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Section 1 Chief Inspector’s summary 

1.1 HMP Woodhill is a relatively modern prison in Milton Keynes. In 
addition to its role as a category B training prison, it also holds several 
remanded category A prisoners and operates several specialist units, 
making it a complex and high-risk institution. At the time of the 
inspection, the prison held approximately 500 prisoners, which is below 
its operational capacity (see Glossary), as a result of the closure of one 
house unit to mitigate staff shortages. 

1.2 At our previous inspections of HMP Woodhill in 2018 and 2021, we 
made the following judgements about outcomes for prisoners. 

Figure 1: HMP Woodhill healthy prison outcomes in 2018 and 2021 
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1.3 At our last inspection, in September 2021, we found a prison where 
standards and outcomes were not sufficiently good, and in the areas of 
safety and purposeful activity outcomes were judged to be poor. 
Against nearly all the main measures, the prison was not safe enough 
and there had been seven self-inflicted deaths since the previous 
inspection. The daily regime was inadequate, and prisoners had a 
legitimate lack of confidence in the effectiveness of the staff group. 
Despite committed and enthusiastic leadership, it was clear that the 
source of many problems in the prison was the inability to recruit and 
retain staff. 

1.4 During this review visit, we examined eight key recommendations, and 
our colleagues in Ofsted addressed three themes. There had been 
reasonable progress against five of the 11 recommendations and 
themes, and insufficient progress against six. 

1.5 Staff shortfalls, access to time out of cell (see Glossary) and purposeful 
activity were still of considerable concern. Violence and self-harm were 
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still too high, although we were encouraged by a renewed focus on 
safety, including a trauma-informed response to prisoners with complex 
needs. Levels of cleanliness had improved, but efforts to maintain 
consistently high standards were undermined by a failure to unlock 
cleaners every day. Wing forums and a prisoner council were once 
again running and there were well-developed plans to improve the 
effectiveness of consultation. Too many prisoners were still 
unemployed or underemployed, and therefore remained locked up for 
most of the day. Leaders (see Glossary) had taken steps to make 
some work part time, to occupy more prisoners, and a few more work 
and education areas were now open. However, not all spaces were 
occupied, which again left prisoners who expected to be able to 
progress locked in their cells. A new offender management clinic held 
on residential wings was welcomed by prisoners but did not 
compensate for the lack of sufficient good-quality contact with their own 
offender manager to support sentence progression. 

1.6 Overall, in most areas, leaders and managers demonstrated a will and 
desire to improve outcomes for prisoners, and also for staff. Much of 
their effort was, however, thwarted by staff shortages. The pace of 
progress was also affected by legacy cultural issues relating to 
Woodhill’s former status as a category A local prison. Staff need to 
place more trust in prisoners if the prison is to fulfil its role as a 
predominantly category B training prison. For example, staffing ratios 
should enable greater numbers of wing workers to be unlocked on 
residential wings, and the high number of prisoners identified as too 
risky to work off-wing should be reviewed. 

1.7 Following the inspection, HM Prison and Probation Service (HMPPS) 
had taken important steps to support local leaders and it was clear that 
recruitment and retention were now a fundamental strategic priority. A 
whole series of support measures had been introduced or were in 
development, but external forces and the relative affluence of the local 
area were having a serious impact on leaders’ ability to recruit and 
retain staff. Indeed, the staffing position was no better than it had been 
at the time of the inspection, with as many staff leaving the prison as 
joining. The scale of the task is huge, but I would strongly urge leaders 
to continue in their quest to find creative and practical solutions to 
make Woodhill an attractive employer. Without continued vigour, it is 
inevitable that outcomes for the prison and the public will deteriorate 
even further. 

Charlie Taylor 
HM Chief Inspector of Prisons 
June 2022 
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Section 2 Key findings 

2.1 At this IRP visit, we followed up eight recommendations from our most 
recent inspection in September 2021 and Ofsted followed up three 
themes based on their latest inspection or progress monitoring visit to 
the prison, whichever was most recent. 

2.2 HMI Prisons judged that there was reasonable progress in four 
recommendations and insufficient progress in four recommendations. 

