REPORT ON

AN UNANNOUNCED INSPECTION

OF

HM PRISON WORMWOQOD SCRUBS

10-19 DECEMBER 2001

BY

HM CHIEF INSPECTOR OF PRISONS







INTRODUCTION

We last inspected Wormwood Scrubs in February 2000. This was two years after the
presentation of adossier of allegations against staff which led to over a hundred
officers being investigated, 27 suspended and three eventually convicted of violence
against prisoners; and ayear after the second of two damning Inspectorate reports.
The 2000 report painted a more hopeful picture: of an establishment which was

devel oping management and staffing structures capable of providing a decent, safe

and purposeful environment for prisoners.

This report follows an unannounced inspection, carried out over a 10-day period in
December 2001. As promised in February 2000, we wanted to see whether the green
shoots we identified then had blossomed. Because of continuing allegations and
public concern, we devoted considerable time and resources to the inspection, so that
we could carry out a detailed assessment of the conditions and treatment of prisoners
at that particular time. Aswell as our usual prisoner survey, we also carried out
structured interviews with staff at all levels.

Six months before our inspection, a new Governor had arrived and was in the process
of developing his medium-term plans for the prison. He was working with a virtually

new senior management team and was very aware of the scale of the task he faced.

The good news for the prison is that during an intensive inspection, carried out with
no forewarning, we found no evidence, at the time of our inspection, of a culture of
brutality by officers towards prisoners. Indeed, in the segregation unit, the area which
had previously caused greatest concern, we found evidence of good and carefully
supervised practice. That is not to say that individual incidents of staff-prisoner
assault or violence could not take place in the prison. Buit it is to say that we found
both management and staff aert to this possibility, and systems in place designed to
prevent and detect it. We also found, amongst both staff and managers, those who

wanted to build on this base to drive the prison forward.
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However, the bad news is that most of the green shoots of February 2000 had failed to
blossom. The Home Secretary, two years ago, told Parliament that Wormwood Scrubs
must be restored to its proper status as an effective and healthy prison. This report
clearly shows that this had not yet happened. On all four of our key tests — safety,
respect, purposeful activity and resettlement — Wormwood Scrubs was |ess healthy, or
at best no healthier, than it had been 22 months earlier. Asin 2000, our inspectors
found themselves once again being provided with promises, plarns and hopes, rather

than achievements and outcomes.

Safety

Prisoners’ safety is critically dependent upon the first few days in prison (when the
risk of self-harm is greatest) and on a prison’s ability to tackle bullying. Wormwood
Scrubs may have instituted systems which made prisoners safer from staff; but it had
no effective systems to make them safe from one another, or themselves. Though
permanent reception staff were committed and well- meaning, they were assisted by
untrained staff, and first night and induction procedures were inadequate to ensure
that prisoners, especialy first-time and foreign national prisoners, were properly
supported and informed. The prison’s anti-bullying strategy was also ineffective. In
only two cases we examined had bullies been properly dealt with; in some cases,
identified bullies were given jobs as cleaners, allowing them free access to others.

Our survey of prisonerstold the same story. Allegations of assaults by staff remained
at the same low level as 2000; but allegations of assaults by other prisoners had nearly
trebled, from 5% to 14%. Claims of verbal abuse by prisoners on prisoners had also
risen sharply, from 12% to 20%. Nearly one in three prisoners felt unsafe sometimes,
often or most of the time. The prison’s own statistics showed that 44% of recorded
injuries were the result of self-harm, and a further 34% resulted from fights and

assaults.

Thisis not to say that there were no efforts to improve sdlf- harm and anti-bullying.

Committees had been set up and research carried out, and there were good links to
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drug teams. But these policies foundered at the operationa end: with inappropriate
allocation of prisoners, and staff who were reluctant to engage effectively with
prisoners, and who were constantly being redeployed to locations and tasks they did

not fully know.

Respect

We did not find any overt disrespect from staff to prisoners, and on some wings we
record a relaxed atmosphere. But overall we found a distance, a reluctance to engage
with prisoners. Systems that are fundamental to good running and relationships on
the wings — personal officers, requests and complaints, incentives and earned
privileges — were not working, or not working well. Race relations was undevel oped.
Ironically, the best staff-prisoner relationships were on E wing, which was ‘rented
out’ to Elmley prisoners and run by Rochester officers —in spite of the fact that
prisoners and staff were strangers to one another and to the prison.

The prison’s healthcare centre had aso deteriorated from the promising start in
February 2000. There was still no clinical manager, the physical conditions of the in-
patient wards was appalling, and regimes for patients, especialy those undergoing
detoxification, were highly unsatisfactory. Staff were trying to manage an impossible
combination of patients, 39% of them with serious mental illness that required NHS

care.

Purposeful activity

Purposeful activity had also declined. In February 2000, only 17% of prisonerstold
us that they were out of cell for less than four hours a day; by December 2001 this had
risen to 44%. There were fewer opportunities for exercise and association. The
prison had no means of accurately assessing what regime was being provided, and for
whom, as its recording and reporting systems were inaccurate and incomplete. In
spite of an enthusiastic education department, and an excellent PE department, many
prisoners were not being delivered to classes and activities on time, or in some cases
at all.



Resettlement

The prison still had no resettlement strategy (though there was some good work being
carried out by NACRO and the CAB) and sentence planning was undermined by the
continual redeployment of sentence management staff. More also needed to be done
with lifers. Drug strategies were in their infancy and prisoners on the main wings had
little help with detoxification.

This report therefore shows an establishment that during the last two years had stalled,
or was diding backwards, on all our key indicators. This raises important questions
for the Prison Service, as well as the prison. The Prison Service has shown that it can
rescue disastrousdly failing prisons: by changing the management, putting in resources
and providing emergency support. But the really important task is to convert them
into healthy and positive environments, and that had not yet been achieved at

Wormwood Scrubs.

In spite of this, we found many examples at Scrubs in 2001, asin 2000, of initiatives
that were designed to improve conditions for prisoners, and of people committed to
providing a better regime and disappointed at the lack of substantial progress.
Reception, visits, the developing atmosphere on A wing, offending behaviour
programmes, work on self- harm and the changed environment of the segregation unit
are al evidence of this. The new governor was developing a six- month strategy with
clear targets designed to deliver change, and had imposed minimum staffing levelsin
the week of our arrival to seek to ensure a better regime for prisoners. There was a
very active and committed Board of Visitors. It isall the more important, therefore,
to identify why what we found in February 2000 had failed to develop, and what
should now be done to ensure that Scrubs is not trapped in a permarent cycle of

promising initiatives that fail to take root.

Two interrelated factors seem to us to be fundamental. The first is the absence of
closure in relation to alegations of violence against prisoners. The situation at Scrubs

was unprecedented, and continuing: prison officers remained under investigation and
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suspended officers had returned to work. Y et there had been no independent and
published inquiry. Staff, prisoners, governors, the Board of Visitors and the Prison
Service were all involved. All were free to make their own assumptions and draw
their own conclusions about what had happened, why and how. This situation was
corrosive. It undermined prisoners confidence and the morale of good staff, gave
other staff areason, or excuse, rot to engage with prisoners, and took up alarge
amount of management time. It led prisoners to believe that they could only expect to
get redress through solicitors, not through the prison management. It aso infected
staff- management relationships and undermined attempts to negotiate improved

regimes.

Secondly, and partly as a result, the management of the prison was dysfunctional.
Management at Wormwood Scrubs had to eradicate a deep and resistant negative
culture. There was clearly till resistance, from some staff and middle managers, to
change and progression in the prison; and what was described to us as an ‘ anti-
management culture’. In such a culture, senior managers need support, experience
and time if they are not to be worn down by trench warfare on major and minor
issues. This had not been the case at Wormwood Scrubs. The departure of nearly all
the previous Senior Management Team earlier in the year had undermined continuity
and stability. Active management was further weakened by the delegation of
management of the very large wings to Principal Officers, who in many cases
distrusted the skills and experience of the relatively inexperienced junior governors
they reported to.

These problems were compounded by the constant struggle to keep going a regime for
which staffing levels had not been agreed, and in the face of staff sickness and
suspensions. The prison had lacked the necessary support and direction from Prison
Service Headquarters to drive through agreements on appropriate staffing levels. Asa
result, managers were involved in day to day negotiation about what could be
provided and how staff might be redeployed to provideit. Our analysis showed that
in two working days, 30% of senior officers and 25% of officers had been cross-

deployed and were working in areas with which they were unfamiliar. What prisoners
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could expect varied from day to day and from wing to wing; managers unfamiliar
with a wing depended heavily on basic grade staff for information and sometimes
decisions. The absence of accurate monitoring meant that there was no way for senior

management to check, let alone influence, real outcomes.

These management problems were clearly a major barrier to the development of a
new culture and positive outcomes. More worryingly, they also created gaps through

which we feared that the old culture could re-emerge.

There are two messages that we would like this report to send. The first isto the
Home Secretary and Prison Service. As this report shows, the failure to establish,
publicly and independently, what took place at Scrubs during the 1990s has severely
hampered attempts to change the culture and regime there, or to establish whether
there were underlying systemic problems which may need addressing in this, and
other, prisons. For that reason, many of those involved in Scrubs, from the Board of
Vigtors to the POA, have supported the call for a public inquiry. | would like to
stress that this ingpection, thorough though it was, is no substitute for that: it isa
snapshot of the prison as we found it in December 2001. This Inspectorate does not

of itself have the powers or the mandate to investigate past events.

However, even a public inquiry, though it might eventually bring closure, would not
undo the damage that has already been caused by inconclusive, long drawn out
inquiries. We are aware that the Prison Service is now proactively examining
alegations. But thisistoo little and too late. We suggest that there is the need to
develop and to use mechanisms for carrying out transparent and independent
investigations to report quickly on serious allegations, or incidents, which go to the
heart of the running of aprison. Prisons are closed environments and it is vital that an
independent and external spotlight is directed on them when something appears to
have gone serioudly wrong. We would invite the Home Secretary to consider how
this might be achieved under existing powers, what additional powers might be
required, and, in paralel, how to ensure that any police inquiries are conducted

quickly, effectively and with perceived independence.
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The second message is a more immediate one, for the Prison Service and prison. We
suggest that some fundamental and urgent steps are necessary to secure alasting
change in Wormwood Scrubs’ culture and regimes. First, there must be agreement on
the staffing levels needed to allow the prison to deliver agreed regimes, and an
acceptance by staff associations of the need to work flexibly, and with proper
professional standards, in order to provide a decent and positive environment for
prisoners. Secondly, the Governor and his senior management team need to develop
their vision for the prison over the immediate and medium term, share this with all
staff and require a commitment to it. Thirdly, the senior management team should be
strengthened, with a greater number of experienced governors. Finally, and crucially,
over the next two years, the management team should give priority to training,
supporting and involving Principal and Senior Officers so that they are able and

willing to deliver and own the new vision.

Anne Owers April 2002
HM Chief Inspector of Prisons
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HEALTHY PRISON SUMMARY

1 This summary of Wormwood Scrubs' performance is measured against the
model of the healthy prison that focuses on safety, respect, constructive activities and
resettlement of prisoners. We have also included an assessment of management and
staff matters.

2 In our view the recommendations contained in this Healthy Prison Summary
should be implemented within six months of the publication of this inspection report.
There should be a public statement by the Director General of the Prison Service

when he considers that they have been achieved.

Test 1 - Prisonersareheld in safety

3 We neither saw, nor were we told of, any instances of staff brutality during the
ingpection. Intimidation by staff was not part of normal life for prisoners as we
observed it although the quality of relationships between staff and prisoners varied
significantly between the residential units. Given the conviction of some officers and
the continuing police investigations, staff were more wary of intervening, even where

necessary for the safety of prisoners.

4 Some prisoners perception was that residential units were safe. That view
was not shared by many other prisoners, who felt unsafe at particular times on the
wing. Newly arrived prisoners were not risk-assessed before cell allocations. First
Night procedures were almost nor+existent and some new prisoners were routinely
and inappropriately located on the Segregation Block, the VVulnerable Prisoners unit
and the Max Glatt Centre. Many prisoners were not receiving Induction.

5 Our overall assessment was that life for prisoners on residential wings was

clearly not safe. Indeed responses to our prisoner questionnaire reinforced our

findings that prisoners felt less safe now than in February 2000. Bullying was not

being systemically tackled and staff were ignoring security information and written
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information in prisoners history sheets. There was no link between the work of the
anti-bullying committee and the group that met to discuss suicide and self-harm. Staff
were not patrolling areas where prisoners were likely to intimidate other prisoners or
visiting staff, such as nurses. Owing to extensive periods when prisoners were
confined to their cells, they used cell bellsin order to get staff attention for everyday
problems. This made it impossible for staff to distinguish between such instances and

cases of real emergency.

6 Most incidents of self-harm had taken place in the Health Care Centre, which
had no resident Listener. Some new prisoners arriving at the prison had been put
there without any subsequent induction. A night inspection showed that some staff on
night duty on residential wings did not know where the self- harm response kits were
or how to use them. Night staff did not know basic fire safety precautions or fire

emergency procedures.

Recommendations

= Proper First Night arrangements should be provided for all new prisoners.

= All prisoners should be properly inducted soon after arrival, irrespective of

wherethey arelocated.

= Effective anti-bullying measures should be put into place.

= All staff should have current training in suicide prevention.

Test 2 - Prisonersaretreated with respect asindividuals

7 We were pleased with several aspects of respect paid to prisoners on first
reception. The area was kept very clean and the team of reception staff were
dedicated and very professional. There was a healthy banter and Listeners were on
hand to provide additional support. On the other hand some processes which help
prisoners to settle down had declined, particularly asfar as prisoners receiving

important information was concerned.
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8 There were many discrete groups of prisoners, each requiring differencesin
regime and services. Of al the groups, life-sentenced prisoners probably received the
most consistent regime. There was no obvious recognition of the needs of the large
group of remand and unsentenced prisoners. All regime activities were affected by
central detailing arrangements, though Minimum Staffing Levels had been imposed in

the week of the inspection to try to guarantee certain minimum regime requirements.

9 Single cells continued to be used for two prisoners. Sanitary arrangementsin
these circumstances were completely inadequate. Prisoners were till expected to eat

meals in these cdlls.

10 Time out of cell was even less than prisoners had experienced in 2000 and
most prisoners spent no more than four hours out of their cells each day.
Opportunities for daily exercise had been reduced with many prisoners being offered
time in the fresh air on only two days aweek. Daily association was not available to
most prisoners; many only had association twice a week. However, the introduction
of a“domestic” hour each day allowed prisoners to spend time out of cell and to take

showers.

11 Superficial relationships between staff and prisoners remained satisfactory and
staff displayed an easy manner that was evident in the atmosphere on most residential
wings. However, many staff seemed to adopt a position of benign supervision rather

than actively engaging or informally conversing with prisoners.

12 There was no Persona Officer scheme, although landing officers performed
some of thesetasks. The extent to which staff engaged with prisoners varied across
residential wings. The new staff shift system and central detailing did not provide the
framework for establishing regular and frequent contact and relationships with
prisoners. The Request and Complaint procedures were often not understood and

many prisoners did not trust the system.
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13 Senior managers had recognised the need to make specific provision for the
many foreign nationals. Until that materialised, life for these prisoners was even more
difficult than for those who understood English. There was limited evidence of the
establishment having embraced the concept of equal opportunities, race relations and
diversity. Prisoners were not unlocked on time to attend religious services. There
were proper arrangements to enable prisoners of all faiths to see their ministers of

religion.

14 Health care services had deteriorated since our last inspection. The physical
condition of in-patient wards was appalling and patient regimes, including those for
people undergoing detoxification, were highly unsatisfactory. Patients with mental

health problems did not receive proper attention.

15 The prison continued to provide good standard meals for prisoners but the
serving of meals on the wings was not properly managed. The service provided by
the Prison Shop was generally good but the arrangements to deliver orders needed
improvement. Prisoners transferred to other prisons at short notice often never

received the goods they had paid for in advance.

Recommendations
= ThePrison Service should inform policy and expedite implementation of
relevant servicesfor unsentenced prisoners, using the findings and

recommendationsin the thematic review ‘Unjust deserts'.

=  Prisonersshould have more constructive time out of cell and all prisoners

should be offered daily exercise and daily association.

= A Personal Officer Scheme should be introduced.

= Thereshould bea clear definition of “Foreign National” and these prisoners

should receive additional support asrequired for their particular situation.
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= All staff should receive training in under standing race relations and

diversity.

= Health care services and specific needs for mental health patients should be
urgently improved and should be consistent with National Health Service

standards.

Test 3- Prisonersarefully and purposefully occupied and are
expected to improve themselves

16 As with many large local prisons, Wormwood Scrubs could not provide
opportunities for purposeful activity for many of its prisoners. Even when activities
were available in theory, staffing difficulties meant that they were either cancelled or
reduced because prisoners were not brought to them on time. There was no reliable

system to record regime activities.

17 The education department continued to provide classes for prisoners who had
poor literacy and numeracy skills. There was insufficient in the curriculum for higher
education or creative work. Prisoners who were not on the main residential wings did

not have equal access to education.

18 The workshops were properly run. There was no formal strategy for
developing and introducing National Vocational Qualification and key skills but the
work and effort that went into the available certificated training was excellent. The

Physical Education department continued to provide a good range of activities.

Recommendations

= Thereshould bearédiable and accurate system to record regime activities,
the number of prisonersparticipating in each activity and any cancelled

Sessions.

=  Theeducation curriculum should be enriched.
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= Coursesleadingtotheaward of National Vocational Qualifications should
be developed.

= All prisoners should have the opportunity to have Physical Education.

Test 4 - Prisonerscan strengthen linkswith their familiesand
preparethemselves for release

19 There was a continuing commitment towards providing arrangements outside
the prison that would make visitors to prisoners at Wormwood Scrubs feel welcome.
However, the closed visits area needed refurbishment and the booked visits system
was still not providing a satisfactory level of service for visitors.

20 There was no resettlement strategy in place. Some prisoners being released
from Wormwood Scrubs were given useful help to enable them to cope with their
return to society but there were insufficient pre-release resources for all such
prisoners. Pre-release arrangements were not co-ordinated. Staffing levels and the
continual redeployment of Sentence Management Unit staff affected the completion

of sentence plans.

21 The accredited Enhanced Thinking Skills programme had only recently
received areasonable rating. We were pleased that unaccredited work was aso being
carried out. Without a needs analysis, it was difficult to assess whether the offending
behaviour work reflected the current need. Security risk assessment and public

protection rules, where mandatory, were being undertaken.

22 Drug strategies were still in their infancy. ‘On suspicion’ testing was not
systematically being undertaken. Patients undergoing detoxification on the wings
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received little help and support. Work on substance use was another activity affected
by staffing problems and the scheme to train officers as CARAT? wing liaison officers
had not materialised.

Recommendations

Resettlement policies should be developed and implemented in response to
the identified needs of each category of prisoner held at Wormwood Scrubs.

= All prisoners being discharged should be offered individual help and advice
beforehand.

=  Sentence plans should berelevant and should be completed on time.

= Relevant recommendations on the treatment of life sentence prisoners
contained in thejoint thematic report ‘Lifers by the Prison and Probation

I nspector ates should be introduced.

= TheDrug Strategy Group should ensurethat it meetsitstargetsfor supply
reduction.

M anagement

23 Recent wholesale changes to the prison’s senior management team meant that
it was suffering from alack of continuity and stability at senior management level.
There was very little shared recognition of or consensus on important issues and,
therefore, no corporate vision for the short and medium term. Poor information
systems did not reflect true achievements and concealed unacceptably low levels of

regime provision.

24 A powerful culture still existed in which uniformed staff were wary of senior

managers. There was confusion as to who ran the residential wings. Management

! Counselling, Assessment, Referral, Advice and Throughcare services— part of the Prison Service drug
strategy .
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supervision was poor. Existing staff shift systems had meant that the regime had
become unpredictable for prisoners. Staff made decisions for managers, creating
disparities in regime provision and timing of activities across the wings.
Consequently, activities such as association were cancelled with little notice to
prisoners. Much of the prison’s time was spent in daily crisis. Managing staff
deployment was wearing down both staff and managers, as was the need to work

additional hours just to provide basic services.

25 Overdl, staff training within the prison was poor. In part, this resulted from
the current staffing situation. The prison was failing to meet its mandatory training
and staff development targets. Some Prison Service nursing staff were being used and
paid for as agency cover. Staff found it difficult to detach themselves from the history
of the alegations and investigations and many were anxious about possible future

allegations.

Recommendations
= TheGovernor should communicate hisvision and focusfor the prison as

soon as possible to the Senior Management Team and to junior managers.

= A staff deployment system should be introduced, with sufficient staff to

ensurethat prisonersreceive a healthy regime.

= Information should be accurately recorded and reported, and used asthe

basis for decisions.
= Principal Officersand Senior Officers should receive management training
and should be given clear guidance on what is expected of them as

residential wing and specialist managers.

= Managersshould rigoroudly control the timing of regime activities. No task

should be dropped without permission from the duty governor.
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= Managers should more vigorously challenge and change any aspect of an

intransigent staff culture by making overt management checks.
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BACKGROUND

Context

1 This unannounced inspection of Wormwood Scrubs fulfils the commitment
made at the time of the publication of the last inspection report by Sir David
Ramsbotham, the former Chief Inspector of Prisons?, to return within approximately
one year. Whereas the 1999 inspection had highlighted serious weaknesses, the 2000
report recorded the beginnings of a movement towards the creation of a new and more
robust management team with a clearer vision for the future of the establishment.

This appeared to promise the foundations of animproved regime for, and better
treatment of, prisoners.

2 The overall purpose of this inspection in December 2001 was to see to what
extent that promise had been realised. The tests for a healthy prison we applied were
those published in the Chief Inspector’s Annual Report for 2001 and are the criteria
by which we assess the treatment of, and conditions for, prisoners. As far as possible
judgements are based on the actual outcomes for prisoners athough due recognition
has also been given where the establishment had clearly made good progress towards

the speedy implementation of processes that would likely result in positive outcomes.

3 It had been over two years since the Home Secretary told Parliament that
Wormwood Scrubs must be restored to its proper status as an effective and healthy

prison.

4 Apart from inspecting areas of life for prisoners, we conducted an analysis of
prisoners’ perceptions, the results of which can be found in an annex to this report.
The analysis has been constructed in such away as to provide comparisons between
what prisoners told us on this inspection and what they had said in February 2000.

For the first time as part of an unannounced inspection, we also interviewed staff on

2 See the preface to Her Majesty’ s Inspectorate of Prisons Report of an Unannounced I nspection of
HMP Wormwood Scrubs, 7 to 17 February 2000, Home Office, London, 2000
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residential wings, including Health Care, to discover their views on what it had meant
to be working in the aftermath of proven cases of staff brutality, continuing police

investigations and adverse published inspection reports. Our researchers interviewed
39 staff, including six Principal Officers and five Senior Officers and our findings are

summarised in another annex to this report.

Consderations

The Effects of Police I nvestigations

5 The impact of the long period of police investigations and the trial of officers
some of which resulted in imprisonment had stigmatised Wormwood Scrubs. It was
publicly identified as a prison whose managers were not in control of their staff. The
events of the past few years had proved extremely difficult for many staff, who felt
ashamed to be identified with the actions of a small group of their peers.

6 Most wanted to put the whole event behind them but, as the long shadow of a
new set of police investigations continued, morale and confidence had again been
undermined. One consequence of this was the distance that we observed between
staff and prisoners, with staff reluctant to intervene to enforce proper standards of
behaviour and control, or to work positively with prisoners. Feelings of “when will it
all end” had permeated all ranks and were crippling progress. To some extent
uniformed staff had moved closer together in an attempt to survive the constant public
gaze. They were, at the same time, trying to carry through some changes as well as

stave off others that were required of them.

Staffing | ssues

7 Although previous reports had identified a powerful largely negative staff
culture, the introduction in early 2000 of a new staff deployment system was seen to
give fresh opportunities for good industria relations. But this system had not been
running for even a year when, in December 2000, Prison Service Management

Consultancy Services presented for consideration proposals for another system.
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These proposals called for a significant reduction in uniform staff and, in anticipation

of its implementation, the numbers of Officers and Senior Officers had been reduced.

8

At the time of the inspection this was having direct consequences for

managing the prison and for prisoners themselves:

9

regime activities were often cancelled and evening association periods were
severely curtailed each week

the overall number of prisoners who could be housed at Wormwood Scrubs had
to be reduced. With a decision that there were not enough staff for E Wing and
the upper landings of D Wing, this reduced the maximum number of prisoners
able to be held by about 300. To help with the overcrowding in all prisons, a
small portion of E Wing was “rented out” to the Kent Area Manager, who
employed detached duty staff from Rochester to supervise prisoners from HMP
Elmley

there was a serious backlog of additional hours that had been worked voluntarily
by uniformed staff that needed to be paid back. In order that this could happen,
staff training was affected and regime activities for prisoners cancelled

there were continuing problems with staff on long-term sick leave as well as until
recently, 27 officers suspended from duty. Some of these had been allowed to
return to normal duty. Specia re-entry programmes had been provided to help
them adjust to returning to work. The shortage of staff meant that absences were

hard to provide cover for.

After protracted negotiation with local union representatives, the new staff

deployment systems were still without a date for introduction. Consequently, the

Governor had decided to impose minimum staffing levels, whereby staff could be

compelled to attend duty in order to ensure that certain essential components of the

regime could take place. This action had only just started at the time of the inspection

but it was beginning to provide some welcome continuity for prisoner regime

activities.
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Prisoner Population

10 The size of the prisoner population had risen over the previous 18 months
from 639 to nearly 1,000 prisoners. Thisincrease had created a new dimension to
managing the establishment. Large local prisons often have different characteristics
than small or medium-sized local prisons. The systems and services required to deal
with large numbers of prisoners often undermine the individual attention that
prisoners receive in smaller establishments. Communication links between senior
managers and staff become stretched. Changes become more difficult to carry out
and managers have to work very hard to ensure that there is effective communication
between themselves and their staff and between different departments.

11 Wormwood Scrubs had an unusually high proportion of Foreign Nationals
(439), comprising 44% of the total prisoner population. Many had been arrested at
Heathrow Airport and transferred, via Uckfield Magistrates Court, to await trial or
serve asentence. Foreign Nationals, especially those who do not understand any
English, require time and resources. Apart from the difficulties in communication,
there is the need to provide arange of services to people from diverse cultural

backgrounds.

Management

12 The Governor had been in post for six months, the Deputy Governor had been
appointed two months earlier and many senior managers were new. The Governor
had decided that Principal Officers should run residential wings. Senior managers
each had responsibilities for several areas. A new manager for health care had been
appointed. A published strategic plan had placed the creation of a healthy prison as
an important priority. Wormwood Scrubs faced an audit of its performance against

Prison Service standards within the next three months.

13 Staff cuts during the 2000-2001 financial year had already provided the
savings demanded by Prison Service headquarters. The Governor was expected to
find savings of £300,000 from his budget for the next financial year. No decisions
had been taken about how to do this; managers and staff believed that any further cuts
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would inevitably reduce regime services for prisoners. Staff regarded these cuts as a
failure by Prison Service headquarters to assess the needs of Wormwood Scrubs at a

time of change and to recognise the particular stress that staff were experiencing.
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CHAPTER ONE

ARRIVAL IN CUSTODY

Reception

1.01 Theimportance of the safe introduction of prisonersinto custody is properly
summed up in the World Health Organisation statement: “Reception of a person into
any type of prison can be atraumatic and frightening experience — even where a
prisoner has simply been moved from another prison. The reception area and
procedures should be organised in such away as to minimise mental distress.
Wherever possible, facilities should be provided to enable prisoners to make early
contact with their families. Experience has indicated a particularly high risk of
suicide in the first month that a prisoner spends in a new prison, with heightened risk
during the first days. Reception staff should be trained to detect signs of mental

illness and acute distress and to take appropriate action”.

1.02  When we returned to Wormwood Scrubs for this inspection, we found that
many of the factors listed above had been considered in planning for an improved
reception service. All the specialist Reception staff, the Principal Officer, Senior
Officers and Officers worked hard, with staff from Securicor and other escorting
companies, to provide a safe environment. Despite the pressures of having to process
high numbers of prisoners, who were constantly arriving and leaving, staff were
striving to provide a consistently good service. Their efforts were undermined by the
need to use staff from other departments and residential units to supplement or replace
reception staff whenever necessary, which proved to be often. Other staff
understandably had little or no grasp of the importance of reception processes. In
conseguence, the treatment of prisoners passing through reception largely depended
on which staff they met.
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1.03 The effects of this discontinuity were evident to inspectors. Initiatives that we
had identified in the previous inspection had either been weakened or fallen into
disuse. For example, not all prisoners received the excellent briefing sheet, which
explained in detail what prisoners should expect from the time of leaving court to
arrival on their wings. Sixty-three per cent of respondents to our prisoner
guestionnaire had not received any written or spoken information. Further, where
before the information had been in various languages, the briefing sheet was now
available only in English. We found that senior staff, unaccustomed to working in
reception and lacking knowledge of its systems and routines, were unable to use the

computer systems.

1.04 Weinspected many of the escorting cellular vans from different companies.
Each compartment we saw was spotless and in good condition, regardless of the
distance travelled. Vans used for court escorts had dlippery seats, unlike the fabric
seats used for longer journeys. Prisoners expressed concern about the lack of seat
belts in these vehicles. We observed prisoners’ progress from the vans and into

reception, which continued to be a busy unit.

1.05 Our prisoner questionnaire showed that:

=  39% said that they were treated well or very well in reception
= 34% said neither well nor badly

»  14% said badly, and

= 8% said very badly.

1.06 Unlike the previous inspection, prisoners were no longer made to stand behind
ayelow line. In genera, there was a good atmosphere with prisoners and officers
exchanging some banter while reception procedures were carried out. On one evening
there had been 66 arrivals, of which 15 were new to imprisonment. There were often
as many as 20 new prisoners arriving on an evening. We noted that prisoners were
not always asked whether this was their first time in prison. This was reflected in the
prisoner questionnaire, which showed that athird of respondents new to prison had
not been asked this question.
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1.07 Undoubtedly the group that suffered most from untrained reception staff were
prisoners who understood or spoke little or no English. Many of them arrived at the
prison direct from court and from Heathrow airport. We observed one such batch
from Heathrow, who arrived, confused and frightened, shivering in short-sleeved
shirts on a cold December evening. We were not confident that sufficient attempts

were made to reassure and calm these men.

1.08 A Prison Reform Trust |leaflet provided some information about prisonsin 15
dialects or languages but this was not specific to Wormwood Scrubs nor was it
relevant to arrival in prison. There were some excellent “ Translation for Reception”
guestionnaires produced some while ago by the Race Relations Liaison Officer at
Canterbury and available in 27 languages. On one night we observed, none of the
staff working in reception knew where these questionnaires were. This did not
happen when regular reception staff were on duty, when trandations were readily

available.

1.09 The language cassette tapes mentioned in our last report were no longer in
evidence. We asked staff several times where these cassettes were. They found them
eventually. Tapeswere availablein 42 languages and dialects. The next hurdle was
locating the single cassette player. When it was found, it had no batteries or a battery
cover and had clearly not been used for some time. The reason given was that the
batteries were needed for the camera used in reception.

1.10 We were given numerous definitions of how, at Wormwood Scrubs, a prisoner
was categorised on the computer as a Foreign National. We have found at many other
prisons that a definition attributed to Foreign Nationals by the first receiving prison
can often be mideading. Inaccurate recording at the outset will waste a great deal of
time later. It will affect or delay an accurate assessment of the prisoner’ s language
and cultural needs at subsequent prisons.
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1.11  Arrangements for handling and recording prisoners personal property were
good and storage procedures were explained. An impressive and vast area housed all
the various suitcases, musical instruments and other possessions regularly

accompanying prisoners arriving at Wormwood Scrubs.

1.12 In spite of heavy use, the entire reception area was clean. All the rubbish from
prisoners passing through and food being eaten in the holding rooms was regularly
and thoroughly cleaned up. The reception cleaners clearly took great pride in their

work.

1.13 During our ingpection, 39% of prisoners were in reception for more than three
hours. The holding rooms varied as to how much information was available. Some
contained posters in many languages, including information about anti-bullying
policies, drug services, The Samaritans, the Listener scheme and race relations. Other
rooms were not so well endowed and there was little to occupy prisoners during
waiting times. No rooms had informative videos that prisoners could watch or
magazines, newspapers or paperbacksto read. Many prisons find several
organisations and people associated with their prison who are happy to provide this

sort of material.

1.14 According to their category and status, prisoners were held in different holding
rooms. Vulnerable prisoners were kept separate and new arrivals were separated from
those returning from courts or transferring from other prisons. We saw tactful and
careful procedures for prisoners who were aleged to have or had been involved in

offences against children.

1.15 Although we were told that al new prisoners were offered a phonecard, in
practice we found that this depended on who was on duty. Fifty-four percent of
prisoners in our questionnaire survey said that they were given an opportunity to make
atelephone call, compared with sixty-three per cent at the last inspection. Although

showers were available in reception, they were not used often. Our recommendation
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to provide modesty clothing had been implemented and towelling bathrobes were
provided to prisoners after they had been strip-searched.

116 The arrangements for providing and serving meals in reception had
considerably improved since the last inspection and late arrivals were offered meals
freshly cooked in the reception microwave. Meal choices included vegetarian and
Halal options. Prisoners serving food in reception had al received training in basic

food handling.

1.17 We were pleased to find that Listeners were still on duty in reception and the
two working there took great pride in their work and their Listener training. Their
first language was Spanish and they spoke excellent English. We saw them putting
many prisoners at ease, reassuring them about what was going to happen to them.
They were easily identifiable by their Listener sweatshirts, which they worewith
pride. They were approachable and had responsibility for handing out clothes as well
serving meals in reception. They specifically watched for anyone looking frightened
or vulnerable and often alerted officers or the health care staff. A separate Listeners
room was available if necessary. In spite of the excellent work of the Listeners, staff
needed to be vigilant and there were ligature points in the holding rooms and shower

areas.

Conclusions

1.18 Wefound that the team of receptionbased officers working in reception were
dedicated and very professional and took great pride in their work. Other officers
who were equally committed but had not been reception-trained and did not often
work in reception sometimes undermined this good work. Reception was
considerably cleaner than at our previous inspection and meal arrangements had
improved. Respect and consideration were evident in the continued presence of
Listeners and the removal of unnecessary barriers to interaction with prisoners. On
the other hand, there had been a diminished provision in the reception process. Staff
were no longer regularly providing briefing sheets to help first-time prisoners through

this difficult period. Hours spent in holding rooms were devoid of stimulation, men
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new to prison were not being identified and offers of atelephone call had dropped

considerably. Previous arrangements for prisoners without English had all but fallen

into disuse.

Recommendations

1.19

1.20

121

1.22

1.23

1.24

1.25

1.26

1.27

The number of reception-based and reception-trained officersshould be
increased.

The explanatory briefing sheet should be reinstated and provided in as

many languages as necessary.

Consideration should be given to installing and wearing seat beltsin

cellular vans.

