 
• as a result of those care and support needs is unable to protect themselves 

from either the risk of, or the experience of, abuse and neglect (Care Act 
2014). 

 
Recovery plan 
Recovery plans are published by HMPPS and aim to ensure consistency in 
decision-making by governors, by setting out the requirements that must be met 
for prisons to move from the most restricted regime (4) to the least (1) as they 
ease COVID-19 restrictions. 
 
Reverse cohort unit (RCU) 
Unit where newly arrived prisoners are held in quarantine for between seven 
and 10 days. 
 
Secure video calls 
A system commissioned by HM Prison and Probation Service (HMPPS) that 
requires users to download an app to their phone or computer. Before a visit 
can be booked, users must upload valid ID. 
 
Social care package 
A level of personal care to address needs identified following a social needs 
assessment undertaken by the local authority (i.e. assistance with washing, 
bathing, toileting, activities of daily living etc, but not medical care). 
 
Time out of cell 
Time out of cell, in addition to formal 'purposeful activity', includes any time 
prisoners are out of their cells to associate or use communal facilities to take 
showers or make telephone calls. 
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Appendix III Further resources 

Some further resources that should be read alongside this report are published 
on the HMI Prisons website (they also appear in the printed reports distributed 
to the prison). For this report, these are: 

 
Prison population profile 

We request a population profile from each prison as part of the information we 
gather during our inspection. We have published this breakdown on our 
website. 

 
Prisoner survey methodology and results 

A representative survey of prisoners is carried out at the start of every 
inspection, the results of which contribute to the evidence base for the 
inspection. A document with information about the methodology and the survey, 
and comparator documents showing the results of the survey, are published 
alongside the report on our website. 

 
Prison staff survey 

Prison staff are invited to complete a staff survey. The results are published 
alongside the report on our website.  
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This publication, excluding logos, is licensed under the terms of the Open Government Licence 
v3.0 except where otherwise stated. To view this licence, visit 
nationalarchives.gov.uk/doc/open-government-licence/version/3 or write to the Information 
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Any enquiries regarding this publication should be sent to us at the address below or: 
hmiprisons.enquiries@hmiprisons.gsi.gov.uk 
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Printed and published by: 
Her Majesty’s Inspectorate of Prisons 
3rd floor 
10 South Colonnade 
Canary Wharf 
London  
E14 4PU 
England 
 
All images copyright of HM Inspectorate of Prisons unless otherwise stated. 

 


	Introduction
	About HMP Woodhill
	Section 1 Summary of key findings
	Progress on key concerns and recommendations
	Outcomes for prisoners
	Safety
	Respect
	Purposeful activity
	Rehabilitation and release planning

	Key concerns and recommendations
	Notable positive practice

	Section 2 Leadership
	Section 3 Safety
	Early days in custody
	Recommendation

	Managing behaviour
	Encouraging positive behaviour
	Adjudications
	Use of force
	Recommendation
	Segregation
	Recommendation

	Security
	Safeguarding
	Suicide and self-harm prevention
	Recommendations
	Protection of adults at risk (see Glossary of terms)


	Section 4 Respect
	Staff-prisoner relationships
	Daily life
	Living conditions
	Recommendations
	Residential services
	Recommendation
	Prisoner consultation, applications and redress
	Recommendations

	Equality, diversity and faith
	Strategic management
	Recommendation
	Protected characteristics
	Faith and religion

	Health, well-being and social care
	Strategy, clinical governance and partnerships
	Recommendation
	Promoting health and well-being
	Recommendation
	Primary care and inpatient services
	Social care
	Mental health care
	Recommendation
	Substance use treatment
	Medicines optimisation and pharmacy services
	Dental services and oral health


	Section 5 Purposeful activity
	Time out of cell
	Education, skills and work activities
	Recommendations


	Section 6 Rehabilitation and release planning
	Children and families and contact with the outside world
	Recommendation

	Reducing risk, rehabilitation and progression
	Public protection
	Categorisation and transfers

	Interventions
	Release planning

	Section 7 Recommendations in this report
	Key concerns and recommendations
	Recommendations

	Section 8 Progress on recommendations from the last full inspection report
	Recommendations from the last full inspection
	Safety
	Key recommendations
	Recommendations

	Respect
	Recommendations

	Purposeful activity
	Key recommendation
	Recommendations

	Rehabilitation and release planning
	Recommendations


	Appendix I About our inspections and reports
	This report
	Inspection team


	Appendix II Glossary of terms
	Appendix III Further resources
	Prison population profile
	Prisoner survey methodology and results
	Prison staff survey




Accessibility Report


		Filename: 

		Woodhill (web) 2021.pdf




		Report created by: 

		

		Organization: 

		




[Enter personal and organization information through the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.


		Needs manual check: 2

		Passed manually: 0

		Failed manually: 0

		Skipped: 1

		Passed: 29

		Failed: 0




Detailed Report


		Document



		Rule Name		Status		Description

		Accessibility permission flag		Passed		Accessibility permission flag must be set

		Image-only PDF		Passed		Document is not image-only PDF

		Tagged PDF		Passed		Document is tagged PDF

		Logical Reading Order		Needs manual check		Document structure provides a logical reading order

		Primary language		Passed		Text language is specified

		Title		Passed		Document title is showing in title bar

		Bookmarks		Passed		Bookmarks are present in large documents

		Color contrast		Needs manual check		Document has appropriate color contrast

		Page Content



		Rule Name		Status		Description

		Tagged content		Passed		All page content is tagged

		Tagged annotations		Passed		All annotations are tagged

		Tab order		Passed		Tab order is consistent with structure order

		Character encoding		Passed		Reliable character encoding is provided

		Tagged multimedia		Passed		All multimedia objects are tagged

		Screen flicker		Passed		Page will not cause screen flicker

		Scripts		Passed		No inaccessible scripts

		Timed responses		Passed		Page does not require timed responses

		Navigation links		Passed		Navigation links are not repetitive

		Forms



		Rule Name		Status		Description

		Tagged form fields		Passed		All form fields are tagged

		Field descriptions		Passed		All form fields have description

		Alternate Text



		Rule Name		Status		Description

		Figures alternate text		Passed		Figures require alternate text

		Nested alternate text		Passed		Alternate text that will never be read

		Associated with content		Passed		Alternate text must be associated with some content

		Hides annotation		Passed		Alternate text should not hide annotation

		Other elements alternate text		Passed		Other elements that require alternate text

		Tables



		Rule Name		Status		Description

		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot

		TH and TD		Passed		TH and TD must be children of TR

		Headers		Passed		Tables should have headers

		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column

		Summary		Skipped		Tables must have a summary

		Lists



		Rule Name		Status		Description

		List items		Passed		LI must be a child of L

		Lbl and LBody		Passed		Lbl and LBody must be children of LI

		Headings



		Rule Name		Status		Description

		Appropriate nesting		Passed		Appropriate nesting






Back to Top