Figure 2: Progress on HMI Prisons recommendations from 2021 inspection (n=8) 
This pie chart excludes any recommendations that were followed up as part of a theme within 
Ofsted’s concurrent prison monitoring visit. 
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2.3 Ofsted judged that there was reasonable progress in two themes and 
insufficient progress in one theme. 

Figure 3: Progress on Ofsted themes from 2021 inspection (n=3) 

0%

67%

33% Significant progress (0%)

Reasonable progress (67%)

Insufficient progress (33%)

 

 
 
 



Report of an independent review of progress at HMP Woodhill 6 

Notable positive practice 

2.4 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. 

2.5 Inspectors found two examples of notable positive practice during this 
independent review of progress. 

2.6 The Stabilisation, Progression and Rehabilitation programme was a 
trauma-informed initiative that provided a range of therapeutic 
interventions to prisoners with complex needs. The programme 
supported participants to develop a better understanding of their needs 
and risks. (See paragraph 3.12) 

2.7 The weekly safety ‘snapshot’ bulletin was a simple and effective way of 
communicating key safety objectives and current risks to all staff. This 
supported a more coordinated approach to improving safety. (See 
paragraph 3.16) 
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Section 3 Progress against the key concerns 
and recommendations and Ofsted themes 

The following provides a brief description of our findings in relation to each 
recommendation followed up from the full inspection in [YEAR]. The reference 
numbers at the end of each recommendation refer to the paragraph location in 
the full inspection report. 

Leadership 

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 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. (1.46) 

3.1 A shortage of staff, inexperience and high turnover were still limiting 
what the establishment could achieve in many areas. Despite a 
reduction in the number of prisoners held, there were now more staff 
vacancies which meant that the number of staff available for 
deployment to operational tasks was similar to that found at the 
inspection. 

3.2 Leaders had introduced an extensive range of improvement measures 
to support the development of staff, including support from an external 
human resources consultancy, the HMPPS standards coaching team 
and the effective practice service improvement group. Locally, a band 5 
apprenticeship coach had been appointed. An additional £6k market 
force allowance was paid to band 3 officers, and incentivised transfer 
terms were offered to attract frontline managers from other areas. 
National leaders had also approved detached duty from other prisons 
and an enhancement of overtime payments. 

3.3 The prison had committed considerable time and resource to local 
training, although some mandatory options were limited by a lack of 
trainers. Plans for a staff council were in development and there was a 
commitment that custodial managers would provide support meetings 
for all staff every three months. 
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3.4 Despite these efforts, the prison continued to suffer from an 
unmanageable shortage of available staff. Permission had been 
granted to reduce the prisoner population, and a bid for further 
reductions was being prepared to give leaders some scope to 
overcome the challenges of managing a prison with such acute staffing 
shortfalls. 

3.5 There was evidence of growing confidence in some staff, and many 
displayed patience and resilience despite the pressure they were 
under. However, staff shortages were having an impact on leaders’ 
ability to improve staff capability and confidence at the necessary pace. 
Most senior officers and custodial managers provided good support to 
staff, when they were available, but standards in some areas were still 
not set sufficiently high or enforced consistently. Prisoners were still 
frustrated by an inability to get things done. 

3.6 A regular confidence and competence questionnaire, weekly reports 
from the standards coaching team and monthly support meetings with 
the Prison Group Director provided local leaders with an objective 
assessment of outcomes. 

3.7 We considered that the prison had made insufficient progress against 
this recommendation. 

Managing behaviour 

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. (1.47) 

3.8 The level of recorded violence in the six months leading up to the 
current review visit had increased compared with the same period 
before the inspection. Violence against staff had remained static, while 
prisoner-on-prisoner violence had increased. Few incidents met the 
HMPPS definition of serious violence. While there was some very 
recent evidence that violence was beginning to fall, levels were still 
higher than at similar prisons. 