There should be proper arrangementsto identify people who had not

been in prison before.

All staff working in reception should have race relations training.

Almost all trandated material should be easily accessible and all officers

working in reception should know about and use them.

Several working cassette players should be available in reception.

There should be one set of definitions of a Foreign National and it should
be used consistently acr oss departmentsin Wormwood Scrubs and

throughout the Prison Service.

Information taken at reception should include a prisoner’sfirst language

and, where relevant, whether communication in English is possible.
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1.28 Information should be displayed in all reception holding roomsin the
languages identified most often asthe first language of prisonersarriving

at Wormwood Scrubs.

1.29 Consderation should be given to providing reading material in English
and other languagesin the holding roomsin reception. This could be
supplemented with video information about reception and other prison

procedures.

1.30 All newly-arrived prisoners should be automatically offered a phonecard.
Arrangementsfor Foreign Nationals should be made to enable them to

contact their families over seas soon after arrival in the prison.

1.31 Ligaturepointsin the holding rooms and shower areasin reception
should be assessed as soon as possible.

First Night Arrangements

1.32 Itisvery important that new prisoners receive enough information about the
details of prison life, and especially about their first 24 hours. This enables them to
adjust to and cope with custody, and helps staff detect problems and provide the
necessary support. We believe that, for many prisoners, resettlement begins at
reception. Our inspection in March 1999 found inadequate arrangements for

prisoners spending their first night in Wormwood Scrubs.

1.33 During the weeks of this inspection, a new First Night Officer (Induction
Officer) system started. In this, the officer arrived in reception to greet newly-arrived
prisoners, explained what would happen to them and where they would be located.
We observed one session, in which the officer used asimplelist of questions as a
prompt. The interview was conducted in a quiet room; it was well paced, handled
with sensitivity and allowed the opportunity for the prisoner to raise any concerns he
had. Thiswas also an opportunity to ensure that prisoners received a telephone card.

It was proposed to issue an induction pack as part of the reception process; this would
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begin shortly. Prisoners were given a notepad and pen. The initial assessment by the

First Night Officer was ultimately attached to the prisoner’s history sheet.

1.34 There was some duplication of questioning of the prisoner between the
Reception officer and the First Night Officer. One prisoner had already been issued
with a telephone card from a Reception officer. The principle of First Night
Assessment was a good one but staff were not available to conduct this interview. On

some evenings during the Inspection, they had been diverted to other tasks.

1.35 Inaddition to the Firg Night Assessment, a“First Night Cell Occupancy Risk
Assessment” form had been introduced about three months previously. Reception and
health care staff would complete these. The Orderly Officer would make a fina
decision on the best location for a prisoner. The use of these risk assessment forms

was not widely known among staff on the wings and the forms themselves were filed

in reception.

1.36 In February 2000, we found that prisoners had effectively been abandoned
without being properly introduced to their surroundings and with little or no idea what
was expected of them. There were plans, which had then only just been implemented,
to hold all new receptions in specially designated induction cells for their first night.
These plans were unsatisfactory. Not all prisoners had been located in these cells nor
had they seen the new information booklet kept in their. Further, only one prisoner
had been spoken to by officers on the wing before being locked up.

1.37 Nearly two years later, First Night procedures were norexistent or worse than
last time. Some new prisoners were routinely and inappropriately located on the
Segregation Unit, the Vulnerable Prisoner Unit and in the Max Glatt Centre. The last
provided group psychotherapy to personality disordered prisoners. All these locations
were unsuitable. The inherent dangers of isolating prisoners in segregation cells

cannot be overstated.
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1.38 We spoke to many prisoners after their first night in custody. Those placed in
the Segregation Unit said that these cells were particularly bare and many had felt
very frightened. Some commented that they had heard prisoners being brought down
there under restraint which they found intimidating. Even prisoners who were used to
prison felt frightened.

1.39 Foreign Nationals were particularly vulnerable. Most did not speak English.
Possible experience or knowledge of incarceration in other countries may have made
those first nights at Wormwood Scrubs terrifying. Night patrol staff on all wings were
not routinely told, nor did any of them know, who the new prisoners were or where

they were located.

1.40 Our prisoner questionnaire showed that 34% of prisoners did not feel safe on
their first night in Wormwood Scrubs. The questionnaire also reveaed that 44% did
not know what was going to happen to them on their first day or night (compared to
32% of prisonersin 2000). Prisoners were asked: “Did you feel safe on your first

night here?’. Thelr responses were:

Wormwood Scrubs 2001 (n=110)

Yes 58% (n=64)
No 34% (n=37)
Yesand No 1% (n=1)
Missing information 7% (n=8)

141 Of those claiming to feel safe and giving reasons for this (n=45) these were
having been in prison before and knowing the routine (n=9), being locked up (n=6),
having a good cellmate (n=5), staff being helpful (n=2), knowing people aready
(n=2), being on the Max Glatt unit (n=2). Other reasons were signs on the wall,
cleanliness of the prison, the atmosphere on D wing, having a TV and being on the
VP wing.

1.42 Of those claiming to feel unsafe and providing reasons (n=34), these were not
knowing what to expect (n=6), Reception staff being unhelpful/frightening (n=4), first
time in prison (n=4), heard stories/prison reputation (n=3), health problems (n=2),
being worried about cellmate (n=2). Other reasons included: feeling unsafe, being in
shock, being on detox, being beaten up, being black, being scared of other prisoners
and spending several days on D wing (now on different wing).
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1.43 Prisoners also spoke about the morning after their first night in prison. They

had nothing to do and there was no reading material or any writing implements.

1.44  We met one prisoner who had not been in prison before. Hisfirst night in
prison was spent on the Segregation Unit and he remained there over the weekend.
During this time, he had been brought to B Wing for a 20-minute exercise period. He
talked of additional problems — his telephone card had been stolen in Reception and
he was told to sort this out once he was located on his residential wing. Wing staff
had told him that reception staff should resolve the problem. In the interim, he had
not been able to contact his family. Matters such as this should have been resolved
that night or the following day. Such an example illustrates how the work of
residential staff and Induction staff is central to the well-being of prisoners during
thelr first few days in custody.

Conclusions

145 Weareat aloss to know why the establishment had so clearly failed to make
proper provision for prisoners, especially those new to prison, on their first night
there. The new First Night Officer scheme had yet to get off the ground. Eveninits
infancy, there were signs that its future depended on whether there was sufficient
commitment from staff and managers to make it work. In our estimation, not only
were there no proper arrangements but the locations in which some prisoners were
housed were positively dangerous. The proposed solution for induction cells had
hardly materialised. Many staff continued in their failure to recognise, or to care

about, the effect of imprisonment on many of these individuals.

Recommendations

146 Immediate steps should betaken to provide proper First Night
arrangements. These should include close management of the First Night
Officer system through itsinitial implementation and the issue of a First
Night Pack to all new prisoners.

36



1.47 Risk Assessment Forms should be attached to Personal History sheets and
they should be held on the wing.

148 The useof inappropriate and possibly unsafe locations for first night

prisoners should cease immediately.

149 Intheinterim, wing managersand their staff should makeit their
responsibility to speak to all prisonersarriving on theresidential unit and

to deal with any immediate problemsraised by them.

1.50 Night staff on all residential units must know whether any prisonerswere
gpending their first few nightsin custody and in which cells they had been
placed.

151 All prisonersshould be provided with writing material and some reading
material in English and other languages, to help them through their first
night in custody.

I nduction

1.52 At thetime of the last inspection, a two-stage Induction process was in place.
Stage 1 on A Wing was for all prisoners entering the establishment. Stage 2, held on
B Wing, lasted two days and catered for the needs of newly-sentenced prisoners. The
Induction programme was generally sound. We suggested ways it could be improved
so that al prisoners received induction, regardless of where they were located. We
recommended more frequent delivery, so that any sessions missed by prisoners could
be picked up later. There should be proper arrangements to ensure that prisoners

without English could follow the programme. The process should involve other

departments within the prison.

1.53 At thetime of thisinspection, B Wing had recently been designated as the
Induction wing. There were six Induction Officers, who were responsible for

conducting afirst night assessment and delivering a one-day induction programme.

37



We were told that two officers each day were detailed for Induction and one for
evening duty. Only two officers had received externa training in Induction. The

remainder had to learn from their colleagues over a short period.

1.54 Not al new receptions were immediately located on B Wing; many prisoners
therefore would not receive any formal induction. This was undoubtedly so for lifers,
who were assigned to D Wing. They had a 15-minute induction board in which they
were introduced to some of the prison staff who would be working with them,
including probation, psychology and education. Life-sentenced prisoners need a
formalised induction. This enables them to start to come to terms with their sentence,
understand the significance of alife sentence, understand wing routines and start the

planning process.

1.55 There were agreed procedures in which new receptions located on A Wing
attended B Wing for Induction. Compliance with this procedure could be described
as erratic at best and non-existent at worst. We spoke to many such prisonerson A
Wing who had not been to B Wing nor received any form of formal induction. They
had been given very little information about daily routines or opportunities within the
establishment. They received no general information to enable them to have a picture
of what would happen to them during their time at Wormwood Scrubs. Many
prisoners said that they gained most of their information from other prisoners or by
asking an officer. One prisoner said “ It's not so bad if you've been in prison before,
but first timers are lost, you ¢et told nothing here”. Life-sentenced prisonerson A
Wing said, “they assume that because you' ve been in prison along time that you
know everything there is to know, but al prisons are different; and we need certain

things in writing so that we know what goes on”.

156 Wefound that it was only possible to start using B Wing for induction once
discharges to court and other prisons had been concluded. By this time, many new
prisoners were moved on to other wings. Prisoners not on B Wing for thelr first night

were meant to find their way to the Induction wing during “free-flow”. Officerstold
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us that, in practice, by the time those going to education, work and legal visits had

been unlocked, it was too late to find these new prisoners and direct them to B Wing.

1.57 The extent to which prisoners were not being inducted into the prison was
evident in figures covering three months before this inspection. Between August and
October 2001, there had been 946 new arrivals. Of these, only 27.3% had received
the full one-day induction; 26.3% had received part induction (this excluded the
personal risk assessment) and 39.8% had received no Induction at al. Our prisoner
questionnaire reinforced these findings with 48% of respondents saying that they had
received no Indwction. We met one prisoner identified as being at risk of self-harm

who had been in the prison ten days without being on the Induction programme.

158 We observed one morning session of the Induction programme at which only
three prisoners were present. This session had not run every day throughout the
Inspection. The session, delivered by an Officer, was done from a set of prepared
slides reproduced on paper that covered arange of services available in the prison. A
lot of information was given to prisonersin a short period and they had been issued
with a notepad and pen. The session was delivered with confidence and patience and

the Officer was prepared to take gquestions and to listen to prisoners.

1.59 One prisoner was finding it difficult to concentrate. Many new arrivals will
find the first few days tiring and arduous, not least because of the stress of being in
prison. They may have had a deepless night or be suffering from withdrawal from
substances. The Officer was not sure which staff from other departments would be
attending the session but was expecting representatives from CARATS, Chaplaincy,
Bail Information, Citizens Advice Bureau and Listeners. In that respect, our previous
recommendation that all departments regularly attend induction sessions, was still not
being met. There were handouts, which prisoners could take from the session. As

part of the induction, prisoners were called up to complete an education assessment.

1.60 In the afternoon session of the Induction day, an Induction Officer saw

participants individually. He shared an office with the Bail Information Officer. At
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this meeting, an ‘ Induction and Needs Assessment’ was completed. It was
comprehensive and provided prisoners with an opportunity to raise concerns.
Prisoners were also given an opportunity to make atelephone call if required. At the
interview we observed, the officer was arranging a call for a Foreign National

prisoner.

1.61 It wasentirely inappropriate that the Induction Officer and Bail Information
Officer should have to conduct simultaneous interviews with individual prisonersin
the same small office (previously acell). We aso found that, because of training and
other commitments, the Bail Information Officer could not see all prisoners who

needed help and, mostly, urgent advice on getting bail.

1.62 Responding to the needs of prisoners who could not speak English was a
problem and should not be underestimated. Some induction information had been
trandlated in to other European languages. Induction information had been translated
into sixteen languages with the help of the embassies in London and was soon to be
made available to B wing. Encouragement had recently been given to the use of
Language Line by the Foreign Nationals Governor, but it was still generally believed
to be too expensive and its use had been very limited. Some staff had compiled alist
of prisoners who would be available to assist as translators, although one wing
manager expressed concern over the accuracy of the trandation. There was also alist
of staff who spoke another language. One manager described the prison as ‘ managing

on awing and prayer’.

1.63 The one-day Induction programme gave too little time in which to assess
prisoners. Many would not have assimilated the information over such a short period,
through shock, drug withdrawal or language problems. Prisoners may not
immediately divulge problems during the individual risk assessment meeting.
Following this period, some prisoners may be ready to move on from Induction and
will be conversant with the prison routine. Although a prisoner may have been in
prison before, there should not be an assumption that he will cope. The assessment

process is essential to establishing the readiness of prisoners to move on to normal
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location. Staff involved were concerned that Induction was not given the priority it

required and would be one of the first tasks to be dropped to cover other duties.

Conclusions

1.64 Many prisoners were not receiving Induction. A one-day programme, which
included some risk assessment, was not long enough to make judgements on whether
prisoners were settling in. The promising start made to Induction during our last
inspection had not been sustained. If anything, matters had dipped and staff were
being moved to other duties making any catching up exercise an impossible task.
Participating departments were still not regularly attending Induction sessions and
there was little or no provision for prisoners who did not speak English. This was yet
another initiative that had failed to deliver.

Recommendations
1.65 Staff should betrained to work as Induction Officers.

1.66 Life-sentenced prisonersshould be given a formal induction cour se.

1.67 All prisonersshould be properly inducted, irrespective of wherethey are
located and soon after arrival.

1.68 The prison should consider giving the Bail Information Officerstheir own
office.

1.69 Effortsshould be madeto ensurethat Bail Information Officers see all

potential candidates for bail.
1.70 Werepeat the recommendation that more care should be taken during

induction training to ensurethat prisonerswho do not speak English can

under stand what is going on.
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1.71

1.72

1.73

Consideration should be given to extending Induction for at least two

days during which time prisoners should be closely observed.

Induction staff should not be put to other duties.

The prison should seek the advice and assistance of the Safer Custody

Group in developing a model for the Reception, First Night and Induction

of prisoners.
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CHAPTER TWO

RESIDENTIAL UNITS

Introduction

2.01 There were five residentia wings at Wormwood Scrubs. In this chapter, we
treat them as one for the purposes of describing the accommodation, facilities and life
on thewings. The Vulnerable Prisoner Unit on B Wing has its own section within
this chapter, as does any provision special to life-sentenced prisoners. Thereisalso a
separate section on Foreign Nationals and Detainees. Induction on B Wing has been

separately described in Chapter One.

2.02 Since our last inspection, there had been a change in the types of prisoner

being held on most of the wings.

2.03 A Wing had previoudly held mainly remand prisoners but now contained
convicted and sentenced prisoners. Its operational capacity was 279. On thefirst day
of thisinspection, it housed 272 prisoners, of whom 213 were sentenced and 43 were
remand prisoners. It also held ten life-sentenced prisoners, one civil prisoner® and
five detainees. Of its current number of prisoners, 143 were Foreign Nationals. There
was arapid turnover of prisoners on A Wing of between 12 and 30 prisoners a day,
being either transferred or discharged together with an equivalent number of new

receptions.

2.04 B Wing had previously held sentenced prisoners and had recently been
designated as the Induction wing. Although it could house a maximum of 173 places,
this had been reduced to 169 at the time of the inspection. This was because the wing
had four prisoners who were on the escape list and who had to be housed in single

3 A civil prisoner is someone imprisoned for acivil offence, such as the non-payment of fines
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cells. The prisoner population on B Wing comprised 101 remands or trials, 27
convicted or sentenced and 33 detainees. Foreign Nationals made up 60% of this
population.

2.05 CWing had held Category C sentenced prisoners but now contained a mixture
of sentenced, remand and lifer prisoners, and detainees. The maximum number that

could be accommodated here was 262 and the wing was fully occupied during this

inspection.

2.06 D Wing was being refurbished at the time of our last inspection but had
reopened to hold first stage lifer prisoners. There were 165, of which 111 were

mandatory, 8 were discretionary, 44 were Section 2 automatic and 2 were recalls.

2.07 E Wing had previoudly held the lifer population. Once this had moved to D
Wing, E Wing had been closed because of insufficient staff. When HMP Downview
became awomen’s prison, E Wing accommodated several of Downview’s male
prisoners during August and September 2001. At the time of this inspection, E Wing
had 54 Category C sentenced prisoners, comprising 39 overspill prisoners from HMP
Elmley and 15 prisoners from Wormwood Scrubs itself. The wing was staffed not by
officers from Wormwood Scrubs, but by two teams of officers from HMP Rochester.
It was expected that E Wing would offer temporary accommodation to prisoners from
HMP Belmarsh, from February 2002. Any remaining prisoners on E Wing would be
transferred to other establishments or absorbed into other wings at Wormwood
Scrubs.

Cdls

2.08 All wings had a mixture of single and double cells, the ratios of each type
varying across the wings. A Wing and B Wing had mostly double cells, D Wing and
E Wing had single cells and C Wing had 70 single and 96 double célls.

2.09 There were afew cells used for single occupancy on the first landing of A

Wing; these were designated for life-sentenced prisoners. There were plans to move
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the life-sentenced prisoners and use these single cells for prisoners with an assessed
need or as part of the Incentives and Earned Privileges Scheme. Some single cells
were being used as double cells by the smple addition of bunk beds. The ground
floor of C Wing housed a wheelchair-bound prisoner and a prisoner on the 2s landing
was deaf. Staff ensured that wing arrangements took account of the needs of these

prisoners.

2.10 All cells had their own sanitation and television sets. Some double cells had
en suitetoilets, while others had a rudimentary arrangement for privacy using a
shower curtain. The quality of cell furniture varied, but mostly consisted of a small
storage cupboard for clothes and personal possessions, a small table and two chairs.
The space for two prisoners required to eat in their cells was very restricted. D Wing
had recently been refurbished and, at the time of inspection, only three landings were
inuse. All cellswere equipped with wash basin, toilet, table, bed, chair, two lockers,
adouble electric socket and atelevision. Cells were personalised, there was sensible
use of volumetric control and prisoners were alowed in-cell hobbies and handicrafts.

Some prisoners on B Wing complained that their cells were cold.

211 There was scant information displayed on most wing notice boards and it was
presented only in English. There was, for example, no information about the
complaints procedure or about the Assisted Prison Visits Scheme. On B Wing, most
of the landing notice boards were tidy and contained appropriate information but
some thought should be given to which notices should take prominence. There was
no written policy at Wormwood Scrubs covering the display of offensive materials.
Consequently, there was the potential for prisoners and staff to exercise wide
discretion. There was no policy on smoking in the prison or on the wing and staff

were openly smoking on the landings.
Conclusions

2.12 Single cells continued to be used for two prisoners and sanitary arrangements

in these circumstances were highly inadequate.
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Recommendations

213 Cellsdesigned for one occupant should not be used as double cells.

2.14 Prisonerswho share a cell should havetoilet facilitiesthat are fully

screened.

215 Thereshould bea clear policy on offensive displays, applied acr oss the

wings.

2.16 A smoking policy on residential wings for both prisonersand for staff

should be drawn up and implemented.

Hygiene

2.17 Theoveral standards of cell cleanness were adequate, although individual cell
cleanness varied considerably and some cells had graffiti on their walls. Cleannessin
communal areas also varied across the wings. On A Wing, cleaners kept the
communal areas on the landings immaculate. On C Wing, communal areas could
have been cleaner. Kitchen servery workers told us that after the mea had been
served they were locked in cell. They then had to wait until they were unlocked,
sometimes two hours later, in order to clean the servery. Thetop floor of E Wing was
locked and unused. Therest of E Wing was not kept clean enough. Communal
shower and toilet areas were littered with paper and empty toiletry bottles. The

drinking fountain on the ground floor was filthy.

2.18 Prisoners on these wings could have daily showers during association times
and the ‘domestics sessions. These periods were rarely cancelled and prisoners
confirmed their availability. A Wing had between 8 and 16 showers on each landing
and prisonerstold us that there were rarely any queues for showers. We were told that
the baths on A Wing were unusable. Consequently, they had not been cleaned for
some time and were in an appalling state. Some prisoners would prefer to have the

option of abath.
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219 On D Wing, each landing had six showers and six baths. The condition of
shower and toilet recesses was not aways good. In E Wing, the ceilings in these
areas were flaking. Many prisoners told us the temperature of these showers was
either too hot or too cold. Leaking pipes had resulted in abuild up of mineral deposits

over some of them.

2.20 Kit changetook place at |east once aweek and prisoners clothing generally
appeared to be clean. There were particular problems for A Wing prisoners. Many
items of their kit were in poor condition and had been modified by the prisoners. For
example, some tracksuit bottoms had been crudely cut off below the knee. We were
assured by managers that a supply of new kit was on order. Some A Wing prisoners
felt that the quantity of kit was meagre. We were told by these prisoners that they
were sometimes required to change their kit at the point of exchange, on the landing.
Thiswas to prevent them from collecting some kit, going back to their cells and then

returning to collect more, thus accumulating more than their kit entitlement.

2.21 Bed linen in the cells we saw appeared cleanand in areasonable condition,
although some mattresses were in need of replacement. Prisoners could change their
sheets each week. Residentia units had wing laundries and orderlies were employed
to wash and dry prisoners' clothes. Prisoners on D Wing could wear their own
clothes. On E Wing, the laundry could be used quickly and regularly because of the
low number of prisoners. The equipment itself on all wings was in various states of
disrepair. For example, on C Wing, two of its three washing machines were out of

order and, until recently, one dryer had been inoperable.

2.22 Thefacilities list indicated that personal washing could be done in the wing
laundry. We found this did not apply to remand prisoners. For those who had
visitors, clothes could be handed out for exchange during the week but not at
weekends. Remand prisoners who had no visits needed somewhere to wash their own
clothes. Many purchased washing powder and hand-washed their clothes in their

cells. Thiswas an unsatisfactory and inequitable arrangement.
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2.23  On reception, prisoners received a hygiene pack that contained basic items.
Replacements could be obtained from cleaners on the wing who kept stocks in their
cells. We commented on thisin our last report. On A Wing, access to cleaning
materials depended on the goodwill of individual officers. Delays were attributed to

staff having insufficient time to deal with what were routine wing matters.

Conclusions

2.24 The standards of cleanlinessin cells and in communal areas varied across the
wings and within the wings. On some, prisoners had difficulty in getting cleaning
materials. Most prisoners had daily showers and could change their clothes every
week. The amount of prison clothing issued to prisoners was not necessarily seen by
them as sufficient. Wing laundries were well used, although remand prisoners were
excluded from this facility.

Recommendations
2.25 Thestandardsof cleanliness on all wings should be improved and

cleaning schedules should be adhered to.

2.26 Consideration should be given to making the baths on A Wing functional
again or otherwisetaking them out.

2.27 Theshower recesses on E Wing should be renovated. All wing shower
units should be repaired asrequired and regularly maintained.

2.28 Theamount of clothingissued to prisonersshould be adequate for their

use and should fit them properly.

2.29 Remand prisoners should be allowed to use the wing laundry.

2.30 Cleaning equipment should not be stored in wing cleaners cells.
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2.31 Prisonersshould be encouraged to keep their cells clean and they should

be regularly provided with cleaning materials.

Time out of cell

2.32 Theregularity and timing of wing routines and other wing activities depended
amost entirely on Minimum Staffing Levels (MSLs). The new Governor had
imposed MSLs in the week of our inspection, in order to ensure that certain minimum
essential components of the regime could be delivered. (See aso the chapter on
Management). Without exception, there was no residential unit that provided
prisoners with at least ten hours out of cell. Prisoners who were unemployed spent
most of their time locked up. On days when there was no association, this amounted
to 21 hours.

2.33 Weexamined one day on A Wing and found that 78 prisoners had gone to
education or to work and 20 had attended a one-hour session at the gymnasium.
There were 32 wing cleaners and orderlies. The remaining 160 prisoners were
unemployed.

2.34 On B Wing, 76 prisoners were at education or work and 21 were away from
the wing on visits. There were 30 wing cleaners and orderlies. The remaining 26

prisoners were unemployed.

2.35 There was no access to programmes, workshops or education for the EImley
prisoners on E Wing. Although we were told that the Wormwood Scrubs’ prisoners
had jobs, these were cleaner or orderly jobs. Time out of cell was less at weekends, as
there was no evening association allowed on Saturday and Sunday. For prisoners on

E Wing, this confined them to their cells for a period of 16 hours on these two nights.

2.36 The table below compares the prisoners’ responses to the questions in our

guestionnaire for this inspection and the previous one on how much time they spend

out of their cell.
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Weekday (On any one day) Weekend (On any one day)
Y ear Upto4 hours | 4to8hours Upto4 hours | 4to 8 hours
February 2000 17% 35% 35% 53%
December 2001 | 44% 26% 50% 24%
Conclusions

2.37 Most prisoners spent much of their day locked up in cell. Even those who had
some purposeful activity still spent far too long in cell. Time out of cell was even less

than prisoners experienced in February 2000.

Recommendations
2.38 Prisonersshould have the opportunity of spending at least ten hours out

of cell each day on relevant constructive activity.

Exercise

2.39 Generaly, most prisoners received outdoor exercise every day unless the
weather prohibited it. Any decisionsto cancel exercise periods were authorised by a
senior manager. Prisoners were not supplied with weatherproof clothing and shoes.

B Wing prisoners received afternoon exercise for 45 minutes.

240 The exercise yard was an uninspiring tarmac area in which prisoners walked
round and round or conversed with prisoners on exercise in the adjoining yard. It was
no surprise therefore, that most prisoners chose to remain on the wing. On C Wing,
there was no system in place to record any carcellations of exercise and association

periods. E Wing prisoners who declined exercise were locked in their cells.
241 The table below compares the prisoners’ responses to the question in our

guestionnaire on how many times a week they went out for exercise. Some prisoners

in these replies may have been offered the chance for exercise but had declined it:
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Y ear Up to twice aweek 3to5timesaweek | 6 or more times a week
February 2000 | 12% 3% 83%

December 2001 | 39% 22% 31%

Conclusions

242 There were regular exercise periods every day. No records were kept of
cancelled sessions, so there was no way of telling how often this occurred. Although
most prisoners said that cancellations were rare, the opportunities for daily exercise
had diminished since the last inspection.

Recommendations

243 Prisonersshould be offered daily exercisein the fresh air and be supplied
with weather proof clothing and shoesfor outdoor exercisein bad
weather.

Association

2.44  All wings were expected to provide prisoners with daily periods of association
or other periods to enable them to have showers and make telephone calls. There was
an hour designated for evening association on A Wing from 6.30 pm but little
guarantee that it would take place at that time, if at all. Many prisoners we spoke to
on A Wing had no idea whether there were prescribed times for association. They
assumed that association took place when there were enough staff. Other prisoners on
A Wing thought that they were entitled to association every other day, to enable the
staff to unlock one half of the wing at atime. Even thisrarely happened. On average,
A Wing prisoners were unlocked for association twice each week. At the weekend,
association times for all wings were limited to the hour between 2.00 pm and 3.00 pm,

with no evening association.

245 The table below compares the prisoners’ responses to the question in our
guestionnaire on how many times on average they had association each week
(Monday to Sunday).
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Y ear Uptotwiccaweek | 3to5timesaweek | 6or moretimesaweek

February 2000 8%% 11% 7%

December 2001 | 34% 22% 30%

246 Facilitating association on A Wing was impeded by the inordinate delays in
the serving of the evening meal at 5.30 p.m. (See also the section on Catering). The
system consisted of unlocking two landings at atime, then unlocking prisoners for
legal visits, evening education or religious activity at 6.00 pm before unlocking the
two remaining landings for their meals. This lengthy process meant that many A
Wing prisoners often waited until 7.00 pm and beyond for their evening meals. Any
evening association was considerably shortened as aresult. There were plans to serve
the evening meal at 4.30 pm to get round this problem but this option was equally

unacceptable to us.

247 Across dl wings, adaily “domestic” hour gave an opportunity for association,
to use the telephone, cell cleaning and to shower. This ‘hour’ extended from around
09.45 am to 11.00 am and then from 2.00 pm to 4.15 pm. On al wings, the time was
so arranged that one half of the wing was unlocked in the morning and the other half
of the wing unlocked in the afternoon. The atmosphere on all wings during the
domestic hour was relaxed. Staff generally seemed busy during these times,
responding to prisoners requests and issuing application forms. There seemed little
chance for them to engage with prisoners informally.

248 Linked with the ‘domestic’ hour was the introduction of a regular period of
association between 6.15 pm and 8.00 pm, for each prisoner on aternate days. Times

for this varied across wings, lasting for only an hour on A Wing, for example.

249 When staffing levels fell below minimum levels, as often happened, both the
‘domestic’ hour and evening association were cancelled. Prisoners saw this early
failure as an indication that the new arrangements were unworkable and were not

hopeful that they would see improvements in the short-term. Minimum Staffing
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Levels had similar effects on whether prisoners’ purchases from the prison shop could
be delivered and whether prisoners ever made it to education or work. Thiswas a
disappointing reduction in provision, given our previous findings that daily routines
were being followed scrupulously with no tasks being dropped due to perceived
shortages of staff.

250 The Senior Officer’s Daily Checklist recorded daily activities. For example, it
provided the opportunity to record when exercise had been cancelled and the reasons
for its cancellation. On B Wing, pages were missing from the file that contained these
checklists and therefore it was not possible to establish how often this had occurred.

On some wings, these checklists were not completed.

251 There were telephones on al wings for use by prisoners. Additional
telephones had been installed on A Wing but there were still long queues to use them
on the days following cancellation of domestic hours and association. A Wing had
four telephone booths on the ground floor. Additional telephones at the north end of
each landing were open and had no privacy hoods. Since this area was aso adjacent
to pool tables as well as the showers, it was aimost impossible for prisoners to hear.
This aso applied to al wings except E Wing, which had telephone booths for all its
telephones. Prisoner replies to our questionnaire revealed that 40% of them said that
there were problems using the telephones on residential wings. Reasons for these
were given as. not enough telephones (34%), not enough time to use them (25%),
long queues (14%) and being in cell all day or having no association (11%).

252 The ground floor of E Wing was spacious and it was used as the wing
recreation area. It contained association equipment and board games, consisting of
two table football machines, two pool tables, table tennis equipment and a selection of
board games, including dominoes. All the association equipment was well
maintained. A table and chairs were provided for the use of board games, but there

was no other seating.
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253 Sincetheinstallation of in-cell television, there was no room set aside on A
Wing for general association. Some recreational facilities such as pool tables and
table football had been provided and prisoners said that the facilities were well used
when they were given an opportunity to do so. On A Wing, most prisoners seemed to
prefer smply to spend time together in conversation on their landings during

association.

2.54 On B Wing, some pool tables required recovering. There were association

rooms on the second and third landings of D Wing, which also had televisions.

255 There was adequate supervision by staff during periods of association and
noise levels were reasonable. A Wing staff were approachable and prisoners took the
opportunity to ask them about particular matters. We did not, though, see staff
initiating conversations with prisoners, or making efforts to encourage those prisoners
who chose not to participate in association. There were no records of prisoners’ non
participation in out-of-cell activities. On C Wing, association periods were relaxed
events and there was nothing to suggest that staff felt uneasy about being among a
large group of prisoners.

Conclusions

256 Therewas significantly less association and time out of cell than during our
last inspection. When evening association and the daytime ‘domestic’ periods did
take place, they were relaxed affairs in which staff and prisoners integrated freely.
There were particular problems on A Wing, where meal serving arrangements
resulted in curtailing the precious time available for association. Prisoners on most
wings had difficulty in holding telephone conversations, since few telephones had
privacy hoods. Recreationa facilities, with in-cell television, appeared sufficient to

meet most prisoners needs.

54



Recommendations
257 Mealtimes and movements of prisoners should be co-ordinated and
organised in such a way that it does not delay mealtimes or affect

association periods.
258 Managersshould ensurethat prisonersreach off-wing activities on time
and that wing domestic times and association should be provided every

day.

259 Consderation should be given to providing a separate room on A Wing

for prisoner association.

2.60 All wings should record daily activities and whether any had been

cancelled, with reasons for this.

2.61 Recreational equipment should bein working order and repairsto pool

tables should be carried out as soon as possible.

2.62 Additional seating should be provided on all wing association areas.

2.63 All wing telephones should be in booths or have privacy hoods fitted.

Staff-Prisoner Relations

A Wing

2.64 Most prisoners described the attitude of staff on A Wing as helpful when
approached. They went on to qualify this with an explanation that staff did what they
could with what little time they had. “Staff try their best, but they redlly are short

staffed on thiswing. | feel sorry for them”, one prisoner said. The understanding of
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some prisoners meant that they were less likely to complain, as we were told, “There
really is no point in complaining to staff; they don’'t have the time to do anything
about it anyway”.

2.65 A Wing was managed by a Principal Officer supervised by a Senior Manager;
the latter who had been assigned there shortly before the inspection to assist with
bringing in the new regime. A Senior Officer, working with nine Officers under the
new Minimum Staffing Level, directed the daily routines. Before the introduction of
MSL, staff had been accustomed to working with a Senior Officer and 11 or 12
Officers.

2.66 Many A Wing officerstold us that the reduced staffing levels would have an
adverse impact upon their ability to interact purposefully with prisoners. One officer
said, “We want to engage more with prisoners and management say that they want to
help and encourage us to do so, but they only pay lip-serviceto theidea. The redlity
is that they want the locks, bolts and bars done first and that leaves us with no time to

do any meaningful work with prisoners’.

2.67 Staff were clearly unused to the levels of staffing and interaction with
prisoners that MSLs would require. Some staff said that the new Minimum Staffing
Levels would have an adverse impact upon safety on the wing, “putting officers’ lives
in danger”, as one of them said. Some staff went so far as to say that there was a
constant need for officers to operate in pairs, and that prisoners should be locked up
during the day if they did not have any work. One officer spoke of coming to work
“with afeeling of impending doom”.

2.68 Two officers, who had been suspended from duty for more than two years
pending police investigations, had now returned to A Wing, having beenfound not
guilty of charges made against them. We weretold by staff that these officers had
received no contact from the management at Wormwood Scrubs throughout the

duration of their suspension, and had returned to work without a reintegration plan.

56



There was a great deal of empathy with these officers from others on this wing, and

this situation was having a divisive effect on managers and staff.

2.69 These staff attitudes and fears needed management attention, if more positive

wing relationships were to devel op.

B Wing

2.70  Prisoner-staff relationships were described in various ways by prisoners on B
Wing. There was no evidence that staff were assaulting prisoners but they said that
some officers were verbal bullies — they were disrespectful and sarcastic to prisoners.
Two officers were specifically mentioned as racist in their attitudes. Although
prisoners were not saying there was overt racism, they did express some concerns.
They believed that many staff saw all black prisoners as drug dealers and bullies.
Some prisoners mentioned the body language of staff, others found the way that some
officers impersonated their accents as offensive and disrespectful. It was said that too
many officers brought their problems to work. Other prisonersin this group described

officersin very positive terms. Some regretted having no personal time with officers.

2.71 There appeared to be afunctional relationship between prisoners and the
majority of staff, being neither warm nor hostile. The impression given from
prisoners was that, overall. “Officers tended to leave you alone”. We observed staff
busily dealing with the immediate routine requests from prisoners. Most of their
interactions were short and to the point. These encounters offered staff the chance to

engage with prisoners beyond the matter in hand but none of them took it.

2.72 The staffing complement for B Wing was 42 officers. We were told that there
were only 35 officers, through the effects of light duties, maternity leave and, for four
staff, long-term sickness. One Principa Officer and three Senior Officers managed
thewing. This group included staffing for the Vulnerable Prisoner Unit located at one

end of the wing.
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2.73 Many B Wing staff told us that they did not support the central detailing of
tasks. One manager said that this did not allow him to manage his own staff, since he
would often be alocated staff from other areas. He described himself as more of a
supervisor than a manager. We met a number of staff who said they were “only
covering”. In these circumstances, there was little staff incentive to make a

commitment to a wing when they were unlikely to be there regularly.

C Wing

2.74  Staff-prisoner relationships on C Wing were generally good. The prisoner
group we spoke to said that, although some staff did not approach prisoners, they
would deal with any queries and would not keep prisoners waiting long to resolve
problems. Thiswas confirmed in our conversations with other, individual prisoners.
We observed staff on the wing. Some were static, taking up an observation point and
not speaking to prisoners unless they were spoken to. Others, also on patrol, would
talk to prisoners passing by or would go out of their way to engage with them. When
meals were being served, the difference between these two groups of officers was
clear. Prisonersfelt free to make ‘small talk’ with some officers but would keep their

distance from others.

2.75 The staffing arrangements were consistent with that of other wings and the
impact of central detailing was equally the same. We did not find staff on C Wing
dwelling on these difficulties and many of them just got on and did their work. They
recognised the limitations on them of complying with Minimum Staffing Levels.
Despite this, they were determined, as far as possible, to find ways that would enable
prisoners to have more time out of cell. There was a refreshing openness about many
staff on thiswing that can be attributed to the commitment of the Principal Officer
and most of his Senior Officers.

D Wing
2.76 There was arelaxed atmosphere on D Wing. Some prison officers called
prisoners by their first name and some prisoners knew prison officers by their first

name. It was evident by the way staff spoke to prisoners that good relationships

58



existed. Prisonerstold us that they and staff generally got on well together. However,
we found little to indicate that the prison officers were engaging with prisoners at the
level expected when dealing with life sentence prisoners. On many occasions, we
found prison officers in landing offices reading newspapers or chatting to other staff.
There did not appear to be any supervision of staff. Prisoners complained that they
were often locked up early and unlocked late and we found this to be true. We
observed their being locked up at 4.30 pm instead of 5.00 pm. (See aso the section

on lifers).

2.77 The staffing complement for D Wing was one Principal Officer throughout the
main day, with one Senior Officer and nine Prison Officers. The Senior Officer and
the Prison Officers ran the wing on a full regime, from unlock in the morning to lock
up in the evening. Many prisoners and staff complained about the lack of

management support and direction, and said senior managers rarely visited the wing.

E Wing

2.78 The atmosphere on E Wing was relaxed and cordial. Although the staff team
from HMP Rochester was previously unknown to prisoners, and vice versa, they had
quickly built a good rapport. There was a great dea of interaction and good-natured
banter between them, and officers mingled easily with prisoners outside their offices.
Prisoners regularly approached officers for information or assistance, as well asto
talk.

2.79 Prisonerstold us of the support and assistance they had received from officers.
In one instance, there had been an error in prisoners money. Although staff were not
conversant with the Wormwood Scrubs system, they persevered until the matter had

been resolved. Notwithstanding this, staff were aware of their responsibilities to keep

control and, in this context, they knew their prisoners well.

2.80 Officerson E Wing said that they felt isolated from their home prison as well

as the host establishment. It took time for them to become familiar with the regime
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and local practices and they described themselves as “working blind”. We felt that

this was an apt description of their situation.

Conclusions

2.81 There were some interesting comparisons to be drawn across the wingsin
terms of staff-prisoner relationships and the feelings of staff, and how these affected
the running of the wings. On all wings, there were some staff who were more
resistant to change or who were so demoralised that they felt unable to operate as
effectively as they would wish. The following comments reflect an overall view of

individual wings.

2.82 A Wing came across as staff doing what they felt they could, given the
upheavals of central detailing, Minimum Staffing Levels and staff investigations.
There was limited interaction with prisoners and prisoners themselves accepted what
staff told them about staffing problems. Of all the wings, A Wing staff seemed the
most disgruntled and disaffected.

2.83 Prisoners on B Wing portrayed a picture of staff who were neutral in their
dealings with them. There was little interaction with prisoners and no evidence of
warmth in staff contacts with them. B Wing staff observations were generally about

the difficulties in managing a wing when officers were not regularly on duty there.

2.84 C Wing staff and managers displayed a positive approach to running the wing
irrespective of the turmoil created by central detailing and Minimum Staffing Levels.
Most prisoners on C Wing felt that staff were approachable and helpful.

2.85 On D Wing, the relationships were informal and good but they did not extend
to staff engaging to any significant degree with prisoners. Lack of management

supervision was an important issue for staff and prisoners on D Wing.

2.86 Probably the most interesting findings emerged from E Wing. Here was a

group of prisoners, mainly from another prison, who were being managed by staff
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from athird prison. It could be argued that a shared feeling of isolation contributed to
what seemed to be the most successful partnership in terms of staff-prisoner
relationships. Staff needed help in familiarising themselves with local practices.

Recommendations
2.87 Staff should beled and encouraged to interact more positively with

prisoners.

2.88 Staff should use opportunitiesto create an atmospherein which thereis

regular contact with prisoners.

2.89 Wing senior manager s should visit their wings more frequently and

consideration should be given to locating them on the residential wings.

2.90 Managersshould ensurethat thevisiting staff on E Wing are given help

and support to enable them to carry out their duties effectively.

Personal Officers

291 The personal officer scheme did not formally operate, landing officers taking
thisrole on al wings. They were the first point of contact for prisoners and dealt
initially with applications and any problems. Since there was little continuity of staff,
the opportunity for building up any bond with prisoners was limited. Many staff said
that they had insufficient time to devote to individual prisonersin thisway. None of
the officers on A Wing had undertaken personal officer training while at Wormwood
Scrubs. One view expressed by a manager on B Wing was that prisoners were not
held long enough on the wing for a personal officer scheme to be effective. The
current effects of central detailing meant that staff were not regularly on the wing
either. Prisoners on D Wing had personal case officers (see more in the section on

lifers).

2.92 The quality and frequency of entries on history sheets was variable. Those we
looked at on A Wing contained such entries as, “No management problems’, “No
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discipline problems’ and “Gets on well, lovesto talk”. These reinforced our view of
the dispassionate stance adopted by some staff. The regularity of recordings showed
that officers were making an effort to write in prisoners’ history sheets as part of their

routine duties, and this was a positive step.

2.93 Ononelanding on B Wing, there were only 24 personal records present for the
42 prisoners on that landing. Most of the entries were negative comments. On
another landing, one prisoner who was on F2052SH* was not identified as such on the

wing board in the office. Record keeping on the wing was generally poor.

294 Entrieson C Wing prisoners history sheets were informative, although
subsequent action on some of that information was not always recorded. Background
information contained on E Wing prisoners was scant and the quality of entries was
poor. Consequently, there was very little information that identified specific needs or
goals.

Conclusions

295 There was no proper personal officer scheme in place, athough the landing
officer to some extent became the first point of contact for prisoners. This was a good
basis on which to build relationships but it had little chance while the current daily
allocation of staff continued. Entries on wing history sheets needed to be more
frequent and more balanced to provide atrue picture of prisoner behaviour and

particular needs.

Recommendations
2.96 An effective Personal Officer Scheme should be introduced.

2.97 Thequality and frequency of recording information in prisoners wing

history sheets should improve.

4 A form alerting staff to the fact that a prisoner isjudged to be in danger of harming him or herself or
could be suicidal. Also known asa Self-Harm At-Risk Form.
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Applications, Requests and Complaints

Applications

2.98 Prisonersrequiring any specific services or permission to undertake even
routine needs had to make a formal, and usually written, application to their landing
officer. Blark applications were kept in wing offices. Once completed, they were
posted in a box on the landing, which staff opened each morning. Many prisoners
complained to us of inordinate delays in obtaining replies to applications or of no
response a al. Prisoners on B Wing suggested that staff should carry a notepad, as
many prisoners asked them things as they patrolled the landings.

299 On all wings, we observed landing staff working through written applications.
They were also dealing politely and efficiently with a steady stream of spoken
applications and requests from prisoners coming into the office. Some prisoners,
especially those who had not received induction or who did not understand English,
did not know how the applications system worked. There wasno evidence of any
method of appeal against a decision on an application. Any prisoner on D Wing who
asked what had happened to his application was told to reapply.

2.100 Thelogging of applications varied across wings and depended on who was
dealing with applications on any particular day. Applications on C Wing were
generally dealt with promptly and recorded in landing office books with details of
where any applications had been forwarded. There were few entries in these books

that indicated the outcome or decision on these applications.

2.101 Some officerson A Wing told us that shift paperwork took priority. Others
said that they could not adequately supervise prisoners as well as complete routine
office tasks. The previous designated role of Inmate Services Officer, who dealt with
applications, had been removed. Instead, wing officers were expected to deal with
routine applications. Some officers on A Wing felt that dealing with applications was
the job of an Inmate Services Officer, who had been profiled as the 11th officer.
Consequently, when staffing levels fell below 11, they argued that the Inmate
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Services job would be the first task to be dropped. Staff on A Wing were using
Minimum Staffing Levels as a reason for abdicating responsibility.

Requests and Complaints

2.102 Prisoners wanting to make a formal Request or Complaint had to complete a
separate application form in order to obtain the form for making a Request or
Complaint. The application had to be authorised by the wing Principal Officer or a
senior manager. The intention was to avoid unnecessary waste of time and paperwork
if the matter could be resolved in another way. Prisoners felt that it imposed an
additional hurdle for them to overcome. Since the initial response times of staff
varied corsiderably, this procedure simply lengthened the process for prisoners. On B
Wing, we were told that there was a record kept of all the Request and Complaint
forms asked for and issued by the wing but we found no such record. One prisoner,
also on B Wing, said that that the only time he had used this system, he had waited six
weeks for areply.

Conclusions

2.103 The speed and success with which wing applications were dealt with depended
on individua landing staff. Applications were not being routinely logged nor were
the outcomes being recorded. There was a clear and general lack of trust and
confidence in the Request and Complaint Procedure. Prisoners complained that
responses did not arrive, or were ‘lost’ in the system. Wing display boards contained
no information about this system or about avenues of appeal with bodies other than

the prison.
Recommendations
2.104 When arecorded application remains unresolved, it should be pursued by

landing staff and regularly checked by wing managers.

2.105 Prisoners should beallowed to have a Request or Complaint form without
the need for approval before the form isissued.
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2.106 Managers should regularly monitor wing procedures for applications,

Requests and Complaints.

2.107 Information about the use of Request and Complaint forms, including the
right to confidential access and avenuesfor appeal, should be publicised

on wing notice boards.

Safety

2.108 Some prisoners on al wings said that they felt safe on their residential units
but this did not mean that there were times when they felt unsafe from the actions of
other prisoners. Newly arrived prisoners were not risk assessed before cell
allocations.

2.109 The table below compares the prisoners’ responses to the questions in our
guestionnaire for this inspection and the previous one on how often they felt unsafe in

Wormwood Scrubs.

Frequency February 2000 | December 2001
Most of thetime | 4% 12%

Often 3% 1%

Sometimes 13% 17%

Rarely 9% 5%

Never 69% 51%

Missing 1% 15%

2.110 Throughout the day on A Wing, the sound of in-cell emergency call bells
could frequently be heard. Staff told us that prisoners used their emergency call bells
routinely when they were locked up during the day if they wanted attention and that
these were rarely emergencies. A Wing prisoners agreed that they used their cell-
bells for non-emergencies. It was, they said, because of the long hours spent locked

up and they became frustrated. Staff on A Wing responded to these bells but as a
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routine task and not an emergency. The same was true to a lesser degree on B Wing.
Cell bells were normally responded to within 5 to 10 minutes during the day but more
speedily after evening lock up.

2.111 There were times during wing regimes that could prove unsafe for prisoners,
such as association and when meals were served. There were also areas on the wings
that needed more staff supervision because they were potential sites for bullying and
assaults between prisoners. Showers were a prime example of this need but were

never supervised by staff.

2112 Like other wings, C Wing had treatment periods at least twice each day.
Health care staff dispensed medication from the treatment room on the ground floor of
thewing. The treatment room had a stable-type door, from behind which a nurse
dispensed medication. We were told that treatment periods were rarely supervised by
staff and that, over the six weeks before this inspection, there had been two incidents
involving patients. On 3 November 2001, a patient in the queue outside the treatment
room had seized a bottle of medicine that had just been given to another patient and
made off with it to his cell. By the time staff had responded, the bottle had been
emptied. On another occasion, 6 December 2001, a patient had vaulted over the lower
section of the stable door and had grabbed various medicines. He had smashed
equipment in the treatment room while doing this but had not assaulting the nurse.
We were told that staff shortages meant that treatments could not always be
supervised. On the occasions we observed treatments being dispensed, only once was

amember of staff anywhere near the treatment hatch.

2.113 Weinspected residential areas on one night during thisinspection. The prison
was supervised by a Senior Officer assisted by an Officer. Each wing except E Wing
had an Officer and an Operationa Support Grade (OSG). E Wing had one Officer.

2.114 Knowledge of where suicide kits were located and how to use them in an
emergency varied considerably. Some staff had them to hand and ably demonstrated

their use, others were unclear and, in one instance, an officer said he had never heard
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of them. All the water hose reels on the wings were locked and staff had difficulty
unlocking them and demonstrating how to use them. When staff were asked about the
use of the cell-door inundation hole, they did not know its function or how to release
it.

Conclusions

2.115 Most prisoners regarded residential units as being safe environments but the
proportion who did not was higher than in February 2000. New prisoners were not
risk assessed before being allocated a cell. There were problems about the improper
use by prisoners of cell bells. Staff were not patrolling areas that were likely to be
used by prisoners to intimidate other prisoners or visiting staff such as nurses. Safety

awareness at night was patchy.

Recommendations

2.116 All new prisonersarriving on residential units should be risk assessed
before being allocated to cells.

2.117 Theuseof cdl call belsfor routine issues should be looked into.

2.118 Staff should particularly supervise showers and other important

communal ar eas.

2.119 Staff should supervise prisoners when medication is being dispensed to

patients on residential wings.

2.120 Management should ensure that all staff undertaking night dutiesare

trained in the use of self-harm response kits.
2.121 Consideration should be given to unlocking wing water hoses before

evening duty staff go off duty. All staff undertaking night duties must be

trained in the use of water hoses.
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2.122 All staff who undertake night duties must be trained in the use of cell

door inundation holes.

Vulnerable Prisoner Unit

2.123 The Vulnerable Prisoner Unit was till at one end of B Wing, with 33 célls.
On one day of thisinspection, 34 prisoners were held in the Unit. They comprised 18
determinate-sentenced prisoners, 10 life-sentenced (including 2 sex offenders) and 6

remand prisoners.

2.124 Single cells continued to appear cramped and the closeness of lavatories to
beds emphasised this. Our previous recommendation on cell occupation had not been
adopted and some cells had two occupants. A good standard of housekeeping

prevailed in cells and across the unit as awhole.

2.125 Staff told us that the Vulnerable Prisoner Unit regularly took in new prisoners
(“lodgers’) arriving at Wormwood Scrubs. (See aso the section on First Night
Arrangements). This created additional anxiety for al prisoners. Staff had the
additional burden of ensuring that these temporary occupants received association and

exercise outside the constraints of the VVulnerable Prisoner Unit.

2.126 Co-operation between staff of the Vulnerable Prisoner Unit and the adjoining
mainstream B Wing enabled lodgers to join B Wing for association. Thiswas
potentially disruptive. For instance, if an incident on B Wing required prisonersto
return to cells, the lodgers would be immediately returned to the unit. Genuine
Vulnerable Prisoners would then need to be locked up to prevent contact with the
returning lodgers. We heard that on one occasion, Vulnerable Prisoner Unit staff had
not been aerted to the return of lodgers and only prompt action by aregular

Vulnerable Prisoner Unit officer prevented escalation of the situation.

2.127 Our recommendation from the last inspection that V ulnerable Prisoners should
receive Induction had not been met. Regular Vulnerable Prisoner Unit staff said that
informal structures ensured that some information and advice was given to new
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prisoners. We saw these in operation to good effect but their effect relied heavily on
the personalities and availability of staff on agiven day. It was not a proper substitute

for aformal and consistent programme.

2.128 Staff who worked regularly on the VVulnerable Prisoner Unit had a good
working knowledge of the prisoners on the unit but this did not apply to cross-
deployed staff. A designated Senior Officer had charge of the wing with oversight
and support from the B Wing Principal Officer. The links between these two wing
managers were positive and enthusiastic and this transmitted itself to other staff.

There was a good relationship between prisoners and staff. The wing was clean and

tidly.

2.129 Thedeployment of staff across the prison had similar consequences for the
running of the Vulnerable Prisoner Unit. Inadvertently or otherwise, some staff
conveyed an impression of indifference and lack of interest. At best, they were
unfamiliar with unit routines. Consequently, most tasks were carried out by the few
regular staff on duty. Prisoners, too, were quick to observe these matters and
consequently reserved their queries or communications for the regular staff. This, in
turn, added further to the overload. On some days, this appeared to have a debilitating
effect on otherwise keen and committed officers.

2.130 Regime activities were also affected. Our recommendation that Vulnerable
Prisoners should be able to dine in association had not been adopted, and all meals
were taken in cells. Another recommendation regarding the cancellation of activities
had little chance of implementation given the current staff deployment system.

During one day of the inspection, we noted that the V ulnerable Prisoner Unit had not
enjoyed evening association for the preceding ten days. Decisions to cancel activities

were taken at wing level once the staff availability was known.

2.131 Despite the current circumstances, the wing Senior Officer and staff often
arranged to provide impromptu association and to facilitate telephone time, to

compensate prisoners for loss of regular association. We applaud their initiative. It
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reflected the caring atmosphere created by the regular staff. We also recognise a unit
staff initiative in opening a “charities workshop” to offer work, largely to the life-

sentenced prisoners in the Vulnerable Prisoner Unit.

2.132 Our recommendation to review the applications procedures had been put into
practice and these were consistent with systems across other wings. Wing files
continued to be of variable quality. It was not always possible to identify which
member of staff made entries on the history sheet. There was no evidence of
managers checks of history sheets, which for the most part recorded negative
incidents and “problems’. There was no Personal Officer Scheme in place but unit

officers took on this role.

2.133 At the time of the inspection, there were ten life-sentenced prisoners in the
Vulnerable Prisoner Unit. Although many of them had been accepted by the main
lifer wing in Wormwood Scrubs on transfer, within hours of arrival they had been
relocated in the unit. From then on, it appeared that nothing was being done to
effectively progress the Life Sentence Plans of these men. Their only work activity
was in the charities workshop, which was regularly shut down as aresult of staff
shortage. Offence-related issues were not being tackled. These prisoners were
effectively disowned by the main lifer wing and placed in the care of a unit that was

insufficiently resourced to meet their needs properly.

Conclusions

2.134 The Vulnerable Prisoner Unit provided a generally caring environment and its
regular staff were committed to the general well being of prisoners. The practice of
placing new arrivals on the unit was unhelpful and dangerous. No prisoners on the
Vulnerable Prisoner Unit had received aformal Induction programme. Regime
activities were affected by the central detailing arrangements and Minimum Staffing
Levels. Unit staff initiatives had provided periods of association and other out-of-cell
activities, including employment on the Unit. There was little for life-sentenced

prisoners, who should have been on alifer wing.
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Recommendations

2.135 Cellsdesigned for single occupancy should not house additional prisoners.

2.136 The Vulnerable Prisoner Unit should not be used astemporary over spill

accommodation.

2.137 All prisonerson the Vulnerable Prisoner Unit should receive Induction.

2.138 Vulnerable Prisoners should dinein association within the unit.

2.139 Only senior manager s should make decisions to cancel wing activities.

2.140 Prisoner history files should be maintained systematically and
consistently and should be subject to regular, recorded monitoring by

managers.

2.141 The practice of placing Life Sentenced prisonersfor long periodsin the
Vulnerable Prisoner Unit should cease.

Lifers

2.142 Wormwood Scrubs had shared responsibility with Swaleside prison for taking
all prisoners in southern Britain who had been newly sentenced to life imprisonment.
This first stage meant that the prison had to undertake a full assessment of each of
these prisoners. It then had to place them in an environment that would provide them
with help in coming to terms with their sentence. At this time, prisoners would have
no indication as to when they would be released. Most life-sentenced prisoners were
located on D Wing but some had been housed in the Vulnerable Prisoner Unit.

2.143 There were two other categories of lifers that were not solely held on D Wing
but had links with it. The first was prisoners recently sentenced to life imprisonment
and awaiting allocation to alifer centre, possibly within Wormwood Scrubs itself.

Allocation could take several months. The other group consisted of prisoners who
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had received mandatory life sentences for repeat offending. These prisoners would
normally serve shorter sentences and would have different needs from the other life-

sentenced prisoner categories we have mentioned.

2.144 Details of D Wing staffing and daily routines have been incorporated into the
main sectionon the residentia units earlier in the chapter. What are covered in this

section are matters specifically related to lifers.

Per sonal Case Officers

2.145 Prison officers on D Wing each had a number of prisoners allocated to them as
personal case prisoners. They were expected to get to know these prisoners, to act as
their mentor and their first point of contact for resolving problems. They were also
expected to write reports on the prisoners. History sheets were kept on each landing
for recording contemporaneous notes on prisoners. We found that entries were
gporadic and the observations superficial. There was little to indicate that the prison
officers were engaging with prisoners at the level expected when dealing with life-
sentenced prisoners. When we asked staff why they were not carrying out these tasks,
we were told that they had not been trained in lifer work or in the construction of

reports. In the last year, no prison officer had been trained for lifer work.

2.146 Case officers aso told us they were not profiled time to do thiswork. Despite
this, some found the time to make relevant entries on history sheets and to compile
reports that were meaningful and insightful. The fact that some prison officers,
although perhaps self taught, managed to perform their role as personal case officers

says as much about their attitude to the work as it did of the other case officers.

Probation Contribution on D Wing

2.147 Four Probation Officers were permanently attached to D Wing. Each had a
caseload of about 40 prisoners and offered an excellent service to prisoners. They
worked with them on individual offence-related work, offence analysis and their own
risk assessment. Probation Officers also offered unaccredited courses in anger

management and alcohol abuse. They also met statutory requirements for the
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completion of life sentence plans and constructing F75 reports®. 1t was clear, through
the quality of their work and the high regard that staff and prisoners had for them, that

they were a committed group of people.

Lifer Assessment

2.148 Despite a previous recommendation that psychometric assessment of lifers
should be reintroduced, this still was not taking place; although prisoners who
participated in Enhanced Thinking Skills Courses were assessed. Psychologists wrote
lifer reports, but these rarely included the results of any formal testing. We welcome
the fact that the Prison Service new Life Sentence Plan will require a psychological
screening and prompt further psychometric assessment where indicated. Lifers
beginning their sentences in dispersal prisons are subject to afull assessment battery
that helps to clarify the motive for the offending, where this resides in individual
personality factors or emotional dysfunction. Psychologists in Wormwood Scrubs

should a'so be providing this assessment.

Lifer Liaison

2.149 The Lifer Liaison Officer (LLO) was a Principal Officer. He had an office
above C Wing and had clerical assistance. The Lifer Clerk ran the unit efficiently and
all reports were completed on time. There was a good tracking system in place to
ensure reports were not lost or delayed. Life sentence plans were up-to-date and
neatly filed.

2.150 The Lifer Liaison Officer was responsible for al matters relating to life-
sentenced prisoners and was the liaison point for the Lifer Unit in Prison Service
headquarters. The Lifer Liaison Officer completed risk assessments but complained
that he could not complete them on time. He often had to wait along time (in one
case, up to three years) for the confidential summary dossier to arrive from LU. He

was unaware of the new arrangements for the receipt of offence

® These are sentence planning and assessment reports on lifers that go to the Lifer Management Unit at
Prison Service headquarters
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information directly from the Police. Life-sentenced prisoners on D Wing and the
other wings told us that they did not have regular contact with the Lifer Liaison
Officer.

Newly-sentenced lifers

2.151 The Prison Service had introduced new responsibilities towards potentia lifers
and newly-sentenced lifers for local prison staff. These included liaison with the
senior investigating officer from the local police force handling the case immediately
after sentence, receipt of information about the offence and the opening of the new
Life Sentence Plan. Thiswas a crucial development, which followed
recommendations made in the Joint Thematic Review of Lifers®. Training had been
available to al local prisons for the introduction of this duty from January 2002.
Wormwood Scrubs staff had not been trained and were not aware of their new

responsibilities.

Conclusions

2.152 Life-sentenced prisoners on D Wing and elsewhere at Wormwood Scrubs
were not receiving the level of service from staff that we expect. Case-workers had
not been trained and some took the view that they had not been profiled for this work.
The quality of Probation work and the commitment of Probation staff on the lifer
wing was particularly good. Prison staff were not trained for their new
responsibilities with potential and newly-sentenced lifers. The Lifer Liaison Officer
was not up-to-date with current procedures and was not keeping in touch with his

charges across all wings.

Recommendations
2.153 Prison officers who work with lifers should be properly trained.
2.154 Psychological servicesto lifersat Wormwood Scrubs should be clarified.

A lead on this should be provided by the Lifer Unit at headquarters.

6 LIFERS: A Joint Thematic Review by Her Majesty’ s Inspectorates of Prisons and Probation, 1999,
Home Office, London: The Stationery Office.
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2.155 All staff dealing with newly-sentenced lifers should receive training in

their new responsibilities.

2156 ThelLifer Liaison Officer should hold a weekly surgery on D Wing.

2.157 ThelLifer Liaison Officer should visit life-sentenced prisonerslocated on

other wings mor e often.

Foreign Nationals and Detainees

2.158 At thetime of this inspection, Wormwood Scrubs held 439 foreign nationals,
of whom 45 were detainees. They represented 40% of the total population of the
prison and 60% of the populations of A, B and C Wings, where foreign prisoners were
effectively in the majority. This proportion reflected the proximity of the prison to
Heathrow airport and the high number of arrests for importing drugs and illegal
immigration. There was a large number of Jamaican prisoners who were able to
understand English, though the patois they spoke made communication with some
people difficult.

2.159 A senior manager had been given responsibility for the needs of foreign
nationals. There was evidence of much recent work and of new systems being put
into place to improve the service to foreign prisoners. We mention, in particular, a
recent impressive and comprehensive guide for staff working with foreign nationals.
Its statement of intended purpose was, “to assist staff by providing basic information
about accessing facilities and services for foreign nationals, special arrangementsin
place to meet their needs, and a brief overview of some of the legal issues surrounding

their situations’.
2.160 A Senior Officer on B Wing had produced a first- night information sheet and

induction pack trandated into 15 languages. He got help from various embassy staff
in this. The guide was amost ready for issue.
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2.161 Meanwhile, there was no routine system in place to ensure that prisoners
without English arriving in prison in England for the first time were able to
understand what was happening to them. Although there were trandation tapes
available in several languages to reception staff, these had fallen into disuse. A
system was being introduced to pay prisoners as trandators for notices and handouts.

Currently, there was little material available in other languages.

2.162 For the first time, there was a separate budget to provide works in foreign
languages for the library; £1,000 had recently been spent on books in Albanian,
Arabic, Romanian, Spanish, Turkish and Russian. The additional money would also
cover the use of Language Line’, trandlators and interpreters, as well as a one-day-a-
week service from the Detention Advisory Service (DAS). We found very little use
of any of these services other than the last.

2.163 There were separate groups running on B Wing for Jamaican and Spanish
prisoners, and the Chaplaincy ran a general group for foreign nationals in the
Education department one evening aweek. The prison had established a half-day
induction, and relevant regular assistance with these groups from the local probation
staff. This was specificaly for newly-sentenced foreign prisoners with no United
Kingdom address who had been convicted at Uxbridge or 1sleworth Magistrates
courts. It was impossible to determine what proportion of foreign prisoners this

service reached, although it was likely that many foreign prisoners fell into this
category.

2.164 The provision of telephone calls for foreign prisoners and detainees was
problematical. Under prison rules, these are permitted instead of visits for prisoners
without a United Kingdom address. Such prisoners were, in theory, allowed to have a
five-minute telephone call at public expense if they were unable to pay for telephone
cals. These were not taking place regularly. Prisoners had to make aformal
application for this and the application would be checked against their record of visits
and private cash. If they were eligible, they were called up and alowed to use an

" A national subscription service giving translationsinto English from other languages by telephone.
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official telephone. Calls were made through the switchboard so that the cost could be
calculated for those able to pay. The switchboard was not staffed in the evenings
when it was most convenient from the regime point of view to make the calls. Time
differentials often meant that evenings in the UK were not suitable times for overseas
familiesto receive calls. There was a backlog of applications for telephone calls,

dating back severa months.

2.165 We weretold that cals could not be made during the day because of the lack
of staff. A Chaplain’s assistant had recently been asked to help with making these
calls, to reduce the backlog. At other prisons, phonecards are issued every month to
those who are eligible. This does not meet the prohibitively high charge levied by the

current supplier for overseas calls made from prison pay telephones.

2.166 There were some signs that the service to foreign nationals was beginning to
improve, athough the arrangements at the time of our inspection were inadequate.
There was some evidence that medical needs were disproportionately high among
foreign prisoners. Diversity and racial tolerance and cultural awareness training

should be particularly provided to staff having regular prisoner contact.

Conclusions

2.167 There was a very high number of foreign nationals at Wormwood Scrubs.
Senior managers had recognised that it was time to make specific provision for them
in places such as Reception and the wings. A separate budget had been allocated for
this and there were some separate groups for foreign nationals. A major concern was
the bureaucracy involved in providing a telephone call for a foreign national who did

not have the money to purchase telephone cards.
Recommendations

2.168 Senior manager s should urgently review the current arrangementsfor

foreign nationalsto be able to contact their families abroad at cheap rates.
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2.169 Diversity and cultural awarenesstraining should form part of the weekly

training programme for staff.
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CHAPTER THREE

DUTY OF CARE

Anti-bullying

3.01 Atthetime of the last inspection in February 2000, a revised anti-bullying
strategy had been running for two months. It had had a promising start and was to be
based on a prisoner questionnaire about bullying that had recently been administered.

These findings were not available at the time.

3.02 Almost two years on, we found that anti-bullying monitoring and methods had
largely fallen into disuse. In July 2001, another prisoner survey had been conducted
and its findings were published the following October. Clearly, much work had gone
into the survey and analysis of results. The survey covered 210 (20%) of the
population, although the poor response meant that 94 questionnaires (roughly 10%)
were the basis for the analysis. Some of the main findings of the report were that
victimisation and bullying were not prevalent at Wormwood Scrubs. D Wing (Lifers)
was the most likely location for any bullying that took place. The report
recommendations were predictable: staff awareness through training, use of anti-
bullying posters, training in the use of Bullying forms and prisoner representation at

meetings of the anti-bullying committee.

3.03 At thetime of thisinspection, a new anti-bullying policy document had been
drafted. It wasin itsfina stages of approval before being sent to the Area Manager
for comment. The draft document set out four stages of strategy. These, in essence,
dealt with warnings, specific paperwork, and the responsibilities of landing officers,
wing managers, Security, Physical Education and psychology staff. It was a helpful

document and set the framework within which bullies could be tackled and victims

hel ped.
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3.04 Two other initiatives tied in with thiswork. One was a questionnaire for new
prisoners. It asked them whether this was their first time in prison and their fears
about being there. For relevant prisoners, it asked how well they interacted with other
prisoners during other timesin custody. This questionnaire would be completed
during the induction period after the revised induction package had been

implemented.

3.05 The other initiative was a Social Awareness course designed for participation
by 12 prisoners and two staff as facilitators. It was based on the model already run at
HMP Brixton. The funds for this had been secured and a Physical Education Officer
was taking the lead in starting it. Before the course could be introduced at
Wormwood Scrubs, identified staff required training as facilitators. We were told that
this depended on staff being released for initia training.

3.06 An Anti-Bullying committee, chaired by the Head of Operations, met
infrequently, every two or three months. Minutes of these meetings showed regular
attendance by the Head of Operations, the manager of A Wing and the Samaritans.
Other departmentsrarely attended. There was no link between this committee and the

group that convened to discuss suicide and self- harm.

3.07 Thelong period of police investigations into staff brutality, with some
convictions thereafter, had had an effect. This was evident in the preceding section of
our prisoner questionnaire titled Y our Relationship with Staff” which asks, “If you
were treated badly what would you do?’. Where prisoners were prepared to do

something, amost 50% more would consult their solicitors or speak to their families.