3.9 A new senior lead had been appointed to the safety function in 
February 2022 and had reviewed several key strands of work, to make 
sure that there was an appropriate focus on reducing the high levels of 
violence. Both the monthly strategic safety meeting and the weekly 
safety intervention meeting had been reviewed, which had led to 
several improvements. For example, leaders now set strategic 
objectives to drive improvement and make sure that resource was 
appropriate to the identified risk; this was monitored each month. 
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3.10 Investigations following an act of violence or other deteriorating 
behaviour were conducted by the safety team under the challenge, 
support and intervention plan (CSIP; see Glossary) process. We found 
that the investigations were conducted promptly, and the level of detail 
was among the best we have reviewed. Following investigations which 
needed further action, the CSIP was referred to the relevant residential 
manager, to devise a suitable plan to address the issues raised. 
However, not all residential units had a consistent approach to the 
delivery of intervention plans. Some staff were not aware of prisoners 
in their care who were managed by a CSIP and, despite the good work 
of the safety team, too many plans remained outstanding following an 
investigation. This was undermining the establishment’s efforts to 
challenge individuals who engaged in some of the most serious 
antisocial behaviour. 

3.11 The prison had reintroduced the HMPPS incentives policy framework to 
encourage good behaviour. It had also held some consultative forums 
with prisoners and staff to explore disruptive behaviour, with a recent 
focus on incidents at height. 

3.12 Prisoners were also motivated by engagement in some positive 
initiatives, such as art therapy and the ‘Finding Rhythms’ music group. 
The latter was led by a charitable group of musicians, who held 
workshops to offer a safe space for prisoners to explore their past, any 
current trauma and poor mental health. The initiative was one of 
several interventions within the trauma-informed Stabilisation, 
Progression and Rehabilitation programme, led by an experienced 
NHS clinical psychologist. The programme was funded by the NHS and 
provided evidence of excellent support for prisoners with complex 
needs, many of whom had previously engaged in violence. 

3.13 Governance of the use of force had continued to improve and was now 
good. Regular meetings were held, and leaders reviewed around 50% 
of all incidents. The use of body-worn video cameras was monitored 
regularly, with early signs of gradual improvement. 

3.14 We considered that the prison had made reasonable progress against 
this recommendation. 

Safeguarding 

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-
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harm, with all relevant prison staff working in a consistent and 
coordinated way to support prisoners at risk. (1.48) 

3.15 There had been no self-inflicted deaths since May 2021. Incidents of 
self-harm had continued to rise after the inspection and rates remained 
among the highest for comparable prisons. However, following a peak 
at the end of 2021, data indicated that self-harm was now on a 
promising downward trajectory. 

3.16 Leaders within the safety function were focused on understanding and 
addressing poor safety outcomes (see paragraph 3.9). For example, 
there had been an investment in the development of staff within the 
function, to improve data analysis. External support had helped the 
team to develop a tracker system; this was used effectively to 
understand the drivers of self-harm and to identify appropriate steps to 
support prisoners at risk. The safety team had also introduced a weekly 
safety bulletin highlighting current risks, which supported the prison’s 
more coordinated approach to managing safety. 

3.17 Following review, both the strategic safety and safety intervention 
meetings (see paragraph 3.9) were now multidisciplinary, with a focus 
on prisoner care to reduce levels of harm. 

3.18 The prison had made considerable effort to upskill new staff across a 
range of safety procedures, including the use of assessment, care in 
custody and teamwork (ACCT) case management for prisoners at risk 
of suicide or self-harm. Despite this, work to support prisoners in crisis 
was still not consistently effective across all areas of the prison. 
Several of the ACCT documents we reviewed were poorly organised 
and records were not clear, which did not help staff to follow the care 
plans. Most prisoners we spoke to who were subject to ACCT 
monitoring acknowledged the support they received. However, they still 
highlighted inconsistency in the care offered by staff and long periods 
locked in-cell as common areas of concern (see also paragraphs 3.5 
and 3.32). 

3.19 We considered that the prison had made reasonable progress against 
this recommendation. 

Living conditions 

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 (1.49) 
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3.20 In general, standards of cleanliness were better than at the time of the 
inspection. Clear cleaning standards were published on each wing and 
there was a renewed focus on cleanliness by leaders. 