3.08 The section on ‘Personal Safety’ in our prisoner questionnaire provides ample
evidence that prisoners felt less safe now than in 2000 (see also the section on
Residential Units). Most of the respondents who felt unsafe and had encountered
problems came from A, B and D Wings, the Vulnerable Prisoner Unit and the two
Health Care units. These problems did not necessarily arise on their own residential

wings.
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3.09 Inanswer to the question: “Have you been hit, kicked or assaulted by other

prisoners since you have been here?’, prisoners said:

Wormwood Scrubs 2001 (n=110)

Wormwood Scrubs 2000* (n=75)

Wing/Unit Wing/Unit

A wing(32) 3% (n=1) A wing (n=21) 14% (n=3)
B wing (25) 4% (n=1) B wing (n=15) 20% (n=3)
E wing (18) 11% (n=2) Cwing (n=17) 6% (n=1)
D wing (n=18) 22% (n=4)
Health care 2 (n=4) 25% (n=1)
Health care 3 (n=8) 25% (n=2)
VPU (n=6) 17% (n=1)
Max Glatt unit (n=10) 0% (n=0)
Segregation (n=2) 0% (n=0)
Missing location (n=9) 0% (n=0)

Total (75) 5% (n=4) Total (n=110) 14% (n=15)

3.10 Inanswer to the question: “Have you been hit, kicked or assaulted by any
member of staff since you have been here?’, prisoners said:

Wormwood Scrubs 2000* (n=75) Wormwood Scrubs 2001 (n=110)

Wing/Unit Wing/Unit

A wing(32) 0% (n=0) A wing (n=21) 10% (n=2)
B wing (25) 8% (n=2) B wing (n=15) 0% (n=0)
E wing (18) 6% (n=1) Cwing (n=17) 0% (n=0)
D wing (n=18) 0% (n=0)
Health care 2 (n=4) 0% (n=0)
Health care 3 (n=8) 25% (n=2)
VPU (n=6) 17% (n=1)
Max Glatt unit (n=10) 0% (n=0)
Segregation (n=2) 0% (n=0)
Missing location (n=9) 11% (n=1)
Total (75) 4% (n=3) 5% (n=6)

Total (n=110)
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3.11 Inanswer to the question: “Have you had any insulting remarks made by other
prisoners about you, your family or friends since you have been here?’, prisoners

said:

Wormwood Scrubs 2000* (n=75) Wormwood Scrubs 2001 (n=110)

Wing/Unit Yes Wing/Unit Yes

A wing(32) 3% (n=1) A wing (n=21) 24% (n=5)
B wing (25) 16% (n=4) B wing (n=15) 13% (n=2)
E wing (18) 22% (n=4) Cwing (n=17) 12% (n=2)
D wing (n=18) 11% (n=2)
Health care 2 (n=4) 25% (n=1)
Health care 3 (n=8) 13% (n=1)
VPU (n=6) 33% (n=2)
Max Glatt unit (n=10) 50% (n=5)
Segregation (n=2) 0% (n=0)
Missing location (n=9) 22% (n=2)
Total (75) 12% (n=9) 20% (n=22)

Total (n=110)

3.12 Inanswer to the question: “Have you had any insulting remarks made by any
member of staff about you, your family or friends since you have been here?’,

prisoners said:
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Wor mwood Scrubs 2000* (n=75) Wor mwood Scrubs 2001 (n=110)

Wing/Unit Wing/Unit ves

A wing(32) 16% (n=5) A wing (n=21) 19% (n=4)
B wing (25) 20% (n=5) B wing (n=15) 27% (n=4)
E wing (18) 33% (n=6) Cwing (n=17) 0% (n=0)
D wing (n=18) 28% (n=5)
Health care 2 (n=4) 25% (n=1)
Health care 3 (n=8) 50% (n=4)
VPU (n=6) 33% (n=2)
Max Glatt unit (n=10) 0% (n=0)
Segregation (n=2) 0% (n=0)
Missing location (n=9) 22% (n=2)
Total (75) 21% (n=16) 20% (n=22)

Total (n=110)

3.13 It should be noted that in the survey made in 2000, for all these questions,
prisoners were asked about occurrences in the previous 12 months.

3.14 From July to December 2001, there had been nine Security Incident Reports
(SIRs) on prisoners who were currently at Wormwood Scrubs that were specifically
and solely about bullying. Other identified bullies were no longer in the prison.

There were substantially more Security Incident Reports that linked bullying to drugs.

3.15 Of the nine Security Incident Reports, nine were on named bullies and three
were on named victims. Two bullies and two victims were on A Wing, two bullies
and one victim were on B Wing, one bully was on the VVulnerable Prisoner Unit and
four bullies were on C Wing. We looked at the wing history sheets of all these
prisoners. In the case of four bullies and one victim, there was no entry whatsoever
about the incident. In two cases, bullies had been subject to proper measures and the
Bullying Form 1 hed been comprehensively completed and behaviour closely
monitored. These were rare examples of what should have been common practice. In
other cases where bullying had been identified in these Security Incident Reports,

wing staff displayed a complete disregard of the possible consequences of inaction.
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3.16 Thefollowing examples are based on the evidence derived from entriesin
wing history shests.

Example 1: No record of specific bullying but several recorded examples of
aggressive and other bad behaviour on the wing. The prisoner was on Enhanced level

of Incentives and Earned Privileges and was employed as a wing cleaner.

Example 2: The details contained in the Security Incident Report were recorded on
this prisoner’ s wing history sheet. Entriesin his file in the month of this inspection
(December) described him as “surly, threatening, difficult to deal with”. When he
was warned by an officer, he was verbally aggressive towards him and rude. The
history sheet aso records the wing governor saying after another bout of poor
behaviour, “that man has an attitude problem”. This prisoner was also on Enhanced

level of IEP and employed as a wing cleaner.

Example 3: Involves two Spanish speaking co-defendants located in the same cell.
One was identified in a Security Incident Report as a bully and the other as his victim.
(@) the bully — history sheet records him as wanting to speak to the Governor about
bullying. Thistook place with a Listener as trandator. The wing governor’s
comments are recorded thus, “Matter trivial and related to a disagreement between
two Spanish speaking prisoners — must resolve it themselves’

(b) the victim — history sheet states, “upset because he feels he cannot go to education
because co-defendant is intimidating him and attempting to make him plead guilty.
Security Incident Report submitted.” 14 days later another entry: “did not go to

education again this morning. Asked to see a Listener, in alow mood”.

Conclusions

3.17 Our Expectations on anti-bullying require prisoners to feel safe and for staff to

ensure that, as far as possible, prisoners can survive on residential units and elsewhere

without fear of intimidation and assault. There was no discernible policy at

Wormwood Scrubs and the establishment was in-between policies. There was little
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evidence that staff prevented bullying. In addition, in the examples above, the
continuing employment of some prisoners as wing cleaners knowing their
unsuitability allowed these violent men to prey on others at will. Consequently, the
statement that bullying and intimidation was not accepted at the prison was largely

meaningless.

3.18 The stated purpose of the recent prisoner survey was to provide a measure of
the extent and nature of bullying in the prison. This would provide a baseline to
compare against the results of future surveys. Evidence showed that the establishment
had failed to sustain the momentum provided by a promising new strategy supported
by a previous survey. In the circumstances we wondered how the new findings of the
in-house prisoner survey and proposed approach would result in a better outcome for
prisoners. There were questions as to whether staff time would be found to get the
Social Awareness course off the starting block. It would take time for the new policy
to be finalised and agreed and, thereafter for staff training to be implemented. In the
meantime, staff were failing to act even when they had al the evidence necessary to

tackle bullies and help victims.

Recommendations
3.19 Thenew policy on anti-bullying should be published as soon as possible

but itsimplementation should begin now.

3.20 Headsof Security and Heads of Residential wings should review Security
Incident Reportsweekly. They should ensurethat named bullies and
victims are known to wing staff and that appropriate action istaken and

isrecorded.

3.21 All wing manager s should complete areview at least once a month on the
suitability of prisoners employed on the wingsin the context of their

behaviour.

3.22 Wing staff must supervise showers and treatment times.
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3.23 Wing staff must be more vigilant, particularly during association, exercise

and mealtimes.

3.24 Wing manager s should encour age staff to report and record incidentsin
history sheets.

Prevention of Self Harm and Suicide
3.25 Examination of the injury report forms (F213), showed that by far the

commonest cause of injury was self-harm (44%), followed by fights and assaults
(34%). Thisis notably different from two other local prisons we have visited recently

where salf-harm accounted for only 33% of injuries.

3.26 The previous inspection found that although efforts were being made to
improve awareness of self-harm and suicide, more commitment by staff was required
to ensure continuing vigilance. We also recommended the recruitment of more
Listeners and checks on the contents of self- harm response kits. When we returned in
December 2001, there had been some progress. A “Policy Document 2000” included
a Policy Statement and Terms of Reference for the Suicide Awareness Team. It also
set out the responsibilities of staff in recording information on prisoners regarded as
being at risk of self-harm (F2052SH procedures) and the role of Listeners. A self-
audit action plan had recently been completed and target dates to achieve compliance
with nationa policy had been set for the early months of 2002.

3.27 The Psychology and Health Care departments had researched the reasons why
prisoners felt the need to inflict injuries to themselves. For example, it was suggested
that prisoners harmed themselves as a manipulative gesture to be admitted to the
health care centre. Elsewhere it was suggested that this might be because prisoners
are lonely, as officers did not have the time to talk to them. Relationships, attitudes
and cultures differ in each prison. They aso vary with time. These are significant

factors to be addressed in creating a safe environment for prisoners.

86



3.28 Thework being undertaken by Psychology and Health Care in creating a
profile of self-harm in the prison is commended and should be developed further.

This work could contribute significantly to the development of local policy. Senior
managers should also recognise that the existing arrangements for First Night care and
Induction were poor. These failed to provide the level of care that was essential for

prisoners who were liable to injure themselves.

3.29 The Head of Residence chaired the Suicide Awareness Committee. We
attended one meeting and looked at the minutes from the preceding five months. The
meeting we observed was generally well attended by a range of disciplines, including
escort contractors and a Listener. There were no representatives from Education and
Reception and a member of the CARATs® team was present for the first time. The
findings of the research undertaken by the Psychology and Health Care departments
could also feed into the project currently under way by the Safer Custody Group on
the definition of self-harm. One of the aims of thisisto help prisons to record
incidents in a more consistent way. The project will also gather qualitative
information from prisoners. Active Suicide Prevention Teams already know that
showing concern for prisoners and listening to them can be therapeutic in itself. It
minimises the risks of an act of self-harm or, in its extreme form, suicide. The
guestioning process also informs staff when planning for suitable and appropriate

prevention measures.

3.30 Weweretold that 91 staff, including the chairman of the Suicide Awareness
Committee, had received suicide prevention training. In fact, current training records
showed 52 who had completed this training over the previous 12 months, with a
further 100 staff on the waiting list. There was one suicide prevention trainer. We
met a number of staff in residential areas, Health Care and from other disciplines, who

had had no recent training in suicide prevention. On our night visit during this

8 Counselling, Assessment, Referral, Advice and Throughcare services— part of the Prison Service drug
strategy.
87



ingpection, we found that some night staff on wings did not know where the self-harm
response kits were located or how to use them. One officer said that he had never
heard of them.

3.31 A central register that recorded all prisoners on F2052SH procedures was held
in the Segregation Unit. Staff there had been instructed to ensure that F2052SH
reviews were completed on time. There were some doubts as to whether the
Segregation Unit was the best place to keep the register or to monitor the F2052SH
process and this was being reviewed. Since January 2001, 410 forms had been
opened, 25 of which were open at the beginning of thisinspection. Eight of these
prisoners were located in Health Care and seven on B Wing (Remand and Induction).
Eighteen were convicted or sentenced, six were on Remand and one was a detainee.
Three-monthly reports identified the number of incidents, the location and time of the
incident and the methods used to self-harm. The reports also served to highlight the
dangers of dismissing some self-harm behaviour. They questioned the over-reliance
by wing staff on Health Care staff to deal with these prisoners. Ironically, we found
that most incidents of self-harm had taken place in Health Care, which had no resident
Listener. Some new prisoners arriving at the prison had been located there without

any subsequent induction.

3.32 There had been little improvement in the quality of entries in the F2052SH
forms since the previous report. There were many short entries that did not indicate
whether staff had spoken to the prisoner and most were smply recording staff
observations. We did, though, find some very good entries on the F2052SH forms
made by senior managers and we liked the checklist attached to each F2052SH. To
encourage staff, managers should provide written comment in the daily supervision
and support record about the quality staff’s entries on the form. On some wings, we
found F2052SH records lying on desks among other paperwork. A new initiative had
recently been started whereby a CARATS worker saw every prisoner on whom a
F2052SH had been opened.
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3.33 There was no co-ordinated system on residential units for F2052SH reviews.
Wing Principal Officers wsually chaired these reviews and some reviews were beyond
their target date. The meetings were rather haphazard, with no regular attendance
across the various disciplines that should have been contributing to the review
process. Involvement by the prisorer’s family did not appear to have been an option.
Ideally, awing officer, preferably the prisoner’s persona officer, should have spoken
to the prisoner before the review and prepared him for the meeting. The two of them
should attend the review, together with all relevant contributors. Thereafter, the
personal officer should reinforce any care plan. The prisoner would then know what
had taken place and could raise any questions outside the meeting if he wished.

Example 4: We observed one F2052SH review on B Wing. We weretold that it was
difficult to get other disciplinesto attend. An Officer from the landing had been
invited but he said that he did not know the prisoner and did not attend. A
psychologist came but said that she was not routinely involved in reviews. There was
no one from Health Care, although the prisoner had been prescribed medication.
From the meeting and written information, the prisoner’s vulnerability to self-harm
had been heightened because of bullying and because this was his first time in prison.
He had missed canteen because of moves between wings and had only recently been
able to contact his mother. After ten days, he had not yet had any induction. The
simple assurances that the Principal Officer was able to give this prisoner, along with
the promise of some support from Psychology, were enough significantly to reduce
his anxiety. Somebody had listened to him.

3.34 The Listener Suite was in the Health Care Centre and its use was properly
recorded. The suite had been used on 18 occasions in the ten weeks before this
inspection. In most cases, prisoners remained there for one to two hours but there had
been occasions when they had stayed there overnight with two Listeners. The
prisoner needing help and both Listeners needed to be escorted to the suite and
although this had posed problems after lock-up hours, matters had improved.
Listeners said that they experienced delays in returning them to their wings once the
session had been completed and this should be addressed.
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3.35 There were seven Listeners; afurther three were being trained. These were
located on two residential wings and there were none in the Vulnerable Prisoner Unit
or in Health Care. Listeners worked in Reception thus providing new prisoners with
access to some support. Although the number of Listeners had increased since the last
report, this was still insufficient. The Listeners we spoke to felt supported by a
weekly meeting with the Samaritan prison support officer. They thought that, in the
main, staff accepted them, athough one or two officers still struggled with the
confidentiality requirement under which they worked. There were Samaritan posters
displayed next to all telephones but there had been long-standing technical problems
with the Samaritans' direct telephone line. There was scope for promoting the work
of the Listeners throughout the prison and this should be considered. In arecent death
in custody, the Samaritans had not been informed and they should be included in

published arrangements.

Conclusions

3.36 Overadl, there had been limited improvements in the approach to managing
and minimising self-harm. An active Committee and recent in-house research would
pave the way for future interventions. The continuing use of Listenersin Reception
and their inclusion on the Committee were all positive steps. The link with drugs so
that CARATs workers saw all prisoners who had an open F2052SH was a good
initiative. It indicated to us that self-harm and suicide mattered very much to staff and
managers at Wormwood Scrubs. Against that must be set the poor levels of training
and the more worrying aspect of night staff not being fully prepared in case of an

incident.

Recommendations
3.37 All staff should have current training in suicide prevention. Priority
should be given to residential, reception, induction and Health Care staff,

aswell asthose working with prisonerswho are withdrawing from drugs.

3.38 All night staff must be trained in the use of self-harm response kits.

90



3.39 A system should be developed to ensure that F2052SH reviews take place

on time and are multi-disciplinary.

3.40 Each landing office should have a readily identifiable and accessible place

to keep open F2052SH recor ds.

341 MorelListenersshould berecruited and ways explored for recruiting

prisoners from ethnic minority groups.

3.42 Consideration should be given to appointing a Listener liaison officer who

could also promote the work and recruitment of Listeners.

3.43 Intaking Suicide Prevention forward, the prison should seek the support
of the Area Suicide Prevention Co-ordinator.

3.44 Theprison should be funded for a full-time and dedicated suicide
prevention co-ordinator to support itscurrent efforts.

Race Réelations

3.45 Asgpects of race relations were covered under the overall heading of ‘ Foreign
Nationals' in our previous report. The two subjects are dealt with separately here. In
February 2000, we had found a much improved and positive approach to the
understanding and acceptance of diverse cultures. The significant recommendation at
that time was to improve training and awareness. Compared with last time, when the
percentage of minority ethnic prisoners was 41%, this had increased to around 62% in
November 2001. Nine per cent of respondents to our prisoner questionnaire said that

they met racism from other prisoners and 9% from staff.

3.46 Thetotal number of staff employed at Wormwood Scrubs on 3 December
2001 was 553 of whom 453 (82%) described themselves as white. The number of
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ethnic minority staff was higher than we had found in many establishments. The

distribution of ethnic minority staff among prison officer grades was as follows:

Grade Staff in post Ethnic minority staff
Senior Manager 10 0

Principal Officer 19 1 (5%)

Senior Officer 39 1 (2.5%)

Prison Officer 271 24 (9%)

Operational Support | 56 18 (32%)

Grade

TOTAL 395 44 (11%)

3.47 Given these statistics, consideration should be given to positive action to help
ethnic minority staff achieve promotion.

3.48 The Race Relations Management Team (RRMT) met monthly, and was
chaired by a member of the senior management team. We looked at the minutes of
five team meetings in the period June to November 2001. They contained scant
information and recorded little depth of discussion. The quality of the minutes was
poor, statements were unattributed and plans were left unactioned. We found the
Race Relations Management Team undirected, uncoordinated and unsure of its role.
There was no evidence of policy in the making and there was little to suggest the

driving forward of a culture of diversity.

349 Wesaw statistical information provided for the Race Relations Management
Team. It covered details of the numbers of minority ethnic prisoners accommodated
on the various wings, the numbers who worked as orderlies, as mess workers, kitchen
workers and as clearers. There were some gaps in information where “no data was
available”. These gaps applied to the use of Control and Restraint, Incentives and
Earned Privileges, use of gymnasium and Education, CARATS, Release On
Temporary Licence, Home Detention Curfew, transfer out of the establishment and
transfers under the Mental Health Act. In these circumstances, there was insufficient

information to decide whether any remedia action needed to be taken.
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3.50 Although the Race Relations Liaison Officer (RRLO) was not available, we
did meet the Assistant RRLO. He had been suitably trained for this role and was
himself atrainer. He was keen to implement a comprehensive and wide-ranging race
relations policy across the establishment. He possessed a sound grasp of the wider
implications of race, diversity and equality and was highly suitable to take matters

forward.

3.51 The Race Relations Action Plan 2001-2002 was a comprehensive and well laid
out document with clear targets and objectives. Many of its timescales were
unspecific and stated as ‘ongoing’. They should have staged deadlines that can be
monitored. An audit of the Action Plan (titled Annexe I1) was attached to the minutes
of the Race Relations Management Team meeting held on 15 November 2001.
Regrettably, some items in this document were shown as meeting the required
standards athough this was not the case. An example was the requirement to publish

the name of the Race Relations Liaison Officer to staff and prisoners.

3.52 Noticeboards throughout the establishment should display the names, photos
and responsibilities of the Race Relations Liaison Officer, the Assistant RRLO and
chair of the Race Relations Management Team. This simple, yet fundamental,
requirement had not yet been achieved and atarget date of 31 March 2002 had been
set. The same date required information to be provided throughout the establishment
in arange of languages. Many prisoners were unaware of the existence of the Race
Relations Liaison Officer, Race Relations Management Team or the meansto
complain about discrimination. Many staff had not received any race awareness
training during their induction period, although it had been recorded as achieved on
the Action Plan audit.

3.53 Even prisoners who knew about how to make aformal complaint said that
they did not have confidence in the complaints procedure. They felt that nothing
would be done and that they risked being transferred to another prison. There were
locked boxes on wings in which prisoners could post completed complaint forms;

blank forms were available next to these boxes. The Race Rdations Liaison Office
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collected completed forms. We were not confident that prisoners who did not
understand English would receive help from staff in the event that they wanted to
make a complaint. Prisoners described their experiences as ‘ no better or worse’ that

that faced in the wider community.

3.54 Thelibrary displayed some information in other languages, but this was
limited and the selection of books did not adequately reflect the various nationals who
were currently in the prison (although see paragraph 2.162). Meals provided for
Muslim prisoners during Ramadan were generally satisfactory, athough a salad was
hardly a substantial meal when breaking a fast.

Conclusions

3.55 We found national and local policy statements on race relations displayed at
various points in the prison. Despite this, there was limited evidence of the
establishment having embraced the concept of equal opportunities, race relations, and
diversity. The drive and energy to promote good race relations at a strategic level had
dwindled. Theimpetus to keep it aive rested in the hands of some keen and
committed race relations staff and others, rather than promulgation of action based on

policy and operationa guidance from senior managers.

3.56 From thetime they arrived at Wormwood Scrubs, there were inadequate
arrangements for Foreign Nationalsin particular. First Night measures and Induction
should be included in planning for the special needs of this group of prisoners. A
greater commitment in actions as well as words was required from all senior managers

and real direction from the Race Relations Management Team.

Recommendations

3.57 Theroleof the Race Relations Management Team should be re-examined.
Its member ship should contain representation from across all
departments of the prison and include wider representation from the

community.
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3.58

3.59

3.60

3.61

3.62

All members of the Race Relations Management Team should receive full
race and diversity awar eness training, and race relations management

team training.

Minutes of Race Relations M anagement Team meetings should properly
record the gist of discussions and any outcomes and decisions reached.
Action points should also be followed up at subsequent meetings until
they have been accomplished.

The Race Relations M anagement Team should regularly be provided with
afull set of statistical information to inform monitoring across time and

to enable remedial action to be taken where necessary.
Names, photos and responsibilities of the Race Relations Liaison Officer,
the Assistant RRL O and chair of Race Relations Management Team

should be displayed on noticeboards throughout the establishment.

Race relations and diversity training should be delivered to all grades of

staff regularly and without exception.
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CHAPTER FOUR

HEALTH CARE

Introduction
4.01 At our last inspection in February 2000, we were pleased to find a health care

service that had improved in significant respects since our visit in March 1999. On
this occasion, we found a service that had deteriorated from this level in many ways.
Particularly, we were disappointed to find that improvements based on joint working
between prison and the National Health Service were much less apparent at
Wormwood Scrubs. This collaboration is now becoming the norm in prisons across
the country. The failure to progress and, indeed, the regression that we found seemed

to us to be based on a failure of leadership in the health care service.

4.02 Thetask of leading the health care service to a better standard was mede
infinitely more difficult by the failure of the National Health Service (NHS) to
provide adequate supporting clinical services to the prison. Large numbers of patients
with serious mental illness, who should have been in-patients in the NHS mental
health service, were admitted from the courts to the health care centre at Wormwood
Scrubs. There they remained for weeks or months before a suitable National Health
Service bed became available. Thisleft the prison trying to do the National Health
Service' swork without its skills and resources, a situation that cannot but impair the

outcome for these serioudly ill patients. We refer to thisin more detail below.

Staffing

4.03 There were five full-time doctors headed by a senior medical officer. Two
were trained as general practitioners, two had experience in psychiatry but had not
completed specialist training and one, alocum, had surgical experience. There was

also a half-time National Health Service general practitioner. We were not convinced
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that, either in numbers or in a mixture of skills, the medical establishment was suited
to the needs of the patients at Wormwood Scrubs.

4.04 At thetime of thisinspection, the clinical nurse manager (a Registered Mental
Nurse) with responsibility for inpatients had just begun a secondment to the National
Health Service. A Health Care Senior Officer (a Registered General Nurse and
Registered Mental Nurse) was temporarily promoted to Health Care Principal Officer
to fulfil thisrole. In addition, there were two more Health Care Principal Officers,
one with responsibility for operational management, the other with a remit for policy
and clinical audit and other nursing issues as well as primary care and treatment
clinics. There were four Health Care Senior Officers, two of whom had both general
and mental health qualifications. Of the 12 Health Care Officers, three had genera
nurse qualifications and three were trainees. There were six F grade nurses. The
nursing establishment should have included 46 E grade nurses but there were 14
vacancies, which we were told, was an improvement since the beginning of the year.
An agency nurse had been on night duty for three and half years. Inevitably, the
nursing staff were stretched to fulfil just the minimum staff level which quite clearly
had a detrimental effect on patient care. In addition to these problems sickness rates
appeared to be a problem with six staff being absent during our inspection. Doctors
and nurses were assisted by administration staff comprising an Executive Officer, an
Administrative Officer, two SGB2s and one medical typist.

Continuing professional development

4.05 All registered health care professionals are required to keep their skills up to
date as a condition of continued registration. We were pleased to see that the doctors
had formal training plans as part of their annual appraisals and we were told that time
and money were both available for continued training. There was, in our view, some
doubt as to whether al the medical staff were fully trained for the type of work they

were required to do.

4.06 Nurseswere ableto fulfil their continuing professional development and some
had completed degree and diploma courses. Links had been made with the National
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Health Service Education Confederation and nurses were proposing to attend courses
on coronary heart disease and epilepsy. In addition, three Health Care Officers were
attending courses at Broadmoor Hospital.

Clinical Governance and Audit

4.07 Until five months before our visit there had been little work in thisarea. We
were very pleased to find that a newly promoted Principal Officer had taken on this
role and had started to develop an interesting programme of audit. Already some
interesting findings were emerging which, if acted on, should significantly improve

practice.

Health Needs Assessment and working with the National Health
Service

4.08 In common with other London prisons, Wormwood Scrubs had conducted a
simple health needs analysis (HNA) two years ago. These early analyses were limited
in scope. The new Principal Officer, who had conducted some preliminary audits,
had also conducted a more extensive health needs analysis in consultation with the
local health authority. At our last visit, we saw imaginative plans to develop both
primary care and mental health care jointly with the local National Health Service. It

was disappointing to find that no further progress on either project was apparent.

Management of health care

4.09 In both our previous reports, we recorded our concerns about the management
of the health care service. We noted the complexity of the service and recommended
appointing a single overal manager. This person would need high clinical and
management skills and the vision to improve services to patients and develop joint
working with the National Health Service. There was a single overall manager for
health care in post at the time of the inspection. He was not clinically qualified but
was assisted by three nurse qualified Principal Officers.
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The Health Care Centre

4.10 The hedlth care centre was on two floors. The lower was divided between an
out-patient area and award mainly for physicaly ill patients. The upper floor was a
ward for mentaly ill patients. The out-patient area was clean and tidy and generally
suited to its purpose. Closer attention was needed to checking that everything
worked. We found that the hand dryers in the patients' toilets were broken.

H2 Ward

4.11 Theward that housed physically ill patients was in an appalling state. It was
untidy and the floors and walls were far from clean. The toilet annexes in the wards
were dirty and rubbish was strewn on the floor. Mattresses were stained and distorted
by long use, the sheets and pillows were stained and the blankets torn. Not all
patients had lockers and we were told that, if a patient broke one, it could take up to
three months for the prison to provide a replacement. One patient had vomited on the
floor and the vomit had not been cleared up. Staff said that the patient had refused to
use avomit bag or bowl but we saw none by his bed for him to use if he changed his
mind. Storage cupboards in the ward servery contained several loaves of bread past

their ‘use by’ date.

4.12 In short, there was a clear lack of clinical leadership aimed at maintaining
basic standards and, overall, a prison seemingly incapable of maintaining an
acceptable supply system. This was partly through the lack of staff. It also resulted
from the continued use of beds in thisward for ‘lodgers and new receptions until they
could be located onthe main part of the prison. A shortfall of nursing staff meant that
nurses were taken from this ward to work in other areas, so that there was rarely afull
complement. Thiswas demoralising to staff and provided poor care to patients. The
F grade nurse was a so required to undertake office duties as shift co-ordinator. These
included making telephone calls, dealing with transfers and other administrative
duties which could equally have been undertaken by an unqualified Health Care

Officer leaving the nurse to utilise her clinical skills to nurse patients.
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H3 Ward

4.13 Thisupper ward was cleaner and tidier, although again there were problemsin
replacing broken furniture. We were told that better bedding was to be provided but
had been delayed through a service-wide misunderstanding about providing safer
bedding for patients. Aswell asthe mentally ill patients in H3 ward, this floor
contained an eight-bedded detoxification unit, comprising two single rooms and a six-

bedded dormitory. The unit was staffed by one F grade nurse and two E grade nurses.

Regimefor In-Patients

4.14 There was little for the men in the detoxification unit to do and they spent
most of the time lying on their beds locked up. The exercise areafor al in-patients
was unsatisfactory being smply an enclosed tarmac area. There was nothing
therapeutic for patients to do except walk around and nowhere for frailer patients to

gt.

Day Care Service

4.15 At our last visit, we were told of proposals to convert the top floor of the
health care centre into a day hospital, mainly for patients with minor mental iliness. If
day care support were available, they could be managed on general location rather
than asin-patients. We had supported this proposal. It was therefore disappointing
on this visit to find that nothing more had been done and that this ideally suited area
had been taken over by education. Many other prisons have found the benefits of
providing day care. We were pleased to find that the psychiatric nursing outreach

service was still running but with only one nurse.

Wing Treatment Rooms

4.16 Inour previous reports, we were critical of the wing treatment rooms. We
were glad to see on this occasion that the rooms, used for nursing treatments and
doctors' surgeries, were much improved. The only unsatisfactory one was on E Wing
and this was not being used at the time of our vigit; it should remain out of use.
Prisoners were unlocked for treatments according to the list prepared by the co-

ordinator. The list was frequently out of date, which meant that prisoners could miss
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their medication. Our prisoner questionnaires showed that 42% of respondents were
taking prescribed medication. Of these, 33% had experienced problemsin receiving
their medication. Respondents also commented on having to wait too long, lack of

communication or information, rude night staff and getting the wrong medication.

The I n-Patients

4.17 When we inspect prisons with an in-patient unit, we briefly assess the clinical
needs of the current in-patients to decide wherethey should best go. At Wormwood
Scrubs, we assessed the medical records of 31 patients— 19 on H3 and 12 on H2. In
our view, 12 of the 19 patients on H3 should have been in National Health Service
psychiatric care, mainly in medium secure beds. Four of these patients were on the
waiting list for transfer to the local forensic psychiatric service but reports to the court
recorded that ‘no bed was likely to be available in the near future’. Two further
patients, one on H3 and one on H2, would have been suitable for day care while on
general location if this had been available. We were told that, in addition, there was a
patient placed in the segregation unit in the longer term who was awaiting transfer to

one of the high security hospitals.

4.18 Inshort, 45% of in-patients should not have been in the health care centre.
Thirty-nine per cent appeared to have health care needs best met in the National
Health Service secure mental health service. These figures are similar to those we
have found in other local prisons. The shortage of secure psychiatric beds left staff at
Wormwood Scrubs trying to manage an impossible combination of patients. The
same staff had to nurse patients requiring secure psychiatric care and those with
serious physical illness, including one patient awaiting a heart and lung transplant.
Even with separate wards, this mixture would be amost impossible to deal with. We
were assured that additional secure psychiatric beds had been provided. From our
perspective, this had had no significant effect on the numbers of mentally ill people

inappropriately detained in prisons.
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Conclusions

4.19 The health care provision had deteriorated from the promising start in
February 2000. Staffing levels and the appropriateness of qualifications and training
in the context of what staff were doing were still a problem. The pressing need for a
clinical manager had not been addressed. The physical condition of in-patient wards
was appalling and patient regimes, including those who were undergoing
detoxification, were highly unsatisfactory. The additional burden of having to care
for patients requiring proper psychiatric care in National Health Service hospitals was
adrain on an aready under staffed department. There were good signs that audits and
health needs assessments could inform devel opment plans but these required proper

resources to be effective.

Recommendations

4.20 Thenumber of doctorsand the skillsthey need should be reviewed in
light of the findings of the recently-completed health needs analysis. This
review must recognise that primary carein prisons must be given by
doctorstrained in primary care. It also must recognisethat, in
accordance with the health care standards, the care of mentally ill
prisoners should be under the direction of a psychiatrist on the relevant

specialist register.

4.21 Recruitment and retention of nursing staff should be discussed with local

National Health Service nurse managers and the Task Force.

4.22 Toensurethat they can meet the needs of their patients, all directly
employed medical staff should assesstheir need for further professional
development. They should seek the advice of the relevant National Health

Serviceregional Postgraduate Dean in doing so.

4.23 A nursing strategy should be developed taking into account current
nursing practice developments and the required education and training

programmes.
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4.24

4.25

4.26

4.27

4.28

4.29

4.30

431

4.32

4.33

The health needs analysis should form the basis for future developments

in the health care service.

The plansfor the development of primary care and mental health care

should be re-examined.

We repeat our previous recommendationsto appoint a senior clinical
manager who has an under standing of the needs of a community hospital
aswell asan in-patient psychiatric unit. The Governor should at |least
involve theregional health caretask forcein evaluating the existing

management structure and identifying gaps in management expertise.

There should be regular checks on the functioning of equipment in the

health care centre and any repairs should be made promptly.

Health care beds should be removed from the Certified Normal

Accommodation.

Thenumber of admissionsto H2 ward should take account of the staffing

level so that nursing careisnot compromised.

Therole of the shift co-ordinator should be reviewed.

A suitable regime should be designed for the detoxification unit.

Thein-patient exercise area should provide occupation and diversion and

should cater for frail aswell as able patients.

Werepeat our support for developing a day care service. Thisservice

should bereviewed in light of the health needs assessment.
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4.34 Theprovision of treatment lists should be reviewed.

4.35 Thereshould be urgent discussions between the Prison Service and the
Department of Health on the clinically suitable location of mentally

disordered people who come befor e the courts.

4.36 Thecauses and locations of injuries should be audited and the findings

regularly reviewed.

Good Practice
4.37 APrincipal Officer had been appointed to undertake clinical audits.

Pharmacy

4.38 The pharmacy department continued to provide a good standard of
pharmaceutical care, building further on the progress made following the previous
two unannounced inspections. Two of the most recent recommendations had been put
into practice. On the remaining two recommendations, drug charts were still not
being completed or correctly endorsed when medication was either issued or
administered to patients by nursing staff at the wing treatment rooms. Systems were
in place to account for the access to drugs out of hours. The logging of keys and
items taken from the emergency drug cupboard were not routinely followed. This
caused auditing problems for the pharmacy staff although any removal of medication

without the suitable recording requirements was now pursued formally.

4.39 We looked at treatment rooms. The one on A Wing had been provided with
running water. The drug cupboards in some rooms had been left unlocked and some

had defective locks thus making them difficult to secure.
440 The pharmacy staff hoped to be able to influence developing health servicesin

the future. Since the last visit, the pharmacist had completed the prescribing
formulary. Pharmacy staff appeared to be more accepted and they were actively
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involved as members of the health care team at the prison. This would undoubtedly

benefit the provision of health care to patients in Wormwood Scrubs.

Conclusions
441 The pharmacy department continued to provide a good service and pharmacy

staff played an active part in the overall development of health care provision.

Recommendations

4.42 Drug charts should be completed whenever medication isissued,
including for special sick. An entry should be made to reflect medication
that isdue but has not been issued, either because the patient refused

treatment or did not collect it.

4.43 The pharmacy, in conjunction with the Head of Health Care, should

ensur e rigor ous security systems and accountability for drugs.

4.44  All drug cupboards should be locked when not in use and defective locks
should be reported and repaired immediately.

Dental Services

4.45 Our ingpection of the dental facilities was constrained by the absence of the
practitioner, who was not on duty on the day selected for the inspection. Further, the
keys to the dental cabinetry were held by the practitioner and health care staff were
unable to find duplicates.

4.46 Fifty-nine per cent of respondents to our prisoner questionnaire had not found
it easy to see the dentist. Of those who had received dental consultation, 34% found
the quality of treatment to be good and 30% said that it was neither good nor bad.
Two of the three recommendations contained in the previous inspection report had not
been achieved. These required re-siting the emergency call button and improvements

to the patients' waiting area. We repeat these recommendations below.
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4.47 Dental care was provided under the National Health Service's General Dental
Services regulations. The dental surgeon attended for six sessions per week and the
waiting list for treatment appeared to be reasonable, under two weeks. Emergencies
were seen at the next available session. Out of hours emergencies were seen either by
the practitioner, or in her absence, by someone from her practice. We were told that a
full course of treatment for oral health was offered to al patients sentenced to over six

months” imprisonment. This was in accordance with present policies.