3.21 House units could now place fortnightly orders of cleaning materials 
with the central stores, which meant that they had enough supplies for 
prisoners. However, on more than one wing, we saw prisoners using 
washing-up liquid to clean food preparation areas because they had 
not been given detergent, which was inappropriate. Minutes from 
recent wing forums also showed that prisoners were continuing to raise 
access to cleaning materials as a concern. 

3.22 There were now named cleaning officers on each wing, responsible for 
identifying cleaning priorities and supervising the work of five wing 
cleaners. A cleaning competition had been held to encourage the 
maintenance of consistently high standards across wings. 

3.23 These potentially positive initiatives were undermined by the restrictive 
local regime management plan, which set out how many staff had to be 
available before specific numbers of prisoners could be unlocked. This 
meant that cleaners and other wing workers often remained locked up, 
even when there were sufficient staff on the unit. This resulted in days 
where bins were not emptied or taken out, or the servery was not 
cleaned. 

3.24 We considered that the prison had made reasonable progress against 
this recommendation. 

 

House unit 2 
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Prisoner consultation, applications and redress 

Concern: 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. 
(1.50) 

3.25 Wing forums had started in February 2022 across all main house units, 
which had led to improvements, including new kitchenettes and tumble 
driers on the wings. These and other outcomes from consultation were 
visible on ‘You said, we did’ posters on some units. 

 

Kitchenette on house unit 4 

 
3.26 The forums were, however, implemented inconsistently. Some were 

attended by only a small number of chosen prisoners, while others had 
been opened to the whole wing. On some units most prisoners knew 
about the forums and on others they did not. Furthermore, the absence 
of minutes from some areas meant that the views of those prisoners 
were not captured in the action plan. 

3.27 In April 2022, additional focus groups had been held on each house 
unit, with three prisoners at each, around the main themes of 
communication, safety and complaints. A summary of the top five 
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issues raised under each theme was produced, but it was not clear 
what actions had resulted from this. 

3.28 Since the inspection, there had been just one prison council meeting, 
which encouraged representation from all residential units to discuss 
common prison wide issues, in April 2022. However, there were 
credible plans to relaunch it in the near future, and the governor had 
approval to engage an external organisation to help create, run and 
evaluate an effective and influential peer-led prison council. 

3.29 We considered that the prison had made reasonable progress against 
this recommendation. 

Time out of cell 

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. (1.51) 

3.30 Since the inspection, 90 part-time workplaces had been created, many 
from existing full-time places. In addition, two new industry workshops 
had opened, and four education classes reopened. Despite this, at full 
capacity there was still only enough paid purposeful activity for around 
three-quarters of prisoners. 

3.31 Workshops and classes were not operating to capacity as many had 
opened only shortly before the current review visit, and over one-third 
of prisoners remained officially unemployed. Around 50 prisoners had 
been designated as needing on-wing work because of their risk levels, 
but a lack of available wing work left many of them unemployed and 
frustrated (see also paragraph 3.39). 

3.32 At around 2.5 hours a day, time out of cell remained insufficient for the 
many unemployed and underemployed prisoners. Including most wing 
workers, who regularly remained locked up, this added up to almost 
half the population. For part-time workers, daily time out of cell was still 
only an average of 4.5 hours on those weekdays when a full regime 
was offered, but could be less on Wednesdays and Fridays, when 
there was no regime in the afternoons. 

3.33 Prisoners now had access to two gym sessions a week, but this was 
still during their domestic periods and did not result in additional time 
out of cell. The library remained closed and continued to offer a remote 
service. 

3.34 We considered that the prison had made insufficient progress against 
this recommendation. 
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Education, skills and work 

 

This part of the report is written by Ofsted inspectors. Ofsted’s thematic 
approach reflects the monitoring visit methodology used for further education 
and skills providers. The themes set out the main areas for improvement in the 
prison’s previous inspection report or progress monitoring visit letter. 

Theme 1: 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. 

3.35 Too few prisoners attended face-to-face education or vocational skills 
classes. The number on distance learning courses was very small 
relative to the total prison population. The proportion studying in-cell 
learning packs was also small and had reduced slightly since our 
progress monitoring visit in 2021. 

3.36 A lack of operational prison staff severely limited the range of education 
and vocational courses offered and the number of prisoners who could 
attend. The lack of prison staff constrained any future sustainable 
progress in the provision of, and prisoners’ engagement in, education 
and skills. 

3.37 Leaders had found some ways to overcome staffing constraints – for 
example, consolidating the location of classes so that fewer operational 
staff were needed. However, there was little scope for further initiatives. 

3.38 An ambitious market gardens project was in development. It aimed to 
provide a large rise in activity places and qualifications. However, there 
was no formal project management plan for this, or any specific targets 
or clear objectives. 

3.39 Prisoners lacked motivation and interest for joining education and skills 
classes. Many sessions ran well below capacity. During May 2022, only 
around two-thirds of prisoners allocated to a session actually attended 
(see also paragraph 3.31). 

3.40 The prison did not have the capacity or physical resources to deliver its 
training prison function. It could not offer vocational and academic 
activities much beyond the current, generally very basic, qualifications 
in construction, culinary skills, English and mathematics. The prison’s 
training needs analysis (TNA) was out of date and its findings had led 
to few changes or improvements. Managers’ plans to conduct a new 
TNA had not been implemented. 
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3.41 Only two industry workshops were available, one of which opened on 
the first day of the inspection. One employed only three prisoners. The 
other employed four, but one had left very recently, citing allergic 
reactions. The cleaning fluids used liberally in this workshop had not 
been risk assessed. 

3.42 Ofsted considered that the prison had made insufficient progress 
against this theme. 

Theme 2: 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. 

3.43 Most prisoners now received an initial assessment, an induction pack 
and a learning difficulties and disabilities (LDD) ‘screener’ on arrival. 
For the most part, these successfully identified prisoners’ existing skills 
and knowledge, and what they could do to develop these further during 
their sentence. They were a useful starting point on which induction 
staff could base discussions with prisoners about any new skills they 
wanted to acquire. 

3.44 Prisoners’ learning support needs were identified clearly. Only a small 
minority of prisoners had not received timely initial assessment, advice 
or guidance, or had not completed induction packs. 

3.45 Most prisoners’ existing skills in English and mathematics had been 
assessed accurately during induction. When staff identified that further 
development was needed – for example, to improve from entry level 3 
to level 1 – prisoners were placed on a functional skills course at the 
right level. 

3.46 The outcomes of the completed induction packs, screenings and initial 
assessment were generally linked to prisoners’ sentence plans. 
However, this information was not used by staff consistently to decide 
what new learning the prisoners would follow. In a few cases, prisoners 
received insufficient guidance and it was simply left to them to identify 
and follow what interested them. 

3.47 Ofsted considered that the prison had made reasonable progress 
against this theme. 

Theme 3: Leaders and managers should ensure that prisoners with 
identified learning difficulties or disabilities receive appropriate support so 
that they can access education. 

3.48 Leaders had made slow progress in making sure that prisoners with 
identified LDD needs received appropriate support. A useful support 
strategy for these learners had been in operation for only four weeks. 
There was no evidence to show whether leaders had previously 
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improved the impact of LDD support at any point since our progress 
monitoring visit. 

3.49 However, individualised support for LDD learners within lessons was 
now being provided by a dedicated support worker. In addition, 
Shannon Trust prisoner mentors provided effective direct support to 
learners in classrooms and on the wings. This support meant that LDD 
learners were able to make effective progress within their lessons. For 
example, support in literacy skills was provided to such prisoners 
completing portfolios within an art class. This enabled them to use 
design briefs and draw up mind-maps to a standard which compared 
well with those of their peers. These learners demonstrated improved 
confidence and ability with their written English. Similar support 
enabled LDD learners to keep up with others in an entry-level English 
lesson. 

3.50 Ofsted considered that the prison had made insufficient progress 
against this theme. 

Reducing risk, rehabilitation and progression 

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 (OMU) 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. (1.52) 

3.51 Despite a successful bid to increase the profiled number of probation-
employed POMs to nine, issues with recruitment meant that only one 
additional post had been filled since the inspection, raising the figure to 
3.6 full-time equivalent probation staff in post. Similarly, there were only 
five case administration staff out of a profile of nine, so offender 
management staffing resources remained insufficient. 