448 These dental facilities had been inspected by Hammersmith, Ealing and
Hounslow Health Authority over the previous 12 months. The Dental Adviser to the
Health Authority expressed satisfaction with the facilities for providing dentistry
under the General Dental Services regulations. Sterilising of instruments was by
autoclave. Certification of the equipment, including radiographic, was complete and
current. The floor and parts of the dental unit were dirty with accumulations of
debris.

Conclusions

449 Dental services at Wormwood Scrubs provided arange of treatments. Waiting
times did not reflect the dissatisfaction expressed by some respondents to our prisoner
guestionnaire.

Recommendations
450 Duplicate keysfor the dental surgery cabinetry should be kept in the

Health Care Office.

451 Theemergency call button must be moved to a mor e suitable position

easily accessible from the operating ar ea.

452 Thewaiting areafor patients should be improved and health and dental
education material should be displayed.
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453 A protocol for thethorough cleaning of the floor and the dental unit
should be agreed with health care managers.
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CHAPTER FIVE

ACTIVITIESAND SERVICES

Education
5.01 Inour prisoner questionnaire, 45% of respondents had received some
education or training at Wormwood Scrubs. Amersham and Wycombe College had

held the contract for educational provision since 1999.

Staff and M anaging Education

5.02 The Education Mareger was part of the management team and was able to link
with other departmentsin the prison. The education department consisted of 5 full-
time and 41 part-time staff. All were suitably qualified and well motivated but there
was long-term sickness as well as problems in recruiting staff. Local pay rates outside
the prison were said to be significantly higher. All staff had a training plan and one
teacher had just completed training for work with dyslexics. An educationd
programme for the wider prison population was being introduced, mainly on literacy,
numeracy, information technology, and life skills. Staff had had much to learn and
there were signs of strain.

5.03 Contract compliance had been generally good and accreditation had been
reaching the Key Performance Targets. As we have pointed out in numerous
inspection reports on prisons up and down the country the emphasis on Level 2 targets
did not reflect the attainment profile of the students or their likely length of stay.
There had been many new developments, some of which were being well managed
with targets and action plans. The new Pathfinder programme was well organised and
managed. An appropriate programme of English for speakers of other languages had
been developed, with new examination targets. Other developments lacked action

plans and staff were becoming overloaded. The implementation of a Self- Assessment
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programme was well under way. Classroom observation of tutors had started but was
not keeping to time. The renewal of the Basic SkillsAgency’s Quality Mark (‘Q
Mark’) was aso well behind time.

Induction

5.04 There were twice-daily induction sessions for education but attendance was
poor and much time was lost. We observed a session in a small room on aresidential
wing. Only 4 of the 14 listed attended and of those, only 1 thought he had been on the
main prison induction programme beforehand. The tutor spent an excessive amount
of time tracking down absent students, which meant the session started very late.
Diligent chasing paid dividends and nearly all prisoners eventually went through the

education induction session.

5.05 After aninitial briefing, students undertook the Basic Skills Agency tests.
They were then individually given an informal interview and invited to apply for
education. Because of the shortage of places on courses, students were advised that
they would be placed on awaiting list for many subjects, especially computing. Some
were advised to apply for work in the interim. On the last day of the inspection, there
was awaiting list of 99 for various classes. A simple legaflet listed the courses
available but it had not been trandated into other languages.

5.06 The assessment results portrayed a diverse population with many low
achieversin literacy and numeracy. In the preceding six months, 58% had been
assessed as at being only at Entry level or below and only 27% were above level 1.

No follow-on diagnostic tests were used to identify causes such as dysexia.

Daytime and Evening Classes

5.07 The main daytime curriculum was neither broad nor balanced. It provided
insufficient opportunity for expressive or creative work, or for higher level work. It
was narrowly focused on accredited basic skills, key skills, English for speakers of
other languages, information technology and life skills including some art. There was

very little provision at all for the substantial population of lifers, just a few externally-
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funded distance learning courses plus a few places in the basic classes. Some
outreach work was provided for patierts in the hospital wards and for vulnerable
prisoners. The morning programme catered for about 100 at atime, in 12 classes.
Additionally, small numbers were provided for in the vulnerable prisoners wing and
the hospital. The afternoon programme catered for 80.

5.08 The daytime programme included four classes on a new, externally-funded
Pathways programme in basic skills. Three-week courses for those with greatest
literacy and numeracy limitations introduced basic skills and key skills. These classes
were effectively ‘roll-on roll-off’ workshops. Longer courses, lasting nine weeks,
were more stable and offered progression. There was a sound, progressive scheme of
English for speakers of other languages (ESOL ), which included individual tuition as
well as classes leading to the English Speaking Board accreditation. Students could
also progressto basic or key skills classes. Evening tuition offered a wider range,
with only limited opportunities for expressive and creative work. This catered for
about 60 students.

5.09 The amount of education on offer was much less than the identified needs,
even for the limited curriculum. The prison population was amost 1,000 and, at a
maximum, there were spaces in education for fewer than 260 students per day. The
tuition was mostly in half-day programmes, amounting to either 12.5 hours or 11.25

hours weekly.

Quality

5.10 The quality of the work seen was mostly good and appreciated by students.
Sixty per cent of respondents who were attending education and training found the
quality to be good. There were varied activities, including group, pair and individual
work, class or small group teaching. There was a sense of purpose, and students and
staff worked well together. The range of resources in use was narrow with no
information technology and few books, magazines or newspapers. We did not see any

use of video. Students had personal folders with completed action plans, although

110



some targets were far too general to guide their work. The system of ticking against a
heading “Listening Skills’ provided too little detail.

5.11 Inthe best classes, planning and record keeping were sound, staff had
established excellent relationships with their students involving mutual respect and
work was done intensively throughout lengthy sessions. Success was praised and
there was a proper ceremony when certificates were awarded. Students responded
well and many were working enthusiastically and taking work back to their cells

between sessions.

5.12 In classes with weaknesses, staff were less prepared for their particular
students or the resources available were poor. Some classes had several teachers
during a week and continuity was not always well enough managed. Too much of the
content in both basic skills and key skills was mechanical and lacked the stimulus of
relevant contexts. The department was not involved in preparation for release or
resettlement.

Attendance at Classes

5.13 The greatest problem in delivering a proper education programme undoubtedly
lay in the inability to get students to classes on time, students failing to attend and
classes being cancelled. Prisoners told our inspectors that residential staff did not
always unlock for classes and that classes, especially evening ones, were regularly
cancelled. For prisoners who worked during the day, evening classes provided the

only opportunity for education and accreditation.

5.14 During this inspection, cancellations were above average and included the loss
of one complete day and two evenings. One wing had not delivered any students for
an afternoon’s programme. Afternoon classes were prone to start late; nearly a
quarter of the planned time was lost on one session. Classes we observed contained
an average of 5 students, reflecting about 40% of those expected by the tutors
although registers listed more. In practice, the Education department tried to

compensate for this by calling for higher numbers than they could accommodate. An
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example of this occurred one morning when the total roll number for education was
177. Up to 16 studeris were called for classes that could only accommodate 10. The
final attendance in total amounted to fewer than 100. Evening classes were

particularly likely to be cancelled. Class registers confirmed that this was common.

Accommodation

5.15 The main education programme and induction were delivered in a coherent
suite of 12 good-sized rooms and in a classroom in the kitchen area. Furnishing and
storage were adequate but some of the lighting was poor. Display was limited and
there was a dull quality to the setting. Space used for outreach varied from a sparsely
supplied art room — a small, inadequately furnished side-room on awing — to an open
corridor area where other prisoners came to listen or join in. There were plansto

create an additional suite of rooms for education.

Resour ces and Information

5.16 The costs of the growing assessment programme had left the budget depleted
for buying-in learning resources. There were too few books, practical materials and
materials relevant to the students' interests. Information technology provision was
poor and there was little to support the wider curriculum. Laptop computers had been
provided to support outreach work but the specialist information technology groups
were short of printers and CD-ROM drives. Software was adequate for the
information technology curriculum but there were few materials to supporting the rest

of the curriculum. The photocopier was unreliable.

5.17 Overdl, management information was not robust enough to monitor
effectively trends and patterns that would assist in modelling the curriculum to the
needs of the potential students. There was no system that accurately monitored the
loss of teaching time through lateness and partial attendance or to identify the reasons
for this so that they could be dealt with. There was insufficient information to allow
the length of courses to be related to students' length of stay.
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Conclusions

5.18 The education department continued to provide classes for prisoners who had
little or no achievement in literacy and numeracy. The curriculum was heavily biased
in favour of these people. Prisoners who had reached higher levels of educational
attainment found little in the curriculum to entice them. Life-sentenced prisoners,
Vulnerable Prisoners and patients in the hospital wards did not recelve a comparable
level of attention to prisoners on the main residential wings. Although the department
was integrated into the work of the prison, it had not figured in any plans to resettle or
reintegrate prisoners back into society. The most significant barrier to education at
Wormwood Scrubs came from the failure to get students to classes in time and the

cancellation of classes.

Recommendations
519 Leve 2targetsand the education contract should be reviewed in thelight
of students' needs.

5.20 Thebalance of full-timeto part-time staff should be reviewed.

5.21 Theinduction process should be reviewed and it should include more

compr ehensive assessment and mor e multi-lingual materials.

5.22 Thecontract and the curriculum should be reviewed in the light of the
published assessed needs.

5.23 Individual Learning Plans should be mor e specific, making them a useful

information tool to plan future learning.

5.24 Consderation should be given for greater use of interesting projects,

library and computing resour ces.

5.25 Theeducation department should beincluded in providing information

and coursesthat prepared prisonersfor release and resettlement.
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5.26 Arrangementsto get studentsfrom residential wings and into classes
should be reviewed.

5.27 Attention should be given to the infor mation systems, to ensure they
provide accurate relevant information for the management of education
by the establishment or the department.

Library
5.28 Twenty-six per cent of respondents to our prisoner questionnaire said that they

had trouble in getting access to the library. This difficulty had been noted in our last
inspection report.

5.29 There continued to be two libraries — the main one and a smaller one on B
Wing for remand prisoners. The professiona librarian was on duty for 30 hours
weekly. In addition, there were two officer librarians and four orderlies, with an
additional orderly for the B Wing library. There was atimetable of planned access to
the libraries. This made provision for vulnerable prisoners and in-patients in the
hospital wards. All movementsto the library were dependent on the availability of
residential staff and figures showed irregular attendance, poor attendance and alow

level of borrowing by prisoners.

5.30 Themain library was adequately stocked with a range of books for borrowing,
although shortages of non-fiction were reported. There was an adeguate range of
books in the smaller library on B Wing. Effective efforts had been made to respond to
the constantly changing language materials needed by the population of foreign
nationals, partly through consortium arrangements with other London prisons, and
partly through contact with embassies. There had been special events, too. The
limited space for research and for study limited the use made of the libraryas a

learning resource.
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Conclusions

5.31 There were continuing difficulties in getting prisoners unlocked for their
allocated library periods. Poor attendance and the failure to develop the library as an
effective learning resource left it underused. On the positive side, there had been
considerable achievements in providing suitable reading material for the culturally

diverse prisoner population.

Recommendations

5.32 All prisoners should have equal and regular accessto thelibrary.

5.33 Thelibrary should be developed to support the necessary developmentsin

the education curriculum.

Employment

5.34  Under “Purposeful Activity”, our prisoner questionnaire showed that 42% of
respondents reported having jobs in the prison. Forty-nine per cent said they had no
job; twenty-two per cent had applied for jobs. Fifty-four per cent of prison jobholders
said that the jobs did not provide skills and experience that would be useful to them
on release.

5.35 The Head of Residence was responsible for education, work and skill training.
The Industrial Manager had day to day responsibility for work and training activities.
There were approximately 1,000 opportunities for purposeful activities and, on
average, 80% of places were regularly taken up. In addition to full time education and
training, prisoners also worked as wing cleaners, orderlies, garden workers and
servery assistants. Prisoners over the age of 55 were considered to be retired and

were therefore not counted as participating in purposeful activities.

5.36 Although the intentionwas to provide the maximum number of employment
opportunities, some jobs were clearly over-staffed. For example, 13 prisoners were
employed as servery workers on C Wing. At one time, nine of them were behind the

servery. This posed safety problems and caused confusion and slow service.

115



5.37 New arrivals at Wormwood Scrubs were given a basic skills assessment and
then referred to the Sentence Management Unit for allocation to education or
employment. Although the prison attempted to meet the preferences of prisoners,
there were instances where prisoners were referred to unsuitable employment. One
prisoner had metal plates in his arms, making him incapable of lifting, but was placed
in the aluminium assembly and fabrication workshop. In another instance, a prisoner
with arthritis was placed in a similar workshop. The results of initial assessments
were not routinely communicated to workshop or training staff and therefore did not
inform individual training plans. Training activities were properly recorded.
Prisoners who continued to benefit from training were allowed to remain at

Wormwood Scrubs to continue that training.

5.38  Six workshops provided employment opportunities. They consisted of a
laundry, atailor’s workshop and four workshops devoted to the assembly and
fabrication of primary and secondary glazing units for use in prisons. The standard of
health and safety was good and most prisoners had been trained in the wearing of
protective clothing. There was adequate training in the use of equipment inall
working areas and this was recorded. Relationships between staff and prisoners were

excellent and clearly contributed to the high level of motivation exhibited.

5.39 Many prisoners attending full time employment were unable to attend
education during the working day. There was little support for those requiring basic
education and there was an over-reliance on workshop staff to provideit. Thiswas
especially evident where basic numeracy was needed in the assembly and fabrication
workshop. When there were staff shortages, prisoners could not go to work. This
time could be usefully put towards additional education.
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Conclusions

5.40

There was a reasonable amount of employment for prisoners. Where specific

skills were being provided, achievements were properly recorded. Relationships

between workers and trainers were very good, providing the motivation for the

acquisition of certificated skills for those who wanted them. Workers who needed

help in basic learning skills were not properly being identified and helped.

Recommendations

541

5.42

5.43

5.44

5.45

5.46

The retirement age should be reviewed to allow prisonersover the age of

55totake part in purposeful activities.

The allocation of prisonersto employment should be reviewed to ensure

realistic numbers at any onetime.

Theinitial assessment process should include some form of assessment of
manual skill.

The results of initial assessments should routinely be communicated to

workshop or training staff, to enable prisoners’ individual training plans.

The prison should have arrangements wher eby prisoners can develop

basic skillsin the workplace.

Consideration should be given to using the time that would have been

spent in wor kshops towar ds additional education provision.

Good Practice

5.47

Prisoners who continued to benefit from skill training were allowed to remain

at Wormwood Scrubs to continue that training.
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Skills Training

5.48 At the previous inspection in February 2000, we found no strategy for
developing National Vocational Qualifications and key skills within the prison.
Almost two years later, although there had been meetings and informal discussion,
there was still no formal strategy for implementation. Some progress had been made
and staff had attended a course provided by an external institution to raise awareness
of National Vocational Qualifications. There was a clear intention to develop these

activities but they were along way from being developed and implemented.

Catering Training

549 Of the 42 prisoners working in the kitchen, only 4 were working towards
achieving aqualification. Prisonerson the National Vocational Qualifications
programme were progressing well and working to a high standard. Training had been
developed to meet their specific and individual needs. Kitchen staff had a positive
and committed approach to learning. They worked with the education department to
provide basic skillstraining. Thus, excellent support was being given to those who
could not read or write. This learning opportunity was open to all prison workers.
Learning materials for basic skills had been designed around aspects of the kitchen.
The course was run in the kitchen classroom, with a separate study room that was also
used by students and assessors to discuss their progress. Portfolios were well

developed and of good quality.

Industrial Cleaning

5,50 The plansto introduce an industrial cleaning course had materialised. The
area used for training was well supplied, with a wide range of equipment and training
materials. There was only one member of staff suitably experienced and trained but
there were plans to recruit an additional trainer. Prisoners followed the British
Institute of Cleaning Services (BICS) Cleaning Operators Proficiency Certificate at
levels 1 and 2. Most course completions were at levels 1 and 2. More significantly,
severa prisoners were qualified to assessor standard and were used in this capacity.

The staff trainer regularly attended conferences to ensure that work practices were up
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to date and that industrial standards were being maintained. Externally certificated

courses in biohazard decontamination had also been provided for prisoners.

Laundry

5,51 Thelaundry serviced the whole prison. There were now only two members of
staff. Consequently, a maximum of 30 prisoners could be employed at any one time.
No recognised qualification was on offer and there were no plans to introduce any
formal training. At the time of this inspection, one member of staff was on leave and
therefore numbers working in the laundry were further reduced. Safety should be
monitored. We found that prisoners were alowed to dispense with protective overalls

and one prisoner was wearing shorts.

Tailoring

5.52 Facilitiesin the tailoring workshop were good and the prison had contracts for
the production of curtains for other prisons. This gave prisoners the opportunity to
learn cutting and sewing. Other tasks included making pillowcases. There was aso a
contract for the refurbishment of audio headphones for an airline. Although this work
was mundane, involving replacing sponge earpieces, coiling cables and packaging,
prisoners could earn up to £35 aweek. Not surprisingly, there was awaiting list for
this work and prisoners often transferred from other work areasto do it. There were
two qualified and experienced members of staff in this workshop. A City and Guilds
7802 in fashion was offered to prisoners, one member of staff being responsible for
teaching theory in the evenings and on one morning per week. The standard of
portfolios and practical work was of an extremely high quality and six prisoners had
achieved the qualification each year for the last two years.

Aluminium Assembly and Fabrication

5.53  Four workshops produced aluminium glazing units. Most were well equipped
but storage areas were limited. New storage areas were in various stages of
construction. One workshop was used for cutting and the other three for the assembly
of arange of primary and secondary glazing windows and door units. The finished

products were for use in other prisons. Most staff had a background of precision
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engineering and experience in the production of glazed units. Consequently, high
quality work was being produced and there were good quality assurance arrangements
in place. One prisoner with previous toolmaking experience was allowed to use tool
Setting equipment to produce jigs for window fabrication. This was supervised and
encouraged the prisoner to further develop his skills and improve his employment
opportunities on leaving prison. No recognised qualification was being offered but
there were plans to introduce an National Vocational Qualifications level 2
gualification in the Production of Glass Supporting Fabrications as approved by the
Glass Qualifications Authority. Good links had been forged with the material
suppliers, some of whom had promised opportunities for employment to prisoners on

release.

Conclusions

5,54 Therewas still no formal strategy for the development and implementation of
Nationa Vocational Qualifications and key skills. The work and effort that went into
the available certificated training was excellent. The possibility that prisoners
working in the aluminium assembly workshops could be offered employment on

release was very encouraging.

Recommendations
5,55 A strategy for developing and providing National Vocational
Qualifications and key skillswithin the prison should be produced as soon

aspossible.

5,56 Thekitchen should increase the number of prisonerson its National

Vocational Qualifications programme.

5,57 Consderation should be given to using the industrial training area to

train wing cleaners.

5,58 Attention should be paid to safety and the use of suitable personal

protective clothing in the laundry.
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559 New storage areasfor the aluminium assembly workshops should be built

as soon aspossible.

5.60 Plansshould be expedited to introduce a National Vocational
Qualifications level 2 qualification in the production of glass-supporting

fabrications.

Physical Education

5.61 Therewas a continuing good range of physical education facilities, which
included a sports hall, fitness and weight training rooms and a training classroom.
There were good storage and shower facilities but no outdoor recreational facilities.
Physical education staff were keen and well motivated and those prisoners attending
physical education enjoyed the opportunity for exercise.

5.62 Respondents to our prisoner questionnaire showed that 38% of prisoners did
not go to the gymnasium. Prisoners on most wings were offered regular sessions of
recreation and some evening and weekend programmes were also available. Evening
sessions were limited, as only two PE staff were available at any one time.

Vulnerable prisoners were allocated sessions two or three times a day.

5.63 The physical education department offered a certificated e ght-week

vocational physical education course. There were many takers and prisoners gained a
range of achievements such as the Community Sports Leaders Award and British
Amateur Weight Lifters Association award. Kinetic Lifting and Emergency Aid
programmes were also provided. A bonus of £20 was given to prisoners on successful
completion of the course and families were invited to attend award ceremonies. There
was a well-publicised Sportsman of the Month award and prisoners contributed

regularly to amonthly newdletter. Staff and prisoners participated in a charity 'Row
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the Atlantic' simulation. The prison had teams in the local county volleyball and
basketball leagues and regularly provided facilities for people with disabilities from

the local community.

5.64 The department had also initiated a two-day programme of team building
exercises in an attempt to reduce anti-social behaviour. One course had run and had

successfully integrated prisoners and members of staff into the learning experience.
All of them felt that they had benefited fromthe programme.

Conclusions

5.65 We were pleased to see that the commitment to providing arange of physical
education activities encountered at the last inspection had continued unabated. The
exclusion of remand prisoners and partial exclusion of full-time workers had to be

remedied. The involvement in rehabilitation of offenders was an excdllent initiative.

Recommendations
5.66 All prisoners, including remand prisoners, should be offered gymnasium

Sessions.

5.67 Thereshould be arrangementsin place that make special provision for

full-time workers.

5.68 Consideration should be given to providing additional evening sessions

for physical education.

Faith and Religious Activities

5.69 There were two recommendations in our last report and neither of them had
been implemented. Muslim vulnerable prisoners could not attend their communal
prayers because, we were told, no separation in the prayer room was currently
possible. At many other prisons, although separate arrangements are made for
vulnerable prisoners for chapel services, Muslim vulnerable prisoners come together

for prayer without any problems arising from this arrangement.
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5.70 The second recommendation reflected regimes that clashed with religious
services. We were told that this was till the position. Cancellations of activities at
short notice were also causing problems for the Chaplaincy team. We observed one
such example where an evening group had been cancelled on the day it was to be
held. A concert was held in the chapel during this inspection and 250 prisoners had
signed up to attend. Arrangements had been made that 100 of them would be sent
over for the concert but in the event only 36 were unlocked to attend. Another
example involved an evening concert, for which a message had been left on the
Chaplaincy answering machine at 3.00 pm to cancel the event. The message had not
been picked up and a group of visitors who had travelled from Chelmsford to attend
had made the journey for nothing. Starting time for groups and services was aways
dependent on unlocking and staff bringing prisoners to services and meetings. We
were told that it was not uncommon for prisoners to arrive at 6.45 pm or 7.00 pm for
an event that was scheduled to start at 6.00 pm. External speakers were no longer
invited because of these delays. These were highly unsatisfactory instances and
reflected the general trend of last minute decisions, poor communications and failure

by staff to unlock prisoners for activities.

5.71 The Chaplaincy team was supplemented by many volunteers from Christian
denominations. Some volunteers represented the Chaplaincy for specific prisoners.
They visited prisoners identified as being at risk of self- harm, they ran two Alpha
courses and one attended the Foreign National Throughcare Committee meetings. On
one occasion, the Pentecostal minister came in to help one wing that wanted to enable

some prisoners to make telephone calls abroad.

5.72 The needs of other religions appeared to be properly catered for.
Arrangements within the Chaplaincy team were that all Chaplains would work with
prisoners of the individual Chaplain’s faith and denomination. Statutory daily duties
such as attending Reception, Health Care, Segregation Unit and the Vulnerable
Prisoner Unit were shared by all the team. The chapel was in poor repair and its
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windows, in particular, needed attention. The Chaplaincy team did not appear to be

properly integrated into the work of the prison, as the examples given above suggest.

Conclusions

5.73 The active Chaplaincy team was clearly frustrated in their work because of the
failure to provide prisoners for services and meetings at scheduled times. The team
itself managed to see most prisoners but they seemed to work as individuals, dealing

with matters concerning their own faith and denominations.

Recommendations
5.74 Muslim vulnerable prisoners should be enabled to attend communal

prayers.

5.75 Prisonersshould be ableto attend religious services on time and without

missing other formal activities.

5.76  Senior manager s should ensure that the Chaplaincy team isfully involved
in thework of the prison and isincluded in the various committee

meetings.

Catering

5.77  Our main recommendations from the previous report covered the need for
kitchen workers to have time for separate exercise and access to other activities. The
condition of wing serveries was also a cause for concern. Neither of these

recommendations had been put into effect.

5.78 The prison kitchen was managed by a Principal Officer, and staffed with 1
Senior Officer, 6 Officers, 4 chefs and 42 prisoners. The kitchen was well organised
and standards of hygiene were good. Prisoners working in the kitchen found it
difficult to have a shower at the end of their shift. Time was limited and they were

forced to either use that time to shower or to telephone home.
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5.79 The food was generally tasty, usually served in good portions and there was a
wide choice of food items. Prisoners could select meals one week in advance.
Satisfactory arrangements were made for Muslims, vegetarians, vegans and those on
pork-free diets. The kitchen had received the Heartbeat Award for its healthy menus.
The menu choices included low salt and low fat options, but the selection of
vegetables was limited to tinned or frozen varieties. The quality and nutritional
content of such vegetables was low and unacceptable as a permanent option.
Furthermore, their quality further deteriorated by being too long on the hotplate.

5.80 There was a shortage of freezer space in the kitchen, five freezers having
being found unfit for use. Frozen food was stored on the floor of working freezers
and other items in the freezer could be reached only by climbing over boxes of food.
Generally, maintenance of equipment and flooring in the kitchen and serveries was
poor. We found delays in reporting faults and subsequent repairs. Metal plates were
sticking up and trolleys had sheets of metal coming away from the sides. Wing
serveries were poorly maintained. Lights did not work, doors were missing and

sSneeze screens were opague because prisoners had cleaned them with scouring pads.

5.81 The service of food was generally disorganised. In one wing, 13 prisoners
served food to 262 prisoners. This caused confusion and provided potential for
accidents. There were also consequences for evening activities, which were delayed

because of this disorganisation.

5.82 Wing staff did not effectively supervise the serving of meals. We observed
small portions of a popular potato dish being served. Servery staff told other
prisoners that this was because the kitchen had failed to send sufficient quantities.
When al prisoners had received their meals, there were still nearly two trays of

potatoes remaining and these were shared between the servery workers.

5.83 Temperatures of food and food trolleys were taken and recorded before the
food left the kitchens but food and hotplate temperatures on residential wings were

not taken or recorded. The practice varied across wings, often being regarded as an
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optional task and left up to the decision of wing staff on duty at the time. 1n addition,
the method of temperature probing on the serveries was unsatisfactory. Inaccurate
temperatures from an infra-red probe were being recorded. Our inspectors tested both
the kitchen probe and the infra-red probe on several dishes and there were temperature

variations of 20 degrees Celsius.

5.84 Prisonersdid not dine in association. In double cells, the table was small and
it was not possible for two prisonersto eat at it at the sametime. The single cells on
D Wing had no partition between the toilet and where a prisoner might eat. Their

tables were also too small and was used for storage.

Conclusions

5.85 The prison continued to provide good, standard-quality meals for prisoners.
Serving of meals on the wings was not properly managed; there were often too many
servery workers and food temperatures were frequently not being tested or recorded.
The eating of mealsin cells was unhygienic and prisoners in double cells were

cramped for space.

Recommendations

5.86 Kitchen workers should be given time to shower without having to miss
other activitiesasa result.

5.87 Morefresh vegetables should be included in main meals.

5.88 More freezersshould be purchased.

5.89 Repairsto kitchen equipment and trolleys should be dealt with promptly.

590 Servery sneeze screensshould be of clear plastic that should not be

cleaned with abrasive materials.

591 Meal timesand the serving of food should be properly supervised by staff.
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592 Servery staff should record the temperatures of food and hotplates when
food arrivesat thewing. Records of temperatures should be sent to the

Kitchen Manager.

5.93 Consderation should be given to using the same type of temperature
probe asused in the kitchen. If necessary, two probes should be provided

to each servery, oneto be used solely for halal food.

5.94 Prisoners should have adequate table space to eat their meals and in-cell
toilets should be partitioned off.

Prison Shop

5.95 In February 2000, the prison shop had been contracted out to Aramark. At
that time, we found its service to be efficient, responsive to prisoners needs and
providing a broad range of services. Ethnic minority products were provided on
request and newly-arrived prisoners could buy goods the following day.

5.96 On thisinspection, the shop was till in the prison, and orders were taken,
packed and delivered to wings. There was plenty of space and good storage systems.
An effective Aramark Shop Manager was trained and knowledgeabl e about food
safety, hygiene and various religions. Under her management, the shop was properly
run. She was committed to providing an excellent service in al those areas in her
direct control. We found her approach to be efficient and she was willing to be

flexible in sorting out prisoners queries and complaints.

5.97 The Prison Shop team was aware of the ethnicity and culture-specific needs
for those prisoners at Wormwood Scrubs. The team was mainly from ethnic minority
groups and spoke a number of diaects and languages. Of the ten Aramark staff
permanently working in the canteen and on the wings, three were black, four were
Asian two were white and one was Chinese. The Prison Shop Manager attended the
Race Relations Liaison meeting regularly and reviewed the range of products
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quarterly. Nevertheless, prisoners told us that they needed ethnic minority products
that were not on the standard shop list.

5.98 Prisoners arriving on a Friday or Saturday would not have canteen until the
following Monday, or later, and then only if there was money in their account. There
could be anine-day delay in delivery of orders from time of arrival. We were told
this would be solved by the imminent introduction of the new Induction packs. Many
prisoners told us of delays in the transference of money into their accounts. This
often was days after postal orders had been delivered by hand at the prison gate.
Aramark confirmed that this was a magjor cause of complaint to them. Another major
complaint was that prisoners finance records were not kept up to date; they needed
their earnings and allowabl e private cash to be available to spend as soon as possible.
We were told that prisoners attending Education and other work would often not have

the correct pay transferred for some time.

5.99 New remand and convicted prisoners who arrived without private cash did not
receive an adequate advance of pay with which to order or buy goods from the shop.
There were also 25 prisoners known as “no pay” prisoners. They included prisoners
who had refused assessment for education if they could not read or write. Any
prisoner not receiving pay was likely to get into debt and, with no means of

repayment, would ultimately become vulnerable.

5.100 Another cause for prisoners complaint related to their shop orders that had not
yet been filled at the time they were notified that they were shortly to be transferred to
another establishment. Some prisoners were told that an officer would collect their
order for them on the morning of transfer. In practice, officers would often be busy or
away from the wing that morning. Consequently, prisoners would leave without
receiving the items they had paid for. This caused great frustration and anger. There
were many instances where officers went to great lengths to work with the Shop

Manager to solve these problems.
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5.101 All prisoners were able to receive items from the shop irrespective of court
dates and other authorised absences. This was organised by the Prison Shop Manager,
who either delivered purchases to the prisoner on return or delivered the sealed

package to a prisoner’s cell on the signature of an officer.

5.102 Price increases were published and described as new “National Prices’ when,
in fact, they were the contractor’s own national prices. Prisoners purchasing items
from Argos catalogues were levied afee of 50p for each order. Only two (related)
hobby products were included on Aramark’s standard list; these were matchsticks and
wood glue. It was possible to order other items from a hobbies catalogue, but this
also attracted a fee of 50p.

5.103 Aramark told us that prisoners were able to purchase newspapers and
magazines from the Library. This caused some confusion, since the charges for these
items were shown on prisoners accounts at different times, making it difficult for
them to reconcile their bills. A further problem about billing related to the tax
element on Aramark receipts. Although this was simply part of Aramark’s own

accounting, prisoners believed they were being charged an additional tax.

5.104 The system of delivering bagged orders was wasteful of people’stime and
energy. Deliveries were made while wings were locked up and required the
assistance of between two and four officers for each landing. These wing staff
escorted Aramark staff to cells where prisoners were unlocked to take delivery of their
goods. With the volume of deliveries, there was no time for staff to wait until
individual prisoners checked that their orders had been properly filled. In the event of
any queries or discrepancies, prisoners had a further wait until Aramark staff could be
escorted to cells to talk to the prisoner. The arrangements for other units, such as the
Vulnerable Prisoner Unit were much better. There was less tension, as prisoners
either came to a central point for collection or, if items were delivered to their cell or
dormitory, they could query ordersimmediately.
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5.105 During our inspection, 42% of prisoners said that the shop did not sell awide

enough variety of products. When asked what else they would like to see, prisoners

said:

= greater variety of food products (17%)

= fresh fruit or vegetables (13%)

=  more products for ethnic minorities, including Afro combs, and foods and skin
products (13%)

= awider range of toiletries (9%)

5.106 Many other products were also mentioned, in smaller percentages.

Conclusion

5.107 The service provided by Aramark was satisfactory and many problems were
resolved by the team on site. Problems reconciling receipts of private cash and
earnings continued. The system for delivering orders varied across wings and

demanded too much time from wing staff.

Recommendations
5.108 Consideration should be given to increasing the range of ethnic minority

productsregularly available from the shop.

5.109 Arrangementsfor thetransfer of prisoners private money into their
prison account should bereviewed to ensurethat thetransfer is
expedited.

5.110 All prisonersshould receive some form of pay in order to make essential
purchases at the shop and thus avoid getting into debt with other

prisoners.

5.111 Prisonerstransferred at short notice should have an immediate and

routine way of receiving shop itemsthat they had purchased.
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5.112 Therange of hobby products on Aramark’s standard list should be
increased.

5.113 Consideration should be given to a ssimpler and quicker system of
delivering shop purchasesto prisoners. Options could include using
hours when prisoners were unlocked or dispensing ordersfrom a central
point on the wing.

5.114 Thetax element of Aramark receiptsto prisonersshould be clarified.

5.115 Consideration should be given to including prisoner representation at

shop meetings.
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CHAPTER SIX

GOOD ORDER

Introduction

6.01 The essential elements of good order in a prison are to be found in the way
that staff deal with prisoners. Prisoners should be able to expect that they will be
treated fairly and impartialy by staff in accordance with well-defined rules. Although
staff have considerable discretion in the application of these rules, this should be
properly exercised so that any individual needs can be considered and legitimately
met. A healthy staff-prisoner regime includes an understanding of this dynamic and it
should form the bedrock for a well-ordered and productive regime. Prisoners should
be ableto feel safe. Thisincludes safety from the aggression of staff and from
arbitrary decision taking. It also means safety from other prisoners and from the
worst excesses of the psychological impact of imprisonment. (See also the sections

on safety on the Residential Units chapter and on Anti-Bullying).

6.02 Since publication of the reports on our inspections of Wormwood Scrubsin
1999 and February 2000, officers have been tried and some of them punished for
criminal acts against prisoners. In both reports, we recorded the strenuous attempts
made by managers to ensure that staff-prisoner relationships were put on a healthy
footing. Their efforts appeared to have been fruitful. During this inspection, in
December 2001, our Inspectors observed no brutality nor were any instances of it
reported to us by prisoners or others. In fact, many staff were hypersensitive to the
whole question of the use of force and some were reluctant to use Control & Restraint

(C&R) even when it was warranted.
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6.03 Handling prisoners who required a legitimate use of force was properly carried

out and the written authorisation for all Control & Restraint had been properly

completed. The information was kept by the Residential Unit and, where relevant,

Segregation Unit managers.