3.52 Caseloads remained high, but were lower than at the time of the 
inspection. This was a direct consequence of the closure of house unit 
5, which alleviated pressure but did not provide a permanent solution. 
Caseloads had also been eased slightly with the additional POM in 
post. 

3.53 Levels of contact between POMs and prisoners were still not good 
enough to enable effective offender management. With the shortage in 
staff resources, POMs were not able to provide the level of care, 
intervention and oversight needed. To mitigate this, leaders had 
introduced monthly wing clinics with offender managers, where issues 
raised by prisoners were recorded and acted on where possible. This 
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was a good temporary response to give prisoners the opportunity to 
speak to an offender manager, and they welcomed this. 

3.54 A co-working arrangement remained in place; probation-employed 
POMs held some of their cases as the named offender manager, but 
devolved day-to-day contact to the prison-employed POM working 
under their supervision. This continued to alleviate some of the 
pressure of the high caseloads, but, as found at the inspection, this did 
not provide high-risk and complex prisoners with the skilled intervention 
of a trained probation officer. 

3.55 Efforts to address an offender assessment system (OASys) backlog 
had continued. Support from the national OASys taskforce had reduced 
the backlog of initial assessments, which was now low (23). However, 
many prisoners were not receiving timely assessment reviews in line 
with Offender Management in Custody model (see Glossary) guidance. 
There were plans to use the taskforce to support the establishment in 
reducing the outstanding assessment reviews. 

3.56 We considered that the prison had made insufficient progress against 
this recommendation. 

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. (1.53) 

3.57 Decisions to monitor prisoners’ telephone calls were now more 
considered and responsive to intelligence. For example, 
establishments sending prisoners to Woodhill who had been on 
monitoring before transfer were contacted, to provide a detailed 
handover. The head of OMU delivery then considered and authorised 
the continuation of monitoring, based on intelligence. As a result, the 
number of prisoners subject to monitoring was more manageable than 
at the time of the inspection. 

3.58 Telephone monitoring arrangements had improved, with some targeted 
oversight to prioritise the calls to be monitored. However, having 
reviewed records over the previous few months, we found that a 
substantial number of calls had not been listened to until several weeks 
after being made. This limited the value of monitoring and raised 
potential risks. 

3.59 The establishment had allocated a team of operational support grade 
officers to conduct telephone monitoring, but improvements had only 
just started to be made. 
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3.60 Too many monitoring reviews were still held beyond the allocated 
review date. Processes to address these delays, such as a monthly 
email reminder, were in place, but the lack of OMU staff resulted in 
continued backlogs in the completion of these forms. 

3.61 We considered that the prison had made insufficient progress against 
this recommendation. 
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Summary of judgements 

A list of the HMI Prisons recommendations and Ofsted themes followed up at 
this visit and the judgements made.  

HMI Prisons recommendations 

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. 
Insufficient progress 
 
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. 
Reasonable progress 
 
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. 
Reasonable progress 
 
All residential areas should be kept clean through effective systems of work, 
monitoring, and access to the necessary materials. 
Reasonable progress 
 
Consultation arrangements should identify prisoners’ concerns effectively and 
should result in prompt actions. 
Reasonable progress 
 
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. 
Insufficient progress 
 
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. 
Insufficient progress 
 
Managers should ensure that public protection monitoring is timely and 
effective. 
Insufficient progress 
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Ofsted themes 

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. 
Insufficient progress 
 
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. 
Reasonable progress 
 
Leaders and managers should ensure that prisoners with identified learning 
difficulties or disabilities receive appropriate support so that they can access 
education. 
Insufficient progress 
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Appendix I About this report 

Her Majesty’s Inspectorate of Prisons (HMI 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 visits 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. 