6.04 The table below provides an extract from the register of restraints for the
period 20 September to 20 November 2001

Date Removed from Removed to Control & Restraint
Used
September
20 H2 H3 No
26 H3 Segregation Unit No
27 Health Care C& R team, to Yes
enable injection
October
4 Reception Segregation Unit No
5 Health Care C& Rteam, to Yes
enable injection
9 C Wing Segregation Unit No
13 Segregation Unit Segregation Unit Yes
14 H3 Segregation Unit No
28 A Wing (2 Segregation Unit Yes
prisoners)
November
4 B Wing Segregation Unit No
9 C Wing Returned to own cell | No
17 H3 H3 No
18 Vidts Health Care No
20 H3 H3 No

6.05 Welooked at whether prisoners felt intimidated by staff. Some prisoners

believed that if they complained, they would be moved from Wormwood Scrubs

where they were near to family and friends or had access to legal representation.

Other prisoners did not feel this constraint and said that staff-prisoner relationships

were good. This was certainly what many prisoners across most wings conveyed to

us. We concluded that intimidation by staff was not part of the normal experience of

prisoners. However, positive relationships had yet to develop fully. Staff were more
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comfortable in being supervisors rather than agents for change and it was not just a
matter of confidence. Shift systems worked against staff continuity on the wings and

elsawhere.

Conclusions

6.06 The improvements in relationships between staff and prisoners that were
present at the last inspection were still in evidence. Some staff were reluctant to
intervene when minor incidents occurred. The use of Control & Restraint was
correctly applied and properly documented. However, positive staff-prisoner
relationships had yet to develop. Prisoners were generally content that staff treated
them properly but they, too, commented on the lack of continuity of regular officers

on residential wings.

Incentives and Earned Privileges Scheme

6.07 The genera rule for applying levels of Incentives and Earned Privileges to
individual prisoners was that they all started on Standard level. The exception was if
they came to the wing having already achieved Enhanced level, whether at another
prison or on another wing. On A Wing, 23 prisoners and on B Wing fewer than 5%
of the prisoners were on Enhanced level; most were on Standard level. No prisoners
on A, B or C Wings were on Basic level, although some clearly deserved to be

because of their behaviour. (See the section on Anti-Bullying).

6.08 Prisoners wanting Enhanced level made applications that were considered by
the Wing managers. Depending on the wing, either a Principal Officer or a Senior
Officer chaired a board every month to consider these applications; the outcome of the
board was recorded. Regressive moves on the Incentives and Earned Privileges

scheme could only be authorised by a Principal Officer.

6.09 There was no regular review of Incentives and Earned Privileges and there
was no attempt to link them to behaviour or to sentence plan targets. Wing history
sheets sometimes recorded changes in Incentives and Earned Privileges level and

some recorded oral warnings to prisoners. Some staff said that operating Incentives
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and Earned Privileges on the wing was difficult because all double cells had television
and there was little they could do to implement a basic regime. Enhanced prisoners
were entitled to an extra visit and there was little additional incentive for them.
Another reason given by some staff was that any option to provide extra association
for enhanced prisoners required more staff. On A Wing, we were told that because
the turnover of prisoners was so great, prisoners did not really stay long enough for an

Incentives and Earned Privileges system to be valuable.

6.10 Prisoners knew little about the Incentives and Earned Privileges scheme other
than what had been given to them on induction. There were some notices that told
prisoners what they could lose under the scheme for not attending work or education
to which they had been alocated. For many prisoners, Incentives and Earned
Privileges were unrelated to life on the wing. Some prisoners as well as one officer
said that enhanced level was more about officers having ‘favourite’ prisoners.
Generally, prisoners did not believe that the opportunity to become an enhanced
prisoner was available to everyone. In our discussions with them, we gained the
impression that the Incentives and Earned Privileges scheme acted as neither an
incentive nor a deterrent. Prisoners view of the operation of the scheme overall could
best be described as neutral.

Conclusions

6.11 The Incentives and Earned Privileges scheme had a significant role to play in
both the maintenance of good order and discipline and in motivating prisoners to take
an active part in regime activities. Despite a recommendation to that effect, there had
been no improvement between the differentials of the Incentives and Earned
Privileges scheme. Many staff either had ignored the scheme or were doing the
minimum in terms of deciding applications for enhanced level. Incentives and Earned

Privileges were the casualties of staff deployments across residential units.

Recommendations
6.12 Thereshould be clear differentials between the levels of the I ncentives

and Earned Privileges scheme.
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6.13 Thelncentivesand Earned Privileges scheme should be promoted and
publicised and staff should be required to engage with the scheme.

Segregation Unit

6.14 The single recommendation contained in the last inspection had been
achieved. A register of restraints was being maintained and it provided an audit trall
of all occasions where the legitimate use of force (Control & Restraint) had been used.
In the three months preceding this inspection, the maximum daily occupancy of the
Segregation Unit was six. Of the 14 prisoners who had entered the unit during that
period, only three had been escorted there under Control & Restraint. There was no
indication that prisoners from particular wings tended to be put in the Segregation
Unit.

6.15 Inour prisoner questionnaire, 18% of respondents had spent a night in the
Segregation Unit. Of these, 40% said that they had been treated well by Unit staff,
25% had been treated neither well nor badly and 35% said that staff had treated them
badly.

6.16 The Segregation Unit was located at one end of B Wing and was situated on
the ground and first landing areas. The unit comprised 16 cells including two Special
Cells and one cell to accommodate any incidence of “dirty” protest. All cellsfor
occupation were on the first landing. There were four showers but all segregated
prisoners showered alone under supervision. The ground floor contained offices, an
adjudication room, the food servery and stores. Three ground floor cells were used as
holding rooms to accommodate up to three prisoners each before adjudications.

These holding rooms each contained three cardboard chairs and tables.

6.17 The Unit was staffed by one SO and four officers but there were plans to
reduce this complement under recent proposals contained in the MCS review. Cross-
deployment of staff to the Segregation Unit meant that inexperienced and untrained

staff were in charge of particularly difficult prisoners. The Principal Officer was
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helpful, enthusiastic, and led by example. The recently appointed regular SO was
seeking to consolidate existing good practice and was committed to a policy of
improvement. We found that al unit staff contributed to creating a non-oppressive

and positive aimosphere. Orderlies worked in the servery and on domestic duties.

6.18 At thetime of the inspection, there were three prisonersin the unit. We spoke
to each individual and each was satisfied with the fairness and respect with which
they had had been treated in the Segregation Unit.

6.19 A life-sentenced prisoner, who had been in several prisons and in specia
hospitals, presented volatile and unpredictable behaviour and had conducted a “dirty”
protest some weeks earlier. He was awaiting further psychiatric assessment with a
view to further hospitalisation outside the prison system. During the week of the
ingpection, he was in a more stable phase and staff dealt with him with a balance of

sengitivity and firmness that appeared appropriate to his condition.

6.20 A prisoner was on 14 days cellular confinement, having been found in
possession of awegpon made from a piece of wood. He had arecord of violent
offending and acknowledged his internal offence but saw this as ‘part of prison life'.

He seemed largely unconcerned about his circumstances.

6.21 A prisoner was in the unit for his own protection having become ‘vulnerable
in the Vulnerable Prisoner Unit. He was awaiting transfer out of the establishment.
Delays in securing a transfer out of the establishment were frustrating for him and

challenging for staff who could not provide an appropriate regime for this man.

6.22 The Segregation Unit was frequently expected to house prisoners who had just
arrived in Reception. Records showed that it was not uncommon for up to eight new
receptions to be thus accommodated daily. This duty was a major pre-occupation for
staff and detracted from their primary duties.
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6.23 We saw regular file entries by members of the Board of Visitors and noted that

the Board normally assessed prisoners on Rule 45° at seven-day intervals.

6.24  Staff-prisoner relationships were generally positive and these extended to
prisoners on adjudications. The manner in which medical checks were made on
prisoners due for adjudication that morning was unsatisfactory. The medical officer
checks before adjudications were undertaken on each prisoner within the sight and
hearing of other prisoners. This could undermine free discussion and compromise
confidentiality, especially if a prisoner was displaying symptoms of drug withdrawal
or mental illness.

6.25 We observed a number of adjudications and found that prisoners were treated
courteously and fairly with adequate explanations of the process. The adjudicator
offered proper opportunities for representations or mitigation. Prisoners did not have
facilities to make notes. There was some inconsistency in the awards handed down by
different adjudicators for similar offences — in the particular instance, refusing to

transfer out of the prison when ordered.

6.26 Prisoners wing records did not accompany them to the Segregation Unit and
temporary history sheets were raised for the time spent in segregation. Photocopies of
these temporary records were eventually sent with the prisoner to his post-segregation
location. Thiswasto enable the wing staff and Segregation Unit staff to retain their
own ‘originads. We were told that this preoccupation with retaining originals as
evidence was the result of staff anxiety in the wake of the ongoing police
investigations. Whatever the reasons, some troubled and potentially disruptive or
dangerous prisoners were arriving in the Unit without adequate records and this
compromised the safety of staff and prisoners. Entries by Segregation Unit staff on
prisoner history sheets were generally good. However, we saw no evidence that

managers examined entries or checked that action was taken because of observations.

® Rule 45 of The Prison Rules 1999. Thissays, in part, “Where it appears desirable, for the maintenance
of good order or discipline or in his own interests, that a prisoner should not associate with other
prisoners, either generally or for particular purposes, the governor may arrange for the prisoner's
removal from association accordingly”.
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6.27 We watched the removal of two prisoners to the Segregation Unit. In the case
of aprisoner from A Wing, we saw officers camly escorting the prisoner off the wing
and without the need to use Control & Restraint techniques. The other prisoner was
removed from the visits room on suspicion that he had taken a substance by mouth.
Staff took great care that he was not in danger as aresult. On this occasion, staff
handled the incident calmly and without using Control & Restraint. The rules of the

unit were explained to him, as was the need for an obligatory strip search.

Conclusions

6.28 Overall, the unit was safe, clean and functioning satisfactorily in sometimes
testing circumstances. Although staff clearly felt under considerable scrutiny, they
continued to run the unit in an efficient and humane manner. New prisoners arriving
at Wormwood Scrubs were unnecessarily located in the unit, which was particularly
poor first night practice. Wing records were not accompanying prisoners to the unit
and staff were consequently not fully informed of the nature and history of the person
they were expected to manage. Managers aso needed to be more proactive in

monitoring entries in prisoners’ history sheets.
Recommendations
6.29 The Segregation Unit should not be used for accommodating over spill

population.

6.30 Consultations between doctors and prisonersin the Segregation Unit
should be conducted individually and in private.

6.31 Guideineson adjudication awards should provide consistency and

fairness.

6.32 Prisoner records should always accompany them to their current location

immediately.
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6.33 Managersshould regularly read a sample of records and history sheets,

and sign the documentsto this effect.

Public Protection

6.34 The establishment had effective systems to enact the two main provisions of
Prison Service Order (PSO) 4400. These deal with the protection of persons from
harassment by prisoners and the protection of child visitors from prisoners known to

pose a potential threat to them

6.35 There was an effective system for child protection. The Custody Office
identified those prisoners to whom these measures applied and there was generally a
high level of awareness. We found good communication and liaison between
caseworkers, administration staff, visits staff, the Vulnerable Prisoner Unit and other
residential units. The way in which details of specific children were obtained was an
example of good practice. Relevant prisoners were promptly notified in writing of the
procedures, the right of appeal and of the consequences for their case management.
There was no overall team that managed this subject and monitored operational

procedures.

6.36 There were few such nominated child visitors and, at the time of the
inspection, only one prisoner was receiving such visits. Twelve prisoners were
awaiting clearance of their applications, which depended on the outcome of risk
assessments. We spoke to a number of prisoners subject to child protection measures.
They said that the system “was too much hasse’, that it “caused too much grief” and
“1 am innocent, why should I go through that?’ There were, then, some inherent
difficultiesin facilitating authorised contact with families. This could be looked at by
a Public Protection Committee.

Conclusion

6.37 The arrangements for public protection were handled satisfactorily and

sengitively.
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Recommendations
6.38 A Public Protection Committee, chaired by a senior manager, should be
Set up.

6.39 Stepsshould betaken to reduce the delaysin returning risk assessments

in child protection cases.

Good Practice

6.40 The Administration Officer established personal contact with the responsible
adult visitor at the outset. He was present at individual appointments, during which
nominated children were positively identified and photographed. The co-ordinator

copied the evidence of identification and kept it on individual case files.

Categorisation

6.41 Proper security categorisation, classification, allocation and transfer
procedures assist prison managers and staff to function effectively and sentence plans
to be implemented. At Wormwood Scrubs, we found well-organised arrangementsin

place to carry out Initial Categorisation and Allocation (ICA) procedures.

6.42 Initial Categorisation and Allocation was undertaken by the Sentence
Management Unit (SMU) that had been established in 1999 to meet the formal
sentence- planning requirement for prisoners with sentences longer than 12 months.
We were told that at ICAs were being completed for al sentenced and convicted

prisoners, not just for those prisorers serving over 12 months, as required.

6.43 It wasthe aim of the Sentence Management Unit to complete an initial
sentence plan on all eligible cases before the prisoner was transferred to a training
prison. In addition, Initial Categorisation and Allocation documentation had to be
completed within seven days of the prisoner’s reception at Wormwood Scrubs.
Priority was given to potential Category D prisoners, for whom the target was three
days. There were only four Category D prisoners held within the establishment at the
time of the ingpection. These were all for legitimate reasons.
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6.44 A Principal Officer and four Officers were assigned to thiswork as well as
dealing with transfers and al sentence planning. The newly introduced minimum
staffing levels (MSL) reduced numbersto a Principal Officer and one Officer. Staff
were frequently being withdrawn to cover shortfalls elsewhere in the establishment
without prior notice. Staff complained that this led not only to alack of job
satisfaction, disruption and continuity in their work, but also meant that scheduling

and planning was amost impossible.

6.45 Such frequent redeployment meant that Sentence Management Unit had not
been able to undertake any work relating to sentence planning for six months. This
clearly affected Initial Categorisation and Allocation and progressive movement. It

also affected the three-day target for completing initial sentence plans.

6.46 On the occasions when the unit was reduced to the minimum staffing level,
they were told by Population Management at Prison Service headquarters, to give
priority to co-ordinating transfers from over-crowding drafts. Staff estimated that
they routinely dealt with a weekly average of 30-60 transfers arising from
overcrowding drafts. There had been 41 during the week of the inspection.

6.47 Asmany as 80% (approximately) of prisoners transferred out from
Wormwood Scrubs went out on overcrowding drafts, and the rest were planned
progressive moves. Furthermore, these prisoners frequently received less than aday’s
notice of their imminent transfer. They were usualy short-term Category C prisoners
who were frequently relocated far from home. When faced with overcrowding drafts
the establishment routinely sought volunteers. Thereafter, the most likely to be
transferred would be prisoners who had refused work or to take part in regime
activities without good cause. Inevitably, resdua numbers would be arbitrarily

chosen without their individual needs and priorities being met.

6.48 The Sentence Management Unit produced weekly statistical reports to the

Governor of the number of unallocated prisoners. This incorporated a detailed
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breakdown of prisoners not eligible for transfer and allocated sentenced prisoners on
hold normally targeted for transfer, stating the reasons for holding them. This report
also included the number of sentence plans not completed by their due date. This data

was well presented and useful for monitoring purposes.

6.49 Statistics for the first week of the inspection revealed 90 prisoners unallocated.
The total number of prisoners at that time shown as being unavailable for transfer was
914 out of atotal prison population of 989. Reasons for ineligibility for transfer
included almost one third who were remand prisoners or were awaiting trial. Around
one sixth of the prison’s population had been sentenced and allocated to Wormwood
Scrubs. There were 188 life-sentenced prisoners and 57 prisoners normally targeted
for transfer. Both groups were kept at the prison for medical reasons or to enable
them to complete courses they had started. Asfar as possible, prisoners currently on

courses were not transferred until they had completed them.

6.50 Being in central London with good transport links, Wormwood Scrubs was
easly accessible for the families of many prisoners. Many prisoners were,
unsurprisingly, reluctant to co-operate with planned moves to training prisons,
although these had been based upon an assessment of their needs. They would have
meant moving further away from home. Nonetheless, a number of prisoners
requested transfers, for a variety of reasons. Notices displaying inter-prison transfer
opportunities were posted on residential wings every week and prisoners were able to

request atransfer at any time using a pro-forma devised for the purpose.

6.51 We liked the procedures and documentation that had been developed to ensure
that Initial Categorisation and Allocation included an individua interview with each
prisoner. This meeting told prisoners about the purpose of transfers and the links with
sentence planning. It gave them general information about the various categories of
prisons for which prisoners were eligible for transfer. Staff also used this interview to
identify and refer prisonersto CARATS workers and to the Max Glatt Centre. We

143



were told of a prisoner at risk of self-harm who had been so reassured by his Initia
Categorisation and Allocation interview that he had no longer given staff cause for

concern.

6.52 Welooked at a sample of Initial Categorisation and Allocation decisions and
found them to be clear, objective and fair, following the procedure outlined above.
Decisions were explained to the prisoners in person by Sentence Management Unit
staff and this was subsequently confirmed in writing. Prisoners were recategorised
whenever there was a clear change in risk factor. On average, 12 to 20
recategorisations were completed each month. There was very little Release on
Temporary Licence at Wormwood Scrubs and prisoners were consequently being

denied the opportunity to be considered for Category D status.

Conclusion

6.53 Thelnitia Categorisation and Allocation process was capably managed by the
Sentence Management Unit staff and prisoners were sensitively handled at this
difficult time. However, staff redeployment elsewhere had meant that no sentence
planning work had been done for six months. Overcrowding drafts and depleted
staffing were hampering the efforts of this hard-working team. It was creditable that,
as far as possible, prisoners currently engaged on courses at Wormwood Scrubs were

excluded from overcrowding drafts to other prisons.
Recommendation

6.54 Staff in the Sentence Management Unit should not be redeployed to other

duties.
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CHAPTER SEVEN

RESETTLEMENT

Vigts

7.01 Many of the improvements in the visits system noted in our last inspection had
been maintained. Comments from visitors and the visitor centre showed that the
improvement in staff attitudes remained. There had been an increase, though, in
dissatisfaction expressed in our questionnaire with the way prisoners felt they and
their visitors were treated. Those regarding it as bad or worse had gone from 4% to
17%. This may have reflected that, last time, there had been training of visits staff,
obviously committed to changing their previously poor reputation. In contrast, many
of the staff we spoke on this inspection were not regularly based in visits and clearly
preferred to be in their normal jobs.

7.02 Thevisitors centre outside the main gate was still providing an excellent
service despite lack of space. It was succeeding in itsaim of providing a welcoming
atmosphere and a comfortable place where visitors could spend time before and after
their visit as well obtain information and guidance. The provision of lockers,

refreshments and toilets all contributed to this positive experience.

7.03 Vistors complaint forms were still available and visitors were encouraged to
use the forms to make positive or negative comments. What caused most complaints
by both visitors and staff was the visits booking system. This had recently been
atered to alow visitors for remand prisoners to book their next visit while at the
prison. Although this had improved matters, visitors were still experiencing major
problems in getting through to the prison on the telephone. A system that allowed call
waiting on that line would alow visitors to hold, rather than getting the engaged
signal.
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7.04 The psychology department had surveyed prisoners’ and visitors viewsin
December 2000. The results revealed delays of between 10 and 20 minutesin
opening times for visits. On the day we watched visits, the delay was 15 minutes.
Staff told us that it was because they had to supervise movements within the prison
instead of preparing for visits. Because of staffing shortages the same day, adecision
had been made that property brought in by visitors for prisoners would not be
accepted. There was no prior notification to the prisoners or their visitors. This
caused frustration and disappointment, especialy for some visitors who had made

special tripsin order to deliver property. Staff told us this was a common event.

7.05 The atmosphere of the main visit room was relaxed but well supervised and al
the visitors with whom we spoke felt comfortable. Special family visits were held in
the downstairs visit room. There was an excellently furnished and equipped creche.

It was closed both times we went to ook at it in operation because there were not
enough staff. The same reason was cited for its closure. Visitors were alowed to
purchase refreshments for themselves and their prisoners from a canteen in the visit
room. Since the canteen did not open until 10.00 am, the first group of visitors were

unable to buy any drinks or snacks.

7.06 The fabric and furnishings in the main visit room were well maintained and
contributed to a generally pleasant environment. This was in sharp contrast to the
closed visits area, which was undecorated. Ineffective acoustic barriers between the

cubicles meant little or no privacy for different sets of visitors.

Conclusions

7.07 There was a continuing commitment to providing arrangements that would
make visitors to prisoners at Wormwood Scrubs feel welcome. The conclusion from
our last inspection still held, that the experience for visitors had been “transformed”.
The lack of numbers and consistency in the staffing of visits was in danger of

undermining what had been a significantly improved booking system.
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Recommendations

7.08 Accommodation in thevisitors centre should beincreased.

7.09 Senior managers should ensure that the range of services potentially on

offer for visiting timesisregularly available.

7.10 The creche should be properly and regularly staffed at all visiting times.

7.11 Consideration should be given to providing refreshments for sale

throughout visiting times.

7.12 Theclosed visits area should be refurbished and redecor ated.

Management of Resettlement

7.13 Resettlement services and the development of resettlement policies for the
whole prison had suffered from alack of consistent management. At senior
management level, responsibility for resettlement issues had changed eight timesin
the previous five years. Without a clear resettlement strategy, each change
represented a setback in the development of services, as each new manager had to
start afresh.

7.14 The current Head of Resettlement had been appointed only a short time before
our inspection. She retained a large number of other responsibilities and had taken
over resettlement for the time being. There was no job description for the post. The
prison had completed a self-audit on resettlement that had identified any existing gaps
and inadequacies. Resettlement meetings, chaired by the Head of Resettlement had
last met in February 2001. Despite the recommendation in our last report, minutes of
the last two meetings recorded little improvement in attendance, particularly by wing
or other discipline staff. In our staff interviews, some staff expressed frustration at the
lack of resettlement help that they could offer.
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7.15 The systems for managing Home Detention Curfew (HDC), Release on
Temporary Licence (ROTL) and Parole were impressive and administered by well-
informed and efficient staff. Efforts were made to ensure that all eligible prisoners
were assessed in good time and that they were kept informed of the progress of their
cases. The workload was not high and there was scope for increasing the use of
Home Detention Curfew and Release on Temporary Licence. During 2001, 662 of all
prisoners received by the prison had been eligible for HDC; of these, 128 cases were
considered and 41 granted. Although the number of applications for ROTL had
increased since our last inspection, they were still comparatively low at 70 in 2001.
Of the eligible prisoners, 38% were granted Release on Temporary Licence. Apart

from one late return, there had been no Release on Temporary Licence failures.

Conclusions
7.16 The areaof resettlement required its own manager, directly responsible to the
Governor. Lack of progress on providing a strategy on resettlement was severely

retarding progress in this area of work.

Recommendations
7.17 Resettlement policies should be developed in response to the identified
needs of each separate category of prisoner held at Wormwood Scrubs.

7.18 Membership of the Resettlement meeting should include all those

necessary to ensure delivery of aresettlement strategy.

Planning for the return to the community

7.19 There were some excellent, high-quality projects that involved the use of
voluntary organisations in helping to meet the socia re-integration needs of prisoners.

The Revolving Doors Agency linked outreach workers to prisoners with mental health

148



problems. The Society of Voluntary Associates (SOVA) worked with the local
Probation Service to provide post-release support to prisoners serving less than 12

months.

7.20 Inour prisoner questionnaire, 56% of respondents who were due to be released
soon said they had nowhere to live on release with a further 22% who did not know
whether they had accommodation. Of these, 43% said that no one had spoken to them
about housing problems. Seventy-eight per cent expected to be unemployed and none
of these claimed to have had help finding a job.

7.21 The National Association for the Care and Rehabilitation of Offenders
(NACRO) and the Citizens' Advice Bureau (CAB) both provided advice, help and
support to prisoners on aspects of reintegration, such as housing, finances and
employment. Prisoners could apply for these services or were referred by staff.
Citizens' Advice Bureau workers participated in induction and visited a different wing
each day, making their service available to all prisoners, including detainees and
foreign nationals. The NACRO office was on C Wing. Over three-quarters of
referrals to it came from sentenced prisoners on that wing. Access by prisoners
located elsewhere was restricted.

7.22  Access to services varied with demand and relied on the prisoners to seek
help. Support from Personal Officersin this context would have been helpful.
Prisoners who were less aware of what help was available could have been advised by
staff. In our staff interviews, one person said, “1 would like more training on
resettlement issues. At the moment, housing etc. isreferred to outside agencies. If |
could help with issues on the first night then that would solve alot of problems with

prisoners’.

7.23  Prisoner needs were not monitored to help plan and allocate services. A needs
assessment of unsentenced and short-sentenced prisoners conducted in January 2000
had not been repeated. No mechanism existed for routinely checking the

circumstances of all prisoners before their release and no information had been
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obtained on prisoners’ progress or take up of services afterwards. Other members of
staff in our interviews said, “The most you might help with is, ‘where are you going?
Hereisalist of useful addresses for that area’”. “We are nowhere near resettlement
here. We just sort them out, put them on the track to addressing offending behaviour.
Mainly informal chatting on the wing.”

7.24  Thejoint thematic review of resettlement by the Inspectorates of Prisons and
Probation highlighted “the potential of local prisonsto carry out a particular rolein
the resettlement of prisoners from the immediate locality”. It recommended that,
where appropriate, prisoners should be located nearer to home in the months before
release. Wormwood Scrubs continued to discharge a significant number of men back
into the local community; 43 were due to be released in the 6 weeks from 1 December
2001. The diverse functions of the prison meant that the very prisoners who might
benefit from such a strategy, especially those serving short sentences, were the least
likely to remain in the prison. They could not therefore benefit from any resettlement
services. (See also the section on Categorisation, especially about overcrowding
drafts).

7.25 Wormwood Scrubs had retained alarge seconded Probation team, allegedly
one of the largest in the country. The team comprised one Senior Probation Officer;
9.8 Probation Officer posts; one Bail Information Assistant and one accredited group
work tutor (of Enhanced Thinking Skills). Nearly 40% of the Probation Officer posts
were alocated to work with lifers. The contract review report dated November 2001
reflected the wide range of activities undertaken by Probation staff, of whom one was
attached to each residential wing or unit. Aswith the voluntary organisations, there
was a sense that the Probation department was left to manage itself. Although the
prison would give support and encourage developments and initiatives, there was no

strategic planning or leadership.

7.26  We were told of significant changes in the way the London Probation Area

planned to structure its resources and deliver its services in the community. These
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changes would affect the way the prison prepared its prisoners for release and how it

structured its own resettlement work, including risk assessment and sentence

planning.

Conclusions

1.27

There were efforts by NACRO and the CAB to ensure that prisoners being

released from Wormwood Scrubs were given some help to enable them to survive

their return to society. However, the prison still had no overall resettlement strategy

and many prisoners who needed help were being missed.

Recommendations

7.28

7.29

7.30

7.31

There should be better co-ordination in the management and support of
resettlement projects such as Citizens Advice Bureaux (CAB) and the
National Association for the Care and Rehabilitation of Offenders
(NACRO).

| dentification of need and accessto relevant services should be more
systematic and the circumstances of each prisoner should be checked

before release.

The prison’sfunction in relation to the resettlement of prisoners serving
fewer than four yearsshould be clarified, especially for those released
after a sentence of a few weeks.

The prison’sresettlement strategy should be developed in conjunction
with thelocal London Probation Area to ensure compatibility with local

provision in the community, and continuity in delivery of services.

Sentence Planning

7.32

The Sentence Management Unit (SMU) was made up of one Principal Officer,

seven full time officers and two administrative staff. Since the officers worked

normal wing shift patterns, no more than two were available on any one day for SMU
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duties. Unit staff were regularly put to other tasks and, on three days during our
inspection, only one member of staff was present in the unit. (See also the section on
Categorisation, especially on the work of the Sentence Management Unit.)

7.33 The Sentence Management Unit’s involvement in work with lifers was limited
to Section 2 cases (automatic life sentence) and prisoners who had been out on licence
but had been recalled. Wing staff completed the sentence plans for prisonerson C
Wing. Staff of the Unit and the Head of Regimes acknowledged that it was not able
to function effectively, and that a backlog of sentence planning work had devel oped

throughout the prison. No one was able to predict when this situation might improve.

7.34 At thetime of our visit, the prison held 188 lifer prisoners and 254
determinate-sentenced prisoners, al subject to formal sentence planning. There were
98 Automatic Conditional Release (ACR) and 156 Discretionary Conditional Release
(DCR) prisoners. Loca monitoring showed that eight lifer reports had not been
completed by the due date. It also showed that sentence plans or reviews were
overdue in 64% of the ACR cases and 52% of the DCR cases. Examination of a
random sample of 20 case files revealed only one sentence plan prepared by staff at
Wormwood Scrubs. We are unable therefore to make any comment on the quality of

sentence plans.

7.35 Therewas little to indicate systematic case management of individuals. It was
left to individual prisoners to decide whether they wanted help and information from
outside providers. Thisindividuality of approach meant that needs could easily be
missed from sentence plans or equivalent tracking systems in order when formally

offering help to prisoners.

Conclusions

7.36 There were considerable problems with providing sentence plans. Not only
had a backlog built up, but also continuing re-deployment of Sentence Management
Unit staff made any catching exercise impossible. There was no evidence of

systematic case management of individual prisoners.
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Recommendation
7.37  Sentence plans should be the vehicle for individual case management and
should be completed on time with the quality of plans being routinely

monitored by managers.

Offending Behaviour Work
7.38 Inour prisoner questionnaire, 44% of respondents said that they had received
no help in addressing their offending behaviour.

7.39  The prison ran one accredited group work programme, the Enhanced Thinking
Skills (ETS) course. The aim was to run five courses each year, with ten prisoners
attending each course. Although courses had run with mixed groups, priority was
given to lifers and particularly Section 2 lifers. The programme was managed by a
psychologist (Treatment Manager), Governor grade (Programme Manager) and
Probation Officer (Throughcare Manager). In January 2001, the programme had
failed to achieve an acceptable rating in its audit but considerable remedial work had
resulted in the award of a satisfactory audit result in December 2001. A bid had been

made for funding to increase the number of courses each year to ten.

7.40 A number of nonaccredited courses was provided, again with the emphasis
being on D Wing lifers. On other residential units, the initiative for much of the
group work development had come from probation staff, many of whom were trained
and skilled group workers. Aswell as making use of their skills, group work was
seen as a more effective and expedient way of dealing with issues than resource-
intensive individual sessions. All the programmes being considered had course
manuals and were being delivered in other prisons or in the community. Decisions
about which courses to introduce at Wormwood Scrubs were not based on an
objective needs analysis nor were there any agreed criteria for determining which
were appropriate. There was insufficient formal work on offending behaviour to meet
the needs of all who could benefit.
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7.41 Therewas alack of effective multi-disciplinary work. Outside of ETS the
psychology and probation departments worked with little reference to one ancther.
Although different disciplines came together for individual projects, there was no
forum for ongoing collaboration and there was no resettlement strategy which leant

coherence to their activities.

Conclusions

7.42 The accredited Enhanced Thinking Skills programme had not been sufficiently
well delivered to receive a reasonable rating until recently. We were pleased that non
accredited work was also being done. All offending behaviour courses should serve
the needs of as many prisoners who would benefit from them in the time they spent in

prison. There was no evidence that the current provision reflected the current need.

Recommendations
7.43 A rangeof programmes, cour ses and help from external and internal
agencies should beidentified to meet the diver se needs of the prison

population.

7.44 Theresettlement strategy should be based on an annual needs analysis
and identify a greater rolefor the psychology department within an

effectively managed multi-disciplinary team.

Max Glatt Centre

7.45 This self-contained unit for 30 prisoners operated as a therapeutic community
for prisoners with longstarding habits of drug or alcohol abuse or both. The particular
treatment model used was democratic, with small group psychotherapy as the medium
of change. A new manager had been in post for eight months and was striving to
develop the treatment to a standard that would earn accreditation from the Joint

Accreditation Panel. There were plans to introduce Narcotics Anonymous (NA) and
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Alcoholics Anonymous (AA) groups that could provide a bridge between treatment
inside and outside prison. There would also be regular staff supervision and training,

and relapse prevention work.

7.46 Specidist staff are needed to run such a unit and the full involvement of
uniformed staff is crucial. The unit consisted of two psychotherapists, a drama
therapist, a probation officer, supposedly with two Senior Officers and ten prison
officers. This complement of uniformed staff was rarely provided, which meant that
the officers were rarely able to attend small groups. They had consequently become

divorced from the process of therapy.

7.47  Figures for the two months preceding this inspection showed many
cancellations:

= therapy groups —twice

=  community groups — three times

= Narcotics Anonymous and Alcoholics Anonymous groups — ten times
=  evening education — five times

=  evening association — six times

= other complementary treatment groups — five times.

7.48 Although therapy groups usualy continued because of the input from
psychotherapists, other complementary activities were regularly dropped. Casework
meetings and staff supervision were also affected. This was unsatisfactory for both

patients and staff and undoubtedly detracted from the effectiveness of therapy.

7.49 However, it was impossible to find out whether therapy was being
compromised, as ho monitoring or evaluation of treatment was taking place. There
was no input from psychologists in this respect. The unit was isolated from other
activities in the prison, including the drug strategy with which one might have
expected some linkages. There was no awareness training about the unit for the
benefit of other staff and staff outside the unit knew little about what went on there.
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7.50 The Max Glatt centre stood to benefit from being accredited. It would
demystify itsrole and it could, conceivably, protect its staff from being put elsewhere.
Accreditation would require guaranteed commitment to the various elements of the
treatment process, such as regular staffing and staff support, casework management,
monitoring and evaluation. The integration of treatment into other elements of the
prisoners sentence plans and the essential aftercare to prevent relapse would aso be

requirements of the unit.

Conclusions
7.51 Despite the clear skill and commitment of the centre manager and her staff, the

Unit was isolated from the rest of the prison.

Substance Use

7.52 There had been little progress in the devel opment of the Drug Strategy since
our last visit, apart from the work being undertaken by the contracted specialist
agencies. Many of the issues we had raised had not been considered and our

recommendations had not been put into practice.

7.53 In contrast to this, there were some promising signs of progress in the near
future. Appointing an enthusiastic and skilled Principal Officer to co-ordinate the
Drug Strategy had created some productive activity. In addition, the Area Drug Co-
ordinator (ADC) was getting more directly involved in making sure that the prison
was meeting its obligations. We hoped that implementation of the Management
Consultancy Service review would ensure that staff were not continually put to other

duties.

7.54  The prison had undertaken a Drug Needs Analysis survey of prisonersin
November 2000, which was being repeated at the time of our visit. Findings revealed
substantial problems related to drug use among prisoners. The facts that 47% of
respondents had used crack cocaine and 42% had used heroin reinforced the need to

develop support and treatment services.
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7.55 The prison’s written Drug Strategy was in the process of being updated and
brought into line with the overall Area Drug Strategy. It detailed all the various
initiatives that were taking place within the prison, each having individual
performance targets. The Drug Strategy Group and the Area Drug Co-ordinator
monitored these through monthly meetings and return forms. Minutes of the monthly
meetings of the Drug Strategy Group showed that it knew the prison was failing to

meet its targets in many areas.

7.56 The situation regarding Mandatory Drug Testing had scarcely altered since our
last visit. The prison was not getting close to its target of 5% random testing and in
some months was achieving less than half this number. While the value of random
testing was debatable, more worryingly there was very little ‘on suspicion’ testing
taking place. From August to October 2001, only two tests had been undertaken. At
the time of our visit we were told that 46 ‘on suspicion’ tests were outstanding and
these were unlikely to be done. The CCTV system in the visit area had been upgraded
but the use of the prisons drug dogs had continued to be irregular. It was generally
accepted that the continuing failure to meet the agreed performance targets for supply
reduction was due to the consistent re-deployment of staff.

7.57 The Voluntary Drug Testing (VDT) scheme was floundering. There had been
plansto set up VDT and Voluntary Testing Units (VTUS) on al wings, to be run by
trained and profiled staff and supported and co-ordinated by a VDT officer. These
plans had hardly materialised. The only wing on which this was operational to any
extent was C Wing, where the drug rehabilitation programme was being run. The
failure to implement Voluntary Drug Testing was also attributed to the re-deployment
of staff. It was also clear that there was little incentive for prisoners to engage with
the scheme. Voluntary Drug Testing was coming nowhere near meeting its targets
and, on some wings, neither staff nor prisoners appeared aware of its existence or

purpose.

7.58 The detoxification (detox) unit had been decorated since our last visit. Work

was due to start in the near future on making a group work and activities room for the
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patients housed there. It was also planned to provide a daily programme tailored to
the needs of patients undergoing detoxification. This would support their
psychological well-being and motivate them in making changes to their way of life.
The recruitment of some new and enthusiastic staff had given the unit a fresh impetus.
The operation of the unit was supported by the prison Probation Department, which

had an officer doing individual work with patients.

7.59  Since the detoxification unit could house only eight patients, almost all

medical detox was taking place on the wings. There was little support offered to these
patients. The existing detoxification nurses were fully occupied in running the unit
and ensuring that medication was correctly dispensed to patients who were
detoxifying on the wings. Matters were made worse by the patients being scattered
around the wings. This made it impossible to provide any group support or to target
resources in any one location. The prison had been allocated extra funding for two
outreach detoxification nurses to provide a better service to those undergoing detox in

the main prison.

7.60 The medica detoxification for opiate users was till based mainly on the use
of dihydrocodeine. There was limited use of methadone for those assessed as
appropriate under Prison Service Order 3550 ‘Clinical Services for Substance
Misusers'. The inadequacy of dihydrocodeine as a detoxification agent is well known
and it is not licensed as such outside prison. Staff told us that many drug users were
consequently not declaring their dependency on entering the prison, preferring to go
straight on to the wings. This was a matter for concern. These prisoners were either
going through the trauma of detoxification without any support or were becoming
involved in obtaining and using illegal drugs with all the associated dangers. To ded
with this, new funding had been found to allow the prescribing of lofexidine as an
alternative. It has been our experience from other prisons that lofexidineis as
ineffective as dihydrocodeine and was unlikely to prove any more popular among

drug users.
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7.61  With the large numbers of prisoners requiring detoxification, there needed to
be a more redlistic approach to providing them with adequate treatment. We have
seen models of good practice in detox using methadone or Subutex elsewhere in the

prison system, including in the London Area.

7.62 The Turning Point drug-rehabilitation programme had moved from its origina
location on B4 to the 4s landing on C Wing. Although participants were not kept
separate from the main population of the wing and had inadequate space for group
work, we were told they preferred it to being on B Wing. The programme was
designed to work with a maximum of 12 participants and had a target of 54 men
starting in afull year. The programme was running as planned and had been

devel oped to include a module on offending behaviour run by the Probation
Department. Staff were undertaking a consultative process with the lifer population in

order to tailor a programme specifically for their needs.

7.63 All those involved in the rehabilitation programme believed it was an effective

intervention. This was despite work still being needed to increase the number of

beneficiaries and to evaluate the outcomes of the programme. There were inherent

problems, which we had noted on our last inspection, that still needed to be resolved.

There was:

= no separation of the programme from the rest of the wing, and indeed its
participants were not necessarily even on the C4 landing.

= insufficient space for group activities, which militated against increasing the
number of participants.

= noinvolvement from prison staff. The constant re-deployment of wing officers
meant that it could not be guaranteed that those on the wing were sympathetic to

the aims of the programme.

7.64 The CARAT team was operating across the prison, providing assessment
group work and individual support sessions as needed. It now included a worker to
provide support services specifically for crack cocaine users. It was, however,

struggling to meet its target of 1,073 full assessments per year. This was partly due to
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the lack of referrals from the detoxification unit and partly to the failure of the
Induction Programme to run as planned. The team had resorted to interviewing all
new prisoners in order to originate referrals. We were disappointed to find that, since
our last inspection, the scheme to train staff to support the CARAT strategy and in
particular to become Wing Liaison Officers had faded out. The failure of prison staff
to become involved in the delivery of the CARAT strategy limited its development
potential.

Conclusions

7.65 We were disappointed with the failure to make any significant progress
following the recommendations contained in our last report. Drug strategies were still
in their infancy, despite targets not being met. Unless patients undergoing
detoxification were in the health care unit, those on the wings received little help and
support. The main initiative that was meeting prisoners  needs was the Turning Point
rehabilitation programme. This, too, had problems, identified in our previous report
but not yet addressed. Re-deployment of prison staff affected work on substance use
and the scheme to train them as CARAT Wing Liaison Officers had not materialised.

Recommendations

7.66 TheDrug Strategy Group should review the prison’sfailureto meet its
targetsfor supply reduction and ensure that adequate resources are
allocated for thiswork.

7.67 The Area Drug Co-ordinator, with the Drug Strategy Group, should
review therole of Voluntary Drug Testing in the prison. He should
ensureitsavailability as a positive option for those who require support in

remaining drug-free.

7.68 Consideration should be given to housing all those undergoing medical

detoxification in the same location.
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7.69

7.70

7.71

7.72

The Area Drug Co-ordinator, with the prison medical staff, should
resear ch various models of good practice elsewhere to ensure that

appropriate and effective detoxification treatment is offered.

The problemsin the delivery of, and arrangementsfor, the rehabilitation

programme should be looked into by the Drug Strategy Group.

The Drug Strategy Group should look at waysin which prison staff can
be encouraged to becomeinvolved in the delivery of the CARAT strategy.

The Drug Strategy Group should ensure that all prisonerswho need

CARAT services can beidentified at an early stage and referred to the
CARAT workers.
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CHAPTER EIGHT

MANAGEMENT AND STAFFING

Senior Management Structuresand Continuity

8.01 Inspectorate reports do not normally contain a specific section on management
and staffing. However, the Chief Inspector’ s terms of reference include the impact of
organisational and resource management on prison conditions and the treatment of
prisoners. Given the immediate past history of Wormwood Scrubs, we considered it
important in this inspection to take the views of a sample of staff and to examine the

prison’ s management structures and systems.

8.02 Prison Service establishments have to perform many different functions
according to the categories of prisoners they hold. Wormwood Scrubs was a very
large and complex prison and served the public by holding a particularly diverse
population of unsentenced and sentenced prisoners. It was aso exceptional in that it
had a lifer and a therapeutic unit and held around 40% foreign nationals, with one
wing holding up to 60% of them. It was an old, traditional local prison that had taken
on some of the Prison Service'sinitiatives as part of its natural development. Good
management and organisation is always important to the positive outcomes for

prisoners but at Wormwood Scrubs it was essential.

8.03 Management structures vary and are often based on the preferred model of the
chief executive of an organisation - the Governor, in this case. At Wormwood Scrubs,
the management structure had been organised within a six-tier hierarchical structure
that split much of the direct responsibilities between the Governor and his deputy.
Thus, responsibility for most discipline staff and strategies relating to the welfare of
prisoners fell to the Deputy Governor. The Governor controlled the overall staff and

financial systems.

162



8.04 Inthe past Wormwood Scrubs had suffered from frequent changes of
Governors and acting governors. More recently, the Governor brought in to turn the
prison round, and the magjority of his Senior Management Team, had left and a new
Governor, with avirtually new SMT, was six months in post. We welcomed his
assurances that he proposed to stay for five years and hope that this will be alowed to
happen. However, in the meantime, stability and continuity were undermined (as
witness the drift on implementation of or agreement on the MCS report). Thiswas a

view shared by staff, prisoners and particularly by the Board of Visitors.

8.05 Apart from the disruption such changes cause, they expose the organisation to
the possibility of an alternative power structure. Thisis of particular concernin a
prison like Wormwood Scrubs, which has had to eradicate a deep and resistant
negative culture. The fact that that culture still lingered is evident in the attitude of the
staff association, and many staff, to senior managers; and the fierce resistance, from
some staff and middle managers, to any change or progression for the prison. In such
a culture, managers need support, experience and time if they are not to be worn down

by trench warfare on major and minor issues.

8.06 The present Governor had been in post for about six months. He told us that
management changes had been unsettling for the prison and that some of the
improvements were fragile. For example, regime activities that should have taken
place either did not or were delayed. Prisoner activities therefore depended on which
staff were on duty and what they felt like doing. This reinforced the inconsistency
resulting from central staff detailing as described later. For that reason, he had

introduced minimum staffing levels in the week of our inspection.

8.07 The past and continuing allegations against staff created a backdrop which
made management more difficult. Considerable management time had been devoted
to dealing with high levels of staff sickness, lateness and some poor staff attitudes.
Added to this were the problems of re-integrating 27 staff who had been suspended
from duty, as well as dealing with outstanding allegations. The Governor was

planning the implementation of the December 2000 Management Consultancy
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Services report to coincide with the reopening of all the prison. He would also be
reviewing the work achieved so far and would produce a plan of where he wanted the
prison to be in the next six months. Despite these intentions, it was disappointing to

find that very little had been done to improve outcomes for prisoners since our |ast
inspection.

8.08 Since that inspection, there had been significant and widespread changes to the
management team and an almost complete change of senior managers, including a
new Governor and Deputy Governor. The governor expressed his concern to us about
the unsettling effect this had upon the prison, and the need to strengthen the SMT and
ensure continuity. From our interviews with them it was clear that managers had their
own views of what they saw as the prison’s problems. We urged the Governor to set
out his vision and direction for the future in order to create a shared recognition of or
consensus on the important issues and, therefore, a corporate vision for the short and

medium term.

8.09 We were surprised to find poor information systemsin place. Although
information collection systems had recently been introduced, we found poor quality
and inaccurate material being collected. We sampled four weeks' regime monitoring
returns and found that inaccurate information had been sent to head office. Whether
this had been signed off or checked beforehand by senior managers, we could not tell.
This meant that headquarters were therefore not in a position to credit staff at
Wormwood Scrubs with the work that had been achieved because it had not been
properly recorded. Poor information systems aso concealed weaknesses such as

insufficient purposeful activity.

8.10 For the efficient operation of a prison of this size and complexity, Wormwood
Scrubs needed good communications between its managers, staff and prisoners. We
found that the prison had all its mandatory meetings in place and that these were
generally minuted. Although we were told that these minutes were copied to the
wings, we could not find many of them there and staff complained they had not

received them.
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8.11 These are some of the comments made by staff in our individua interviews
with them:

Sort the senior management team out. Get decent governors with some experience

who stay here for a few years

| have had three line managersin three months. | see themfor less than 10% of the

time; it chops and changes all the time

| don’t even know who is the Wing governor. They don’'t stay long here
There are very few wing meetings. All the managers want are the figures, how many
on exercise etc

Managers don’t seem to know themselves. They change the goal posts all the time
We need a clear vision for the future. We need to have more staff meetings where

ideas can be aired and problems discussed. The only meetings we have are where

orders are given and details of the day. They are not interactive meetings.

Middle Managers

8.12 To encourage Principa Officers (POs) to have a stake in the operational
activities of the prison, the Governor had begun to invite them al to a short daily
morning operational meeting. The idea was to invest in them as leaders in the prison
and to improve the efficiency of the prison by better communications. It was
disappointing to find that some Principal Officers regularly failed to attend these
meetings and no senior manager appeared to have addressed this.

8.13 There was general confusion as to who ran the residential wings. Over a
period, different models had been operated, with governors being located on the
wings and then off the wings. This uncertainty had undermined the legitimate
authority of Principal Officers, who had been criticised for not managing effectively.
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We were given examples of staff pushing decisions up the line to governors. They, in
turn, were frustrated at having to manege ssmple affairs that should have be made at
Principal Officer and Senior Officer levels. There had been recent improvement but
some Principal Officers were till failing to take the lead in their areas, relying on

senior managers to make their decisiors.

8.14 Weweretold of aculture of stand-off between residential wing managers and
managers at Principal Officer and Senior Officer levels. On the one hand, Senior
Managers told us that initiatives that they wanted to introduce were being blocked.
Conversely, Principal Officers and Senior Officers said that, in their opinion, some of
what managers were reguesting would not work without adjustments being made.
Senior managers regarded this as procrastination, while the middle and junior
managers saw it as aprocess of negotiation and implementation. There were hugely
complex staff cultural issues that needed bridging between all manageria levelsin

order to improve relationships and get things done.

8.15 Although written policy strategy documents were in place, they were not
operational and staff had been allowed to select what they wanted to do. Even some
strategies that were operational had fallen into disuse. Almost certainly, thiswas a
consequence of the lack of management oversight and regular monitoring systems,
which we would describe as poor. Poor management supervision had prevented the
creation of a predictable regime. Staff made decisions for managers, creating
disparity in regime provision and timing of activities across the wings. Staff

mani pulated this situation by late unlocks and early lockups. Various tasks were
dropped with little or no notice. There was no consistent routine day for prisoners and
they were highly frustrated with this situation. They could not tell from one day to the
next what would happen. There was no predictability in their lives and it created

havoc with maintaining contacts with families outside.

8.16 Senior Officers and Officers were able to decide what or what not to deliver.
They used the fact that they were not trained as a justification for not carrying out

core duties such as personal officer work, suicide prevention and anything else they
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preferred not to do. We found apathy among some staff that militated against any
positive outcomes for prisoners. That it went unchallenged by managers smply

reinforced staff complacency.

8.17 Staff told us:

Some Senior Officers are good and some not so. There is a lack of management
support for me, no rewards for good work but plenty of criticism when things don’t go
well. | have beentold if I didn’t likeit | should get out —they are not trying to
encourage me or be positive

In meetings, | feel | am given direction but in general no | don’t feel supported. We
never know where we are going to be working in the prison either, which doesn’t
help.

Staffing Levels

8.18 The prison was experiencing maor problems as a consequence of the failure
to drive through agreement and implementation on the MCS proposals of 12 months
previously. For the previous year, staffing levels had been allowed to drop to
something closer to the MCS recommendations, but this had not been accompanied by
any change to staff profiling. The prison had therefore been running a shadow regime,
for which it did not have the agreed staff levels as reflected in current profiles. We
had some sympathy with staff and management, who were frustrated at this state of
affairs, which was in no-on€e’ s interest. Following a recent failure to agree new
profiles and plans, the new Governor had imposed minimum staffing levels during the
week of our inspection as an attempt to break out of thisimpasse. We do not believe
that matters should have been allowed to drift that far and for so long, and that the
Prison Service should have taken action to support the prison and its senior managers
in driving through appropriate staffing levels to ensure the delivery of afull and
reliable regime. In our view, the faillure to do so was an important factor in the

dysfunction of the prison and the regime.
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8.19 Thehigh levels of sick leave, staff suspensions from duty and detached duty
commitments were tormenting factors, which had compounded this situation. Duty
managers began every day by checking and, in some cases, negotiating with the
central detailing office what activities would be provided. This was a by-product of
the imbal ance between work and previously agreed staffing levels.

8.20 Much of the prison’s time was spent in daily crisis. Managing staff
deployment was wearing down both the staff and managers, as was the need to work
additional hours just to provide basic services. The average additional time worked
throughout the prison at the time of inspection was around 21 hours per officer. This
would at some time have to be repaid by time off in lieu (TOIL). We met staff who
had accrued over 100 hours. They were depressed at the lack of scope for repayment
of hours worked and they also said that there was little chance of taking legitimate

leave.

8.21 The organisation of staff to work was established through a central detailing
system and was tracked through Central Allocation of Man Management Systems
(CAMMS). Although at this time it made some sense to maintain this system, in the
long term we believed it was not good in establishing good quality work. We spoke
to staff who worked in aress where they were detailed, but these were not their regular
workplaces. They had no investment or ownership of the work they did while they
were redeployed in this way.

8.22 Many members of staff did not feel managed or supported correctly because of
the central detailing features. There was lack of continuity throughout the prison,
where accountability and ownership had been lost and the consistency of work patchy.
Many junior managers were not managing their staff well. We observed Senior
Officersbeing told by Officers what was happening on the residential units or what
they were going to do. A Senior Officer said, “I just let them get on with it, as they
know better than me what is required, particularly when | work in unfamiliar areas of

the prison”.
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8.23 Weanalysed two days central detailing. Thirty per cent of Senior Officers
and 25% of Officers had been cross-deployed and were working in parts of the prison
that were not their normally alocated area. These arrangements did not provide
stability for prisoners nor did they provide staff with the incentive to engage with
prisoners. Group working arrangements would provide better continuity and
ownership and would encourage managers to accept accountability and responsibility

in ther role.

8.24 Most of Wormwood Scrubs’ serious problems had come to light from prisoner
complaints to solicitors. Many of these complaints had been dealt with and many
more were still being investigated. We were pleased to see a more rigorous approach
being adopted by the Prison Service to the investigation of all allegations. The current
Area Manager had put in a specialy selected team, who were following up al
allegations and investigations to ensure they were being, or had been, thoroughly
investigated.

825 Staff said:
Things are slowly improving since the introduction of the new regime. However,

some staff are resistant due to their perception of low staffing levels

I would have liked to have had more invol vement in what to do with returning officers

from suspension — I am not consulted, just told you are getting officer X on Monday

Increase the staffing levels. We must address staff sickness, some officers are taking
advantage — suddenly they are well if there is any overtime — they need to be

disciplined to stop others

On thiswing there will be over 200 prisoners, the size of a small prison in itself but
with one Senior Officer running it, there just isn’t the time to do the things to the

quality you would like.
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Recruitment and Training

8.26 Overadl, training within the prison was poor, which in part was the result of the
current staffing situation. The prison was failing to meet its mandatory training
targets and, more significantly, not carrying out staff development. In October 2001,
72% of staff appraisals and career development procedures had not begun. By the end
of November, this had fallen to 60%.

8.27 Higtorica in situ promotions had conceivably not helped in taking the junior
managers forward. We found that three-quarters of Senior Officers had been
promoted from within Wormwood Scrubs from the Officer grade and half of Principal
Officers from the internal Senior Officer grade. No career development or
management training was in place and it was not surprising to witness some junior

and middle managers failing to operate as managers.

8.28 Thefull time Fire Officer was providing a good service. Training of staff in
fire protection and awareness was better than most other training that was not
associated with Control and Restraints. We visited the prison one night. We were
concerned that the Senior Officer in overall charge of the prison for the 11-hour shift
had only a superficial knowledge of basic fire drills and other contingency plans.
Other night staff knew little or nothing about what to do in the event of an emergency.
They were unaware of the existence of self- harm response kits and fire inundation
points. We were concerned that senior managers had not raised this as atraining

need, since they must have reached similar conclusions during their own night visits.

8.29 Werecognise that, like other London prisons, Wormwood Scrubs suffered
from the constant battle for the recruitment and retention of staff. No prison managers
had expressed interest in previously advertised posts. This may explain the dearth of
experience within the management team. Accelerated Promoted Scheme (APS)

managers had been encouraged and allowed, along with other newly-promoted
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managers, to use the prison to gain experience. The flow of middle managers using
Wormwood Scrubs as a stepping stone to other posts elsewhere was unhelpful and

counter-productive.

8.30 The negative effect on the prison was reflected in the attitudes of some staff
towards managers. For staff who wanted to do as little as possible, it was smply a
matter of waiting until the manager moved on. There was little incentive for staff to
co-operate with initiatives, since experience had shown them that these initiatives

would probably evaporate as soon as the manager had |eft.

8.31 The management of the Health Care Department relied heavily on costly
agency workers. We estimated that the £500,000 predicted overspend was probably a
direct consequence of this approach. We were dismayed to find that some Prison
Service nursing staff were also being used and paid for as agency cover, which was
wholly wrong. The Prison Service code of discipline does not cover a Prison Service
worker in his or her capacity as an agency nurse. Consequently, if their performance
fell below the accepted standard while working for the agency, any sanctions under
the code of discipline could not be implemented against them. We were aso told that
staff could finish a prison shift and then continue to work on as an agency nurse; this
could breach health and safety safe systems of work.

8.32 Some staff we interviewed said that they did not want to take part in training —
they were coming up to retirement or had other things in their lives that occupied their

time.

8.33 Other staff said:

Any courses, hungry to get on courses, leader ship, teamwork, hostage negotiation,
capable managers

| believe thistraining isjust a short cut to say that they are doing training when they

arenot really. Need an update on lifer training
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Finance

8.34 The Financial Manager spoke of the odd way in which the prison was funded,
being given money throughout the year piecemeal. He felt that this prevented the
prison from making good quality medium and long-term plans or decisions based on
known cash budgets. The prison had been given a budget of £20.8 million at the
beginning of the year. This had risen to £22.5 million with the granting of additional
funding needed to run the prison but not included in setting the budget.

8.35 The closing and opening of wings and mid-year changes to the indicative
budget baselines made it impossible to predict and plan sensibly, making delivery
uncertain. An arbitrary budget cut of £300,000 for the next financia year did not

seem a sensible way of supporting a prison that was trying to make progress.

8.36 Weweretold that, as adirect result of aministerial visit to the Health Care
Centre, it was told to change its operation to that of a Grade 4 unit'®. Thisrequired
significant additional resources. No extra money was made available for thisand a
predicted £500,000 overspend had to come from existing resources. How the prison
was to achieve this was not made clear to us, but the matter was causing local

management concern.

8.37 Inattempting to improve work-based activities, the prison had provided some
additional activities for prisoners and provided Natioral Vocational Qualification
(NVQs) in these areas. This worthy initiative was also not properly funded. It
attracted an operating cost of £428,000, against an available £378,000. We weretold
that the money from the Private Enterprise Scheme had been used up and the prison
did not have enough money to buy materials. The upshot was that there would be no
work for prisoners or trainers. Thiswould need to be resolved, but again we were not

told how.

10 Health Care Centres are of four types: Type 1 provides daytime cover, generally by part-time staff;
Type 2 provides daytime cover, generally by full-time staff; Type 3 provides in-patient facilities, with
24-hour nurse cover; and Type 4 isas Type 3 but also serves as anational or regional assessment
centre.
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Conclusions

8.38 The frequent changes in the Senior Management Team (SMT) resulted in lack
of stability and continuity. The past and continuing allegations against staff were a
significant barrier to effective management. There was no shared recognition of or
consensus on the essential issues and, therefore, no corporate vision for the short and
medium term. Poor information systems did not reflect true achievements and
concealed unacceptable levels of regime provision. In these circumstances, it was
unsurprising that little had been done since our last inspection to improve outcomes

for prisoners.

8.39 There was little, if any, co-operation between residential wing managers and
their Principal Officers and Senior Officers. Wing staff often made decisions for
managers and poor supervision had alowed the regime to become unpredictable.
Failure to agree on the Management Consultancy Services proposals led to great
frustration. The daily management of staff deployment wasitself adrain on
resources. Staff continually had to work additional hours ssmply to provide the basic
services and there was little chance of taking annual leave. The current staff
allocation arrangements did not provide stability for prisoners nor did they provide

staff with the incentive to engage with prisoners.

8.40 Staff training was poor and the prison was failing to meet its mandatory
training and staff development targets. The extended use of prison service health care
staff as agency staff was contrary to regulation. Night staff were untrained in basic
safety precautions for prisoners and the building itself. It was difficult to comprehend
all the finer points of the prison’s budgetary systems but it was clear that the prison

was having trouble meeting its budget.
8.41 Our interviews with individual staff showed that they found it difficult to

detach themselves from the history of the allegations and investigations. It permeated

all their answers and many were anxious about possible future allegations.
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8.42 Staff fet that their senior managers did not trust them to deliver the changes
that were necessary. More worryingly, they did not believe that senior managers had
the capacity to put things right either. Most staff (80%) felt they were failing to meet
their responsibilities towards prisoners. We concluded that staff needed stronger
leadership and direction from their senior managers to help them recover their
confidence and efficiency. Thisrequired aline to be drawn under the events of the

past and the articulation of a clear new vision for the future.

Recommendations
8.43 The Governor should communicate hisvision and focus for the prison as

soon as possible to the Senior Management Team and to junior managers.

8.44 The Senior Management Team should be strengthened.

8.45 A staff deployment system should be introduced, with sufficient staff to
ensurethat prisonersreceive a properly-regulated regime and that there

is consistency of staffing on the wings.

8.46 Information should be accurately recorded and reported and used asthe
basisfor decisions.

8.47 Staff should receive the minutes of all relevant meetings.

8.48 All available Principal Officersshould regularly attend operational
meetings.

8.49 Principal Officers should receive career development training and be
given clear guidance on what is expected of them asresidential wing and

specialist managers.

850 Consideration should be given to providing team building work and

management training for all managerial levels.
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8.51

8.52

8.53

8.54

8.55

8.56

8.57

8.58

Manager s should control the timing of regime activities and should ensure
that staff abide by thesetimings. No task should be dropped without

permission from the duty governor.

M anager s should mor e vigor ously challenge and change any aspects of an

intransigent staff culture by making overt management checks.

Consideration should be given to operate group-working arrangements
when the profiles are realigned.

Future promotions should take into account the difficulty of promotions

in situ.

The prison should open all staff appraisal forms and manage staff by

guality objectives and good supervisory skills.

All managers should receive formal management training and car eer

planning. There should be succession planning.

All staff working on night duty must have basic contingency training,

which includesfire and suicide prevention, before starting their duty.

Prison staff should not work as agency nurses; more full-time nur ses
should be appointed.
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EXECUTIVE SUMMARY

Arrival in custody

ES1 Wefound that the team of reception-based officers working in reception were
dedicated and very professional and took great pride in their work. Other officers
who were equally committed but had not been reception-trained and did not often
work in reception sometimes undermined this good work. Reception was
considerably cleaner than at our previous inspection and meal arrangements had
improved. Respect and consideration were evident in the continued presence of
Listeners and the removal of unnecessary barriers to interaction with prisoners. On
the other hand, there had been a diminished provision in the reception process. Staff
were no longer regularly providing briefing sheets to help first-time prisoners through
this difficult period. Hours spent in holding rooms were devoid of stimulation, men
new to prison were not being identified and offers of atelephone call had dropped
considerably. Previous arrangements for prisoners without English had al but fallen
into disuse.

ES2 Weareat aloss to know why the establishment had so clearly failed to make
proper provision for prisoners, especially those new to prison, on their first night
there. The new First Night Officer scheme had yet to get off the ground. Eveninits
infancy, there were signs that its future depended on whether there was sufficient
commitment from staff and managers to make it work. In our estimation, not only
were there no proper arrangements but the locations in which some prisoners were
housed were positively dangerous. The proposed solution for induction cells had
hardly materialised. Many staff continued in their failure to recognise, or to care

about, the effect of imprisonment on many of these individuals.

ES3  Many prisoners were not receiving Induction. A one-day programme, which

included some risk assessment, was not long enough to make judgements on whether

prisoners were settling in. The promising start made to Induction during our last

inspection had not been sustained. If anything, matters had dipped and staff were
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being moved to other duties, making any catching up exercise an impossible task.
Participating departments were still not regularly attending Induction sessions and
there was little or no provision for prisoners who did not speak English. This was yet
another initiative that had failed to deliver.

Residential units
ESA  Single cells continued to be used for two prisoners and sanitary arrangements

in these circumstances were highly inadequate.

ES5 The standards of cleanlinessin cells and in communal areas varied across the
wings and within the wings. On some, prisoners had difficulty in getting cleaning
materials. Most prisoners had daily showers and could change their clothes every
week. The amount of prison clothing issued to prisoners was not necessarily seen by
them as sufficient. Wing laundries were well used, although remand prisoners were
excluded from this facility.

ES6 Most prisoners spent much of their day locked up in cell. Even those who had
some purposeful activity still spent far too long in cell. Time out of cell was even less

than prisoners experienced in February 2000.

ES7 There were regular exercise periods every day. No records were kept of
cancelled sessions, so there was no way of telling how often this occurred. Although
most prisoners said that cancellations were rare, the opportunities for daily exercise
had diminished since the last inspection.

ES8 There was significantly less association and time out of cell than during our
last inspection. When evening association and the daytime ‘domestic’ periods did
take place, they were relaxed affairs in which staff and prisoners integrated freely.
There were particular problems on A Wing, where meal serving arrangements

resulted in curtailing the precious time available for association. Prisoners on most
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wings had difficulty in holding telephone conversations, since few telephones had
privacy hoods. Recreational facilities, with in-cell television, appeared sufficient to
meet most prisoners needs.

ES9 There were some interesting comparisons to be drawn across the wingsin
terms of staff-prisoner relationships and the feelings of staff, and how these affected
the running of the wings. On all wings, there were some staff who were more
resistant to change or who were so demoralised that they felt unable to operate as
effectively as they would wish. The following comments reflect an overall view of

individual wings.

= A Wing came across as staff doing what they felt they could, given the upheavals
of central detailing, Minimum Staffing Levels and staff investigations. There
was limited interaction with prisoners and prisoners themsel ves accepted what
staff told them about staffing problems. Of all the wings, A Wing staff seemed
the most disgruntled and disaffected.

=  Prisonerson B Wing portrayed a picture of staff who were neutral in their
dealings with them. There was little interaction with prisoners and no evidence
of warmth in staff contacts with them. B Wing staff observations were generally
about the difficulties in managing a wing when officers were not regularly on
duty there.

= C Wing staff and managers displayed a positive approach to running the wing
irrespective of the turmoil created by central detailing and Minimum Staffing
Levels. Most prisoners on C Wing felt that staff were approachable and helpful.

=  On D Wing, the relationships were informal and good but they did not extend to

staff engaging to any significant degree with prisoners. Lack of management

supervision was an important issue for staff and prisoners on D Wing.
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*=  Probably the most interesting findings emerged from E Wing. Here was a group
of prisoners, mainly from another prison, who were being managed by staff from
athird prison. It could be argued that a shared feeling of isolation contributed to
what seemed to be the most successful partnership in terms of staff-prisoner
relationships. Staff needed help in familiarising themselves with local practices.

ES10 There was no proper persona officer scheme in place, athough the landing
officer to some extent became the first point of contact for prisoners. This was a good
basis on which to build relationships but it had little chance while the current daily
allocation of staff continued. Entries on wing history sheets needed to be more
frequent and more balanced to provide atrue picture of prisoner behaviour and

particular needs.

ES11 The speed and success with which wing applications were dealt with depended
on individual landing staff. Applications were not being routinely logged nor were
the outcomes being recorded. There was a clear and general lack of trust and
confidence in the Request and Complaint Procedure. Prisoners complained that
responses did not arrive, or were ‘lost’ in the system. Wing display boards contained
no information about this system or about avenues of appeal with bodies other than

the prison.

ES12 Most prisoners regarded residentia units as being safe environments but the
proportion who did not was higher than in February 2000. New prisoners were not
risk assessed before being allocated a cell. There were problems about the improper
use by prisoners of cell bells. Staff were not patrolling areas that were likely to be
used by prisoners to intimidate other prisoners or visiting staff such as nurses. Safety

awareness at night was patchy.

ES13 The Vulnerable Prisoner Unit provided a generally caring environment and its
regular staff were committed to the general well being of prisoners. The practice of
placing new arrivals on the unit was unhelpful and dangerous. No prisoners on the

Vulnerable Prisoner Unit had received aformal Induction programme. Regime

179



activities were affected by the central detailing arrangements and Minimum Staffing
Levels. Unit staff initiatives had provided periods of association and other out-of-cell
activities, including employment on the Unit. There was little for life-sentenced

prisoners, who should have been on alifer wing.

ES14 Life-sentenced prisoners on D Wing and elsewhere at Wormwood Scrubs
were not receiving the level of service from staff that we expect. Case-workers had
not been trained and some took the view that they had not been profiled for this work.
The quality of Probation work and the commitment of Probation staff on the lifer
wing was particularly good. Prison staff were not trained for their new
responsibilities with potential and newly-sentenced lifers. The Lifer Liaison Officer
was not up-to-date with current procedures and was not keeping in touch with his

charges across all wings.

ES15 There was avery high number of foreign nationals at Wormwood Scrubs.
Senior managers had recognised that it was time to make specific provision for them
in places such as Reception and the wings. A separate budget had been allocated for
this and there were some separate groups for foreign nationals. A major concern was
the bureaucracy involved in providing a telephone call for aforeign national who did
not have the money to purchase telephone cards.

Duty of care

ES16 Our Expectations on anti-bullying require prisoners to feel safe and for staff to
ensure that, as far as possible, prisoners can survive on residential units and elsewhere
without fear of intimidation and assault. There was no discernible policy at
Wormwood Scrubs and the establishment was in-between policies. There was little
evidence that staff prevented bullying. In addition, as shown in the report, the
continuing employment of some prisoners as wing cleaners knowing their
unsuitability allowed these violent men to prey on others at will. Consequently, the
statement that bullying and intimidation was not accepted at the prison was largely

meaningless.
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ES17 The stated purpose of the recent prisoner survey was to provide a measure of
the extent and nature of bullying in the prison. This would provide a baseline to
compare against the results of future surveys. Evidence showed that the establishment
had failed to sustain the momentum provided by a promising new strategy supported
by a previous survey. In the circumstances we wondered how the new findings of the
in-house prisoner survey and proposed approach would result in a better outcome for
prisoners. There were questions as to whether staff time would be found to get the
Social Awareness course off the starting block. 1t would take time for the new policy
to be finalised and agreed and, thereafter for staff training to be implemented. In the
meantime, staff were failing to act even when they had al the evidence necessary to

tackle bullies and help victims.

ES18 Overdl, there had been limited improvements in the approach to managing
and minimising self-harm. An active Committee and recent in-house research would
pave the way for future interventions. The continuing use of Listenersin Reception
and their inclusion on the Committee were all positive steps. The link with drugs so
that CARATs workers saw all prisoners who had an open F2052SH was a good
initiative. It indicated to us that self-harm and suicide mattered very much to staff and
managers at Wormwood Scrubs. Against that must be set the poor levels of training
and the more worrying aspect of night staff not being fully prepared in case of an

incident.

ES19 Wefound national and local policy statements on race relations displayed at
various points in the prison. Despite this, there was limited evidence of the
establishment having embraced the concept of equal opportunities, race relations, and
diversity. The drive and energy to promote good race relations at a strategic level had
dwindled. The impetus to keep it aive rested in the hands of some keen and
committed race relations staff and others, rather than promulgation of action based on

policy and operational guidance from senior managers.