Independent reviews of progress (IRPs) are designed to improve accountability 
to ministers about the progress prisons make towards achieving HM 
Inspectorate of Prisons’ recommendations in between inspections. IRPs take 
place at the discretion of the Chief Inspector when a full inspection suggests the 
prison would benefit from additional scrutiny and focus on a limited number of 
the recommendations made at the inspection. IRPs do not therefore result in 
assessments against our healthy prison tests. HM Inspectorate of Prisons’ 
healthy prison tests are safety, respect, purposeful activity and rehabilitation 
and release planning. For more information see our website: 
https://www.justiceinspectorates.gov.uk/hmiprisons/our-expectations/ 

The aims of IRPs are to: 

• assess progress against selected key recommendations   
• support improvement 
• identify any emerging difficulties or lack of progress at an early stage 
• assess the sufficiency of the leadership and management response to our 

main concerns at the full inspection. 

This report contains a summary from the Chief Inspector and a brief record of 
our findings in relation to each recommendation we have followed up. The 
reader may find it helpful to refer to the report of the full inspection, carried out 
in September 2021 for further detail on the original findings (available on our 
website at https://www.justiceinspectorates.gov.uk/hmiprisons/). 

IRP methodology 

IRPs are announced at least three months in advance and take place eight to 
12 months after a full inspection. When we announce an IRP, we identify which 
recommendations we intend to follow up (usually no more than 15). Depending 
on the recommendations to be followed up, IRP visits may be conducted jointly 
with Ofsted (England), Estyn (Wales), the Care Quality Commission and the 
General Pharmaceutical Council. This joint work ensures expert knowledge is 
deployed and avoids multiple inspection visits.  
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During our three-day visit, we collect a range of evidence about the progress in 
implementing each selected recommendation. Sources of evidence include 
observation, discussions with prisoners, staff and relevant third parties, 
documentation and data. 

Each recommendation followed up by HMI Prisons during an IRP is given one 
of four progress judgements: 

No meaningful progress 
Managers had not yet formulated, resourced or begun to implement a 
 realistic improvement plan for this recommendation. 

 
Insufficient progress 
Managers had begun to implement a realistic improvement strategy for 
this recommendation, but the actions taken since our inspection had had 
not yet resulted in sufficient evidence of progress (for example, better 
and embedded systems and processes). 

 
Reasonable progress 
Managers were implementing a realistic improvement strategy for this 
recommendation and there was evidence of progress (for example, 
better and embedded systems and processes) and/or early evidence of 
some improving outcomes for prisoners. 

 
Good progress 
Managers had implemented a realistic improvement strategy for this 
recommendation and had delivered a clear improvement in outcomes for 
prisoners. 
 

When Ofsted attends an IRP its methodology replicates the monitoring visits 
conducted in further education and skills provision. Each theme followed up by 
Ofsted is given one of three progress judgements. 

Insufficient progress 
Progress has been either slow or insubstantial or both, and the 
demonstrable impact on learners has been negligible.   

 
Reasonable progress  
Action taken by the provider is already having a beneficial impact on 
learners and improvements are sustainable and are based on the 
provider's thorough quality assurance procedures. 
 
Significant progress 
Progress has been rapid and is already having considerable beneficial 
impact on learners. 
 

Ofsted’s approach to undertaking monitoring visits and the inspection 
methodology involved are set out in the Further education and skills inspection 
handbook, available at https://www.gov.uk/government/publications/education-
inspection-framework.  
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Inspection team 

This independent review of progress was carried out by: 

Deborah Butler  Team leader 
Ian Dickens   Inspector 
Lindsey Jones  Inspector 
Nadia Syed   Inspector 
Nick Crombie  Ofsted inspector 
Malcolm Bruce  Ofsted inspector 
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Appendix II Glossary  

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. 
 
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. 
 
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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Crown copyright 2022 
 
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 
Policy Team, The National Archives, Kew, London TW9 4DU, or email: 
psi@nationalarchives.gsi.gov.uk. 
 
Where we have identified any third party copyright information you will need to obtain 
permission from the copyright holders concerned. 
 
Any enquiries regarding this publication should be sent to us at the address below or: 
hmiprisons.enquiries@hmiprisons.gsi.gov.uk 
 
This publication is available for download at: http://www.justiceinspectorates.gov.uk/hmiprisons/  
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Her Majesty’s Inspectorate of Prisons 
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10 South Colonnade 
Canary Wharf 
London  
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