ES20 From the time they arrived at Wormwood Scrubs, there were inadequate

arrangements for Foreign Nationalsin particular. First Night measures and Induction
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should be included in planning for the special needs of this group of prisoners. A
greater commitment in actions as well as words was required from all senior managers

and real direction fromthe Race Relations Management Team.

Health care

ES21 The hedlth care provision had deteriorated from the promising start in
February 2000. Staffing levels and the appropriateness of qualifications and training
in the context of what staff were doing were still a problem. The pressing need for a
clinical manager had not been addressed. The physical condition of in-patient wards
was appalling and patient regimes, including those who were undergoing
detoxification, were highly unsatisfactory. The additional burden of having to care
for patients requiring proper psychiatric care in National Health Service hospitals was
adrain on an aready under staffed department. There were good signs that audits and
health needs assessments could inform development plans but these required proper

resources to be effective.

ES22 The pharmacy department continued to provide a good service and pharmacy
staff played an active part in the overall development of health care provision.

ES23 Dental services at Wormwood Scrubs provided arange of treatments. Waiting
times did not reflect the dissatisfaction expressed by some respondents to our prisoner

guestionnaire.

Activities and Services

ES24 The education department continued to provide classes for prisoners who had
little or no achievement in literacy and numeracy. The curriculum was heavily biased
in favour of these people. Prisoners who had reached higher levels of educational
attainment found little in the curriculum to entice them. Life-sentenced prisoners,
Vulnerable Prisoners and patients in the hospital wards did not receive a comparable
level of attention to prisoners on the main residential wings. Although the department

was integrated into the work of the prison, it had not figured in any plans to resettle or
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reintegrate prisoners back into society. The most significant barrier to education at
Wormwood Scrubs came from the failure to get students to classes in time and the

cancellation of classes.

ES25 There were continuing difficulties in getting prisoners unlocked for their
alocated library periods. Poor attendance and the failure to develop the library as an
effective learning resource left it underused. On the positive side, there had been
considerable achievements in providing suitable reading material for the culturally

diverse prisoner population.

ES26 There was a reasonable amount of employment for prisoners. Where specific
skills were being provided, achievements were properly recorded. Relationships
between workers and trainers were very good, providing the motivation for the
acquisition of certificated skills for those who wanted them. Workers who needed

help in basic learning skills were not properly being identified and helped.

ES27 There was still no formal strategy for the development and implementation of
Nationa Vocational Qualifications and key skills. The work and effort that went into
the available certificated training was excellent. The possibility that prisoners
working in the aluminium assembly workshops could be offered employment on

release was very encouraging.

ES28 We were pleased to see that the commitment to providing a range of physical
education activities encountered at the last inspection had continued unabated. The
exclusion of remand prisoners and partial exclusion of full-time workers had to be

remedied. The involvement in rehabilitation of offenders was an excellent initiative.

ES29 The active Chaplaincy team was clearly frustrated in their work because of the
failure to provide prisoners for services and meetings at scheduled times. The team
itself managed to see most prisoners but they seemed to work as individuals, dealing

with matters concerning their own faith and denominations.
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ES30 The prison continued to provide good, standard-quality meals for prisoners.
Serving of meals on the wings was not properly managed; there were often too many
servery workers and food temperatures were frequently not being tested or recorded.
The eating of meals in cells was unhygienic and prisoners in double cells were

cramped for space.

ES31 The service provided by Aramark was satisfactory and many problems were
resolved by the team on site. Problems reconciling receipts of private cash and
earnings continued. The system for delivering orders varied across wings and

demanded too much time from wing staff.

Good order

ES32 The improvements in relationships between staff and prisoners that were
present at the last inspection were still in evidence. Some staff were reluctant to
intervene when minor incidents occurred. The use of Control & Restraint was
correctly applied and properly documented. However, positive staff-prisoner
relationships had yet to develop. Prisoners were generally content that staff treated
them properly but they, too, commented on the lack of continuity of regular officers

on residential wings.

ES33 The Incentives and Earned Privileges scheme had a significant role to play in
both the maintenance of good order and discipline and in motivating prisoners to take
an active part in regime activities. Despite a recommendation to that effect, there had
been no improvement between the differentials of the Incentives and Earned
Privileges scheme. Many staff either had ignored the scheme or were doing the
minimum in terms of deciding applications for enhanced level. Incentives and Earned

Privileges were the casualties of staff deployments across residential units.

ES34 Overdll, the Segregation Unit was safe, clean and functioning satisfactorily in
sometimes testing circumstances. Although staff clearly felt under considerable
scrutiny, they continued to run the unit in an efficient and humane manner. New

prisoners arriving a Wormwood Scrubs were unnecessarily located in the unit, which
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was particularly poor first night practice. Wing records were not accompanying
prisoners to the unit and staff were consequently not fully informed of the nature and
history of the person they were expected to manage. Managers also needed to be

more proactive in monitoring entries in prisoners history sheets.

ES35 The arrangements for public protection were handled satisfactorily and

sensitively.

ES36 The Initial Categorisation and Allocation process was capably managed by the
Sentence Management Unit staff and prisoners were sensitively handled at this
difficult time. Overcrowding drafts and depleted staffing were hampering the efforts
of this hard-working team. It was creditable that, as far as possible, prisoners
currently engaged on courses at Wormwood Scrubs were excluded from

overcrowding drafts to other prisons.

Resettlement

ES37 There was a continuing commitment to providing arrangements that would
make visitors to prisoners at Wormwood Scrubs feel welcome. The conclusion from
our last inspection still held, that the experience for visitors had been “transformed”.
The lack of numbers and consistency in the staffing of visits was in danger of

undermining what had been a significantly improved booking system.

ES38 The area of resettlement required its own manager, directly responsible to the
Governor. Lack of progress on providing a strategy on resettlement was severely

retarding progress in this area of work.

ES39 There were efforts by NACRO and the CAB to ensure that prisoners being
released from Wormwood Scrubs were given some help to enable them to survive
their return to society. However, the prison still had no overal resettlement strategy
and many prisoners who needed help were being missed.
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E40 There were considerable problems with providing sentence plans. Not only
had a backlog built up, but also continuing re-deployment of Sentence Management
Unit staff made any catching exercise impossible. There was no evidence of

systematic case management of individua prisoners.

ESA1 The accredited Enhanced Thinking Skills programme had not been sufficiently
well delivered to receive areasonable rating until recently. We were pleased that non
accredited work was also being done. All offending behaviour courses should serve

the needs of as many prisoners who would benefit from them in the time they spent in

prison. There was no evidence that the current provision reflected the current need.

E42 Despite the clear skill and commitment of the centre manager and her staff, the
Max Glatt Centre was isolated from the rest of the prison.

ESA3 We were disappointed with the failure to make any significant progressin
substance use work, following the recommendations contained in our last report.

Drug strategies were still in their infancy, despite targets not being met. Unless
patients undergoing detoxification were in the health care unit, those on the wings
received little help and support. The main initiative that was meeting prisoners needs
was the Turning Point rehabilitation programme. This, too, had problems, identified
in our previous report but not yet addressed. Re-deployment of prison staff affected
work on substance use and the scheme to train them as CARAT Wing Liaison
Officers had not materialised.

Management and staffing

E44  The frequent changes in the Senior Management Team (SMT) resulted in lack
of stability and continuity and some of the SMT were inexperienced in prison
management. The past and continuing allegations against staff were a significant
barrier to effective management. There was no shared recognition of or consensus on
the essential issues and, therefore, no corporate vision for the short and medium term.

Poor information systems did not reflect true
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achievements and conceal ed unacceptable levels of regime provision. In these
circumstances, it was unsurprising that little had been done since our last inspection to

improve outcomes for prisoners.

ESA5 There was little, if any, co-operation between residential wing managers and
their Principal Officers and Senior Officers. Wing staff often made decisions for
managers and poor supervision had allowed the regime to become unpredictable.
Failure to agree on the Management Consultancy Services proposals led to great
frustration. The daily management of staff deployment wasitself adrain on
resources. Staff continually had to work additional hours simply to provide the basic
services and there was little chance of taking annual leave. The current staff
allocation arrangements did not provide stability for prisoners nor did they provide
staff with the incentive to engage with prisoners.

ESA6 Staff training was poor and the prison was failing to meet its mandatory
training and staff development targets. The extended use of prison service health care
staff as agency staff was contrary to regulation. Night staff were untrained in basic
safety precautions for prisoners and the building itself. It was difficult to comprehend
all the finer points of the prison’s budgetary systems but it was clear that the prison
was having trouble meeting its budget.

ESA7  Our interviews with individual staff showed that they found it difficult to
detach themselves from the history of the allegations and investigations. It permeated

all their answers and many were anxious about possible future allegations.

ESA8 Staff felt that their senior managers did not trust them to deliver the changes
that were necessary. More worryingly, they did not believe that senior managers had
the capacity to put things right either. Most staff (80%) felt they were failing to meet
their responsibilities towards prisoners. We concluded that staff needed stronger
leadership and direction from their senior managers to help them recover their
confidence and efficiency. Thisrequired aline to be drawn under the events of the

past and the articulation of a clear new vision for the future.
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SUMMARY OF RECOMMENDATIONS

To the Home Secretary

1 We invite the Home Secretary to consider how to develop and use transparent
and independent investigations to report quickly on serious allegations, or
incidents, which go to the heart of the running of a prison: how this might be
achieved under existing powers, what additional powers it might require and,
in paralel, how to ensure that any police inquiries that are necessary are

conducted quickly, effectively and with perceived independence.

To the Director General

Healthy Prison Summary

2. The Prison Service should inform policy and expedite implementation of
relevant services for unsentenced prisoners, using the findings and
recommendations in the thematic review ‘Unjust deserts'. (15)

Arrival in Custody

3. Consideration should be given to installing and wearing seat beltsin cellular
vans. (1.21)

4, There should be one set of definitions of a Foreign National and it should be
used consistently across departments in Wormwood Scrubs and throughout the

Prison Service. (1.26)

Residential Units
5. Cells designed for one occupant should not be used as double cells. (2.13)
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Health Care

6. There should be urgent discussions between the Prison Service and the
Department of Health on the clinically suitable location of mentally disordered

people who come before the courts. (4.35)

Activities and Services

7. The retirement age should be reviewed to allow prisoners over the age of 55 to
take part in purposeful activities. (5.41)

Management and Staffing
8. The Senior Management Team should be strengthened. (8.45)

0. All managers should receive formal management training and career planning.

There should be succession planning. (8.57)

10. Prison staff should not work as agency nurses; more full-time nurses should be
appointed. (8.59)

To the Area M anager

Resettlement

11.  The Area Drug Co-ordinator, with the Drug Strategy Group, should review the
role of Voluntary Drug Testing in the prison. He should ensure its availability
as a positive option for those who require support in remaining drug-free.
(7.67)

12. The Area Drug Co-ordinator, with the prison medical staff, should research

various models of good practice el sewhere to ensure that appropriate and
effective detoxification treatment is offered. (7.69)
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To the Governor

Healthy Prison Summary

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Proper First Night arrangements should be provided for al new prisoners. (6)

All prisoners should be properly inducted soon after arrival, irrespective of
where they are located. (6)

Effective anti-bullying measures should be put into place. (6)

All staff should have current training in suicide prevention. (6)

Prisoners should have more constructive time out of cell and al prisoners

should be offered daily exercise and daily association. (15)

A Personal Officer Scheme should be introduced. (15)

There should be a clear definition of “Foreign National” and these prisoners
should receive additioral support as required for their particular situation.
(15

All staff should receive training in understanding race relations and diversity.
(15

Health care services and specific needs for mental health patients should be
urgently improved and should be consistent with National Health Service
standards. (15)

There should be areliable and accurate system to record regime activities, the
number of prisoners participating in each activity and any cancelled sessions.
(18)
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23.

24,

25.

26.

27.

28.

29.

30.

31

32.

33.

The education curriculum should be enriched. (18)

Courses leading to the award of Nationa Vocational Qualifications should be
developed. (18)

All prisoners should have the opportunity to have Physical Education. (18)

Resettlement policies should be devel oped and implemented in response to the
identified needs of each category of prisoner held at Wormwood Scrubs. (22)

All prisoners being discharged should be offered individual help and advice
beforehand. (22)

Sentence plans should be relevant and should be completed on time. (22)
Relevant recommendations on the treatment of life sentence prisoners
contained in the joint thematic report ‘Lifers by the Prison and Probation

Inspectorates should be introduced. (22)

The Drug Strategy Group should ensure that it meets its targets for supply
reduction. (22)

The Governor should communicate his vision and focus for the prison as soon

as possible to the Senior Management Team and to junior managers. (25)

A staff deployment system should be introduced, with sufficient staff to ersure
that prisoners receive a healthy regime. (25)

Information should be accurately recorded and reported, and used as the basis

for decisions. (25)
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35.

36.

Principal Officers and Senior Officers should receive management training
and should be given clear guidance on what is expected of them as residential
wing and specialist managers. (25)

Managers should rigorously control the timing of regime activities. No task

should be dropped without permission from the duty governor. (25)

Managers should more vigorously challenge and change any aspect of an

intransigent staff culture by making overt management checks. (25)

Arrival in Custody

37.

38.

39.

40.

41.

42.

43.

The number of receptionbased and reception-trained officers should be
increased. (1.19)

The explanatory briefing sheet should be reinstated and provided in as many

languages as necessary. (1.20)

There should be proper arrangements to identify people who had not been in
prison before. (1.22)

All staff working in reception should have race relations training. (1.23)

Almost all translated material should be easily accessible and all officers

working in reception should know about and use them. (1.24)

Several working cassette players should be available in reception. (1.25)

Information taken at reception should include a prisoner’s first language and,

where relevant, whether communication in English is possible. (1.27)
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44,

45.

46.

47.

48.

49,

50.

51

Information should be displayed in al reception holding rooms in the
languages identified most often as the first language of prisoners arriving at
Wormwood Scrubs. (1.28)

Consideration should be given to providing reading material in English and
other languages in the holding rooms in reception. This could be
supplemented with video information about reception and other prison
procedures. (1.29)

All newly-arrived prisoners should be automatically offered a phonecard.
Arrangements for Foreign Nationals should be made to enable them to contact

their families overseas soon after arrival in the prison. (1.30)

Ligature points in the holding rooms and shower areas in reception should be
assessed as soon as possible. (1.31)

Immediate steps should be taken to provide proper First Night arrangements.
These should include close management of the First Night Officer system
through its initia implementation and the issue of a First Night Pack to al new
prisoners. (1.46)

Risk Assessment Forms should be attached to Personal History sheets and they
should be held on thewing. (1.47)

The use of inappropriate and possibly unsafe locations for first night prisoners
should cease immediately. (1.48)

In the interim, wing managers and their staff should make it their

responsibility to speak to al prisoners arriving on the residential unit and to
deal with any immediate problems raised by them. (1.49)
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52.

53.

55.

56.

S7.

58.

59.

60.

61.

Night staff on all residential units must know whether any prisoners were
spending their first few nightsin custody and in which cells they had been
placed. (1.50)

All prisoners should be provided with writing material and some reading
material in English ard other languages, to help them through their first night
in custody. (1.51)

Staff should be trained to work as Induction Officers. (1.65)

Life-sentenced prisoners should be given aformal induction course. (1.65)

All prisoners should be properly inducted, irrespective of where they are
located and soon after arrival. (1.67)

The prison should consider giving the Bail Information Officers their own
office. (1.68)

Efforts should be made to ensure that Bail Information Officers see all
potential candidates for bail. (1.69)

We repeat the recommendation that more care should be taken during
induction training to ensure that prisoners who do not speak English can

understand what is going on. (1.70)

Consideration should be given to extending Inductionfor at least two days
during which time prisoners should be closely observed. (1.71)

Induction staff should not be put to other duties. (1.72)
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62.

The prison should seek the advice and assistance of the Safer Custody Group
in developing a model for the Reception, First Night and Induction of
prisoners. (1.73)

Resdential Units

63.

65.

66.

67.

68.

69.

70.

71.

72.

Prisoners who share a cell should have toilet facilities that are fully screened.
(2.14)

There should be a clear policy on offensive displays, applied across the wings.
(2.15)

A smoking policy on residential wings for both prisoners and for staff should

be drawn up and implemented. (2.16)

The standards of cleanliness on all wings should be improved and cleaning
schedules should be adhered to. (2.25)

Consideration should be given to making the baths on A Wing functional
again or otherwise taking them out. (2.26)

The shower recesses on E Wing should be renovated. All wing shower units
should be repaired as required and regularly maintained. (2.27)

The amount of clothing issued to prisoners should be adequate for their use
and should fit them properly. (2.28)

Remand prisoners should be allowed to use the wing laundry. (2.29)

Cleaning equipment should not be stored in wing cleaners' cells. (2.30)

Prisoners should be encouraged to keep their cells clean and they should be
regularly provided with cleaning materials. (2.31)
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73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

Prisoners should have the opportunity of spending at least ten hours out of cell

each day on relevant constructive activity. (2.38)

Prisoners should be offered daily exercise in the fresh air and be supplied with

weatherproof clothing and shoes for outdoor exercise in bad weather. (2.43)
Mealtimes and movements of prisoners should be co-ordinated and organised
in such away that it does not delay mealtimes or affect association periods.
(2.57)

Managers should ensure that prisoners reach off-wing activities on time and
that wing domestic times and association should be provided every day.

(2.58)

Consideration should be given to providing a separate room on A Wing for

prisoner association. (2.59)

All wings should record daily activities and whether any had been cancelled,
with reasons for this. (2.60)

Recreational equipment should be in working order and repairs to pool tables

should be carried out as soon as possible. (2.61)

Additional seating should be provided on all wing association areas. (2.62)

All wing telephones should be in booths or have privacy hoods fitted. (2.63)

Staff should be led and encouraged to interact more positively with prisoners.
(2.87)
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83.

85.

86.

87.

88.

89.

90.

91.

92.

93.

Staff should use opportunities to create an atmosphere in which there is

regular contact with prisoners. (2.88)

Wing senior managers should visit their wings more frequently and
consideration should be given to locating them on the residential wings.
(2.89)

Managers should ensure that the visiting staff on E Wing are given help and
support to enable them to carry out their duties effectively. (2.90)

An effective Personal Officer Scheme should be introduced. (2.96)

The quality and frequency of recording information in prisoners wing history
sheets should improve. (2.97)

When a recorded application remains unresolved, it should be pursued by
landing staff and regularly checked by wing managers. (2.104)

Prisoners should be allowed to have a Request or Complaint form without the
need for approval before the form isissued. (2.105)

Managers should regularly monitor wing procedures for applications, Requests
and Complaints. (2.106)

Information about the use of Request and Conmplaint forms, including the right
to confidential access and avenues for appeal, should be publicised on wing
notice boards. (2.107)

All new prisoners arriving on residential units should be risk assessed before
being allocated to cells. (2.116)

The use of cell call bells for routine issues should be looked into. (2.117)

197



94,  Staff should particularly supervise showers and other important communal
areas. (2.118)

95.  Staff should supervise prisoners when medication is being dispensed to
patients on residential wings. (2.119)

96. Management should ensure that all staff undertaking night duties are trained in
the use of self- harm response kits. (2.120)

97.  Consderation should be given to unlocking wing water hoses before evening
duty staff go off duty. All staff undertaking night duties must be trained in the

use of water hoses. (2.121)

98.  All staff who undertake night duties must be trained in the use of cell door
inundation holes. (2.122)

99.  Cellsdesigned for single occupancy should not house additional prisoners.
(2.135)

100. The Vulnerable Prisoner Unit should not be used as temporary overspill
accommodation. (2.136)

101.  All prisoners on the Vulnerable Prisoner Unit should receive Induction.
(2.137)

102. Vulnerable Prisoners should dine in association within the unit. (2.138)

103.  Only senior managers should make decisions to cancel wing activities.
(2.139)
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104. Prisoner history files should be maintained systematically and consistently and
should be subject to regular, recorded monitoring by managers. (2.140)

105. The practice of placing Life Sentenced prisoners for long periods in the
Vulnerable Prisoner Unit should cease. (2.141)

106. Prison officers who work with lifers should be properly trained. (2.153)

107. Psychological servicesto lifers at Wormwood Scrubs should be clarified. A
lead on this should be provided by the Lifer Unit at headquarters. (2.154)

108. All staff dealing with newly-sentenced lifers should receive training in their
new responsibilities. (2.155)

109. The Lifer Liaison Officer should hold a weekly surgery on D Wing. (2.156)

110. The Lifer Liaison Officer should visit life-sentenced prisoners located on other
wings more often. (2.157)

111.  Senior managers should urgently review the current arrangements for foreign
nationals to be able to contact their families abroad at cheap rates. (2.168)

112. Diversity and cultural awareness training should form part of the weekly
training programme for staff. (2.169)

Duty of Care

113. The new policy on anti-bullying should be published as soon as possible but

its implementation should begin now. (3.19)
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114.

115.

116.

117.

118.

119.

120.

121.

122.

123.

Heads of Security and Heads of Residential wings should review Security
Incident Reports weekly. They should ensure that named bullies and victims
are known to wing staff and that appropriate action is taken and is recorded.
(3.20)

All wing managers should complete areview at least once a month on the
suitability of prisoners employed on the wings in the context of their
behaviour. (3.21)

Wing staff must supervise showers and treatment times. (3.22)

Wing staff must be more vigilant, particularly during association, exercise and
mealtimes. (3.23)

Wing managers should encourage staff to report and record incidentsin
history sheets. (3.24)

All staff should have current training in suicide prevention. Priority should be
given to residential, reception, induction and Health Care staff, as well as
those working with prisoners who are withdrawing from drugs. (3.37)

All night staff must be trained in the use of salf-harm response kits. (3.38)

A system should be developed to ensure that F2052SH reviews take place on

time and are multi-disciplinary. (3.39)

Each landing office should have areadily identifiable and accessible place to
keep open F2052SH records. (3.40)

More Listeners should be recruited and ways explored for recruiting prisoners

from ethnic minority groups. (3.41)
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124.

125.

126.

127.

128.

129.

130.

131.

132.

Consideration should be given to appointing a Listener liaison officer who

could also promote the work and recruitment of Listeners. (3.42)

In taking Suicide Prevention forward, the prison should seek the support of the
Area Suicide Prevention Co-ordinator. (3.43)

The prison should be funded for a full-time and dedicated suicide prevention

co-ordinator to support its current efforts. (3.44)

Therole of the Race Relations Management Team should be re-examined. Its
membership should contain representation from across all departments of the

prison and include wider representation from the community. (3.57)

All members of the Race Relations Management Team should receive full race
and diversity awareness training, and race relations management team training.
(3.58)

Minutes of Race Relations Management Team meetings should properly
record the gist of discussions and any outcomes and decisions reached. Action
points should also be followed up at subsequent meetings until they have been
accomplished. (3.59)

The Race Relations Management Team should regularly be provided with a
full set of statistical information to inform monitoring across time and to
enable remedial action to be taken where necessary. (3.60)

Names, photos and responsibilities of the Race Relations Liaison Officer, the
Assistant RRLO and chair of Race Relations Management Team should be
displayed on noticeboards throughout the establishment. (3.61)

Race relations and diversity training should be delivered to al grades of staff
regularly and without exception. (3.62)
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Health Care

133.

134.

135.

136.

137.

138.

139.

The number of doctors and the skills they need should be reviewed in light of
the findings of the recently-completed health needs analysis. Thisreview
must recognise that primary care in prisons must be given by doctors trained in
primary care. It also must recognise that, in accordance with the health care
standards, the care of mentally ill prisoners should be under the direction of a

psychiatrist on the relevant specialist register. (4.20)

Recruitment and retention of nursing staff should be discussed with local
National Health Service nurse managers and the Task Force. (4.21)

To ensure that they can meet the needs of their patients, all directly employed
medical staff should assess their need for further professional devel opment.
They should seek the advice of the relevant National Health Service regiona
Postgraduate Dean in doing so. (4.22)

A nursing strategy should be developed taking into account current nursing
practice developments and the required education and training programmes.
(4.23)

The health needs analysis should form the basis for future developments in the
health care service. (4.24)

The plans for the development of primary care and mental health care should
be re-examined. (4.25)

We repeat our previous recommendations to appoint a senior clinical manager
who has an understanding of the needs of a community hospital as well as an
in-patient psychiatric unit. The Governor should at least involve the regional
health care task force in evaluating the existing management structure and

identifying gaps in management expertise. (4.26)
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140.

141.

142.

143.

144.

145.

146.

147.

148.

149.

150.

There should be regular checks on the functioning of egquipment in the health
care centre and any repairs should be made promptly. (4.27)

Health care beds should be removed from the Certified Normal
Accommodation (4.28)

The number of admissions to H2 ward should take account of the staffing level

S0 that nursing care is not compromised. (4.29)

Therole of the shift co-ordinator should be reviewed. (4.30)

A suitable regime should be designed for the detoxification unit. (4.31)

The in-patient exercise area should provide occupation and diversion and
should cater for frail aswell as able patients. (4.32)

We repesat our support for developing aday care service. This service should
be reviewed in light of the health needs assessment. (4.33)

The provision of treatment lists should be reviewed. (4.34)

The causes and locations of injuries should be audited and the findings

regularly reviewed. (4.36)

Drug charts should be completed whenever medication is issued, including for
special sick. An entry should be made to reflect medication that is due but has
not been issued, either because the patient refused treatment or did not collect
it. (4.42)

The pharmacy, in conjunction with the Head of Health Care, should ensure

rigorous security systems and accountability for drugs. (4.43)
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151.

152.

153.

154.

155.

All drug cupboards should be locked when not in use and defective locks
should be reported and repaired immediately. (4.44)

Duplicate keys for the dental surgery cabinetry should be kept in the Health
Care Office. (4.50)

The emergency call button must be moved to a more suitable position easily

accessible from the operating area. (4.51)

The waiting area for patients should be improved and health and dental
education material should be displayed. (4.52)

A protocol for the thorough cleaning of the floor and the dental unit should be
agreed with health care managers. (4.53)

Activities and Services

156.

157.

158.

159.

160.

Level 2 targets and the education contract should be reviewed in the light of
students' needs. (5.19)

The balance of full-time to part-time staff should be reviewed. (5.20)

The induction process should be reviewed and it should include more

comprehensive assessment and more multi-lingual materials. (5.21)

The contract and the curriculum should be reviewed in the light of the
published assessed needs. (5.22)

Individual Learning Plans should be more specific, making them a useful

information tool to plan future learning. (5.23)
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161.

162.

163.

164.

165.

166.

167.

168.

169.

170.

Consideration should be given for greater use of interesting projects, library

and computing resources. (5.24)

The education department should be included in providing information and
courses that prepared prisoners for release and resettlement. (5.25)

Arrangements to get students from residential wings and into classes should be
reviewed. (5.26)

Attention should be given to the information systems, to ensure they provide
accurate relevant information for the management of education by the
establishment or the department. (5.27)

All prisoners should have equal and regular access to the library. (5.32)

The library should be developed to support the necessary developments in the

education curriculum. (5.33)

The alocation of prisoners to employment should be reviewed to ensure

realistic numbers at any onetime. (5.42)

The initial assessment process should include some form of assessment of
manual skill. (5.43)

The results of initial assessments should routinely be communicated to
workshop or training staff, to enable prisoners’ individual training plans.

(5.44)

The prison should have arrangements whereby prisoners can develop basic
skills in the workplace. (5.45)
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171.

172.

173.

174.

175.

176.

177.

178.

179.

180.

181.

Consideration should be given to using the time that would have been spent in
workshops towards additional education provision. (5.46)

A strategy for developing and providing National Vocational Qualifications
and key skills within the prison should be produced as soon as possible. (5.55)

The kitchen should increase the number of prisoners on its National
Vocational Qualifications programme. (5.56)

Consideration should be given to using the industrial training area to train

wing cleaners. (5.57)

Attention should be paid to safety and the use of suitable personal protective
clothing in the laundry. (5.58)

New storage areas for the aluminium assembly workshops should be built as

soon as possible. (5.59)

Plans should be expedited to introduce a National Vocational Qualifications
level 2 qualification in the production of glass-supporting fabrications. (5.60)

All prisoners, including remand prisoners, should be offered gymnasium

sessions. (5.66)

There should be arrangements in place that make specia provision for full-

time workers. (5.67)

Consideration should be given to providing additional evening sessions for
physical education. (5.68)

Muslim vulnerable prisoners should be enabled to attend communal prayers.
(5.74)
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182.

183.

184.

185.

186.

187.

188.

189.

190.

191.

Prisoners should be able to attend religious services on time and without

missing other formal activities. (5.75)

Senior managers should ensure that the Chaplaincy team is fully involved in
the work of the prison and is included in the various committee meetings.
(5.76)

Kitchen workers should be given time to shower without having to miss other

activities as aresult. (5.86)

More fresh vegetables should be included in main meals. (5.87)

More freezers should be purchased. (5.88)

Repairs to kitchen equipment and trolleys should be dealt with promptly.
(5.89)

Servery sneeze screens should be of clear plastic that should not be cleaned
with abrasive materias. (5.90)

Meal times and the serving of food should be properly supervised by staff.
(5.91)

Servery staff should record the temperatures of food and hotplates when food
arrives at the wing. Records of temperatures should be sent to the Kitchen
Manager. (5.92)

Consideration should be given to using the same type of temperature probe as

used in the kitchen. If necessary, two probes should be provided to each
servery, one to be used solely for halal food. (5.93)

207



192. Prisoners should have adequate table space to eat their meals and in-cell toilets
should be partitioned off. (5.94)

193. Consideration should be given to increasing the range of ethnic minority
products regularly available from the shop. (5.108)

194. Arrangements for the transfer of prisoners private money into their prison
account should be reviewed to ensure that the transfer is expedited. (5.109)

195. All prisoners should receive some form of pay in order to make essential
purchases at the shop and thus avoid getting into debt with other prisoners.
(5.110)

196. Prisonerstransferred at short notice should have an immediate and routine way
of recelving shop items that they had purchased. (5.111)

197. Therange of hobby products on Aramark’s standard list should be increased.
(5.112)

198. Consideration should be given to a ssmpler and quicker system of delivering
shop purchases to prisoners. Options could include using hours when
prisoners were unlocked or dispensing orders from a central point on the wing.
(5.113)

199. Thetax element of Aramark receipts to prisoners should be clarified. (5.114)

200. Consideration should be given to including prisoner representation at shop
meetings. (5.115)

Good Order

201. There should be clear differentials between the levels of the Incentives and

Earned Privileges scheme. (6.12)
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202. The Incentives and Earned Privileges scheme should be promoted and
publicised and staff should be required to engage with the scheme. (6.13)

203. The Segregation Unit should not be used for accommodating overspill
population. (6.29)

204. Consultations between doctors and prisoners in the Segregation Unit should be
conducted individually and in private. (6.30)

205. Guidelines on adjudication awards should provide consistency and fairness.
(6.32)

206. Prisoner records should always accompany them to their current location
immediately. (6.32)

207. Managers should regularly read a sample of records and history sheets, and
sign the documents to this effect. (6.33)

208. A Public Protection Committee, chaired by a senior manager, should be set up.
(6.38)

209. Steps should be taken to reduce the delays in returning risk assessmentsin
child protection cases. (6.39)

210. Staff in the Sentence Management Unit should not be redeployed to other
duties. (6.54)

Resettlement

211. Accommodation in the visitors' centre should be increased. (7.08)
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212.

213.

214.

215.

216.

217.

218.

2109.

220.

221.

Senior managers should ensure that the range of services potentially on offer

for vigiting times is regularly available. (7.09)

The creche should be properly and regularly staffed at all visiting times.
(7.10)

Consideration should be given to providing refreshments for sale throughout
visiting times. (7.11)

The closed visits area should be refurbished and redecorated. (7.12)

Resettlement policies should be developed in response to the identified needs
of each separate category of prisoner held at Wormwood Scrubs. (7.17)

Membership of the Resettlement meeting should include al those necessary to
ensure delivery of aresettlement strategy. (7.18)

There should be better co-ordination in the management and support of
resettlement projects such as Citizens Advice Bureaux (CAB) and the National
Association for the Care and Rehabilitation of Offenders (NACRO). (7.28)

I dentification of need and access to relevant services should be more
systematic and the circumstances of each prisoner should be checked before
release. (7.29)

The prison’s function in relation to the resettlement of prisoners serving fewer
than four years should be clarified, especially for those released after a

sentence of afew weeks. (7.30)

The prison’s resettlement strategy should be developed in conjunction with the
local London Probation Area to ensure compatibility with local provisionin

the community, and continuity in delivery of services. (7.31)
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222.

223.

224.

225.

226.

227.

228.

229.

Sentence plans should be the vehicle for individual case management and
should be completed on time with the quality of plans being routinely
monitored by managers. (7.37)

A range of programmes, courses and help from externa and internal agencies
should be identified to meet the diverse needs of the prison population. (7.43)

The resettlement strategy should be based on an annual needs analysis and
identify a greater role for the psychology department within an effectively
managed multi-disciplinary team. (7.44)

The Drug Strategy Group should review the prison’s failure to meet its targets
for supply reduction and ensure that adequate resources are allocated for this
work. (7.66)

Consideration should be given to housing al those undergoing medical
detoxification in the same location. (7.68)

The problems in the delivery of, and arrangements for, the rehabilitation

programme should be looked into by the Drug Strategy Group. (7.70)

The Drug Strategy Group should look at ways in which prison staff can be
encouraged to become involved in the delivery of the CARAT strategy. (7.71)

The Drug Strategy Group should ensure that all prisoners who need CARAT

services can be identified at an early stage and referred to the CARAT
workers. (7.72)

Management and Staffing

230.

The Governor should communicate his vision and focus for the prison as soon

as possible to the Senior Management Team and to junior managers. (8.44)
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231

232.

233.

234.

235.

236.

237.

238.

239.

240.

A staff deployment system should be introduced, with sufficient staff to ensure
that prisoners receive a properly-regulated regime and that there is consistency
of staffing on the wings. (8.46)

Information should be accurately recorded and reported and used as the basis
for decisions. (8.47)

Staff should receive the minutes of all relevant meetings. (8.48)

All available Principal Officers should regularly attend operational meetings.
(8.49)

Principal Officers should receive career development training and be given
clear guidance on what is expected of them as residential wing and specialist

managers. (8.50)

Consideration should be given to providing team building work and

management training for all managerial levels. (8.51)

Managers should control the timing of regime activities and should ensure that
staff abide by these timings. No task should be dropped without permission
from the duty governor. (8.52)

Managers should more vigorously challenge and change any aspects of an

intransigent staff culture by making overt management checks. (8.53)

Consideration should be given to operate group-working arrangements when
the profiles are realigned. (8.54)

Future promotions should take into account the difficulty of promotions in
situ. (8.55)
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241. The prison should open al staff appraisal forms and manage staff by quality
objectives and good supervisory skills. (8.56)

242.  All staff working on night duty must have basic contingency training, which

includes fire and suicide prevention, before starting their duty. (8.58)
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