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The role and function of the PPO
The Prisons and Probation Ombudsman
(PPO) is appointed by and reports directly
to the Secretary of State for Justice. The
Ombudsman’s office is wholly independent
of the services in remit, which include
those provided by Her Majesty's Prison and
Probation Service (HMPPS), the National
Probation Service for England and Wales;
the Community Rehabilitation Companies
for England and Wales; Prisoner Escort
and Custody Services; the Home Office
(Immigration Enforcement); the Youth
Justice Board; and those local authorities
with secure children’s homes. It is also
operationally independent of, but sponsored
by, the Ministry of Justice (MoJ).

The PPO has three main investigative duties:
¡¡ complaints made by prisoners, young
people in detention,1 offenders under
probation supervision and immigration
detainees
¡¡ deaths of prisoners, young people in
detention, approved premises’ residents
and immigration detainees due to
any cause
¡¡ using the PPO’s discretionary powers,
the investigation of deaths of recently
released prisoners or detainees

The roles and responsibilities of the PPO are
set out in the Terms of Reference (ToR), the
latest version of which can be found in the
appendices.

1

The PPO investigates complaints from young people detained in secure training centres (STCs) and
young offender institutions (YOIs). Its remit does not include complaints from children in secure children's
homes (SCHs).
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Our vision
To carry out independent investigations to make
custody and community supervision safer and fairer

Our values
We are:
Impartial: we do not take sides
Respectful: we are considerate and courteous
Inclusive: we value diversity
Dedicated: we are determined and focused
Fair: we are honest and act with integrity
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.

It is an unexpected privilege to be writing
the introduction to the Prison and Probation
Ombudsman’s annual report for 2017-18.
When Nigel Newcomen retired in July
2017, I was asked to stand in for a few
months until a permanent successor was
appointed. In the event I shall have been the
Acting Ombudsman for a full year before a
substantive Ombudsman takes up post.
Nigel was the Ombudsman for six years. His
commitment to improving safety and fairness
for those in custody was an inspiration to the
office during that time, and the Perrie Award
in 2018 was a tribute to the huge respect he
was held in more widely for his contribution
to prisoners’ welfare over many years.
Perhaps his most important legacy at the
PPO has been the creation of a library
of thematic learning to complement our
individual investigation reports. Since 2012,
there have been more than 40 publications
designed to distil learning from investigations
and support change in the organisations
we investigate.
During my time in post I have sought to
take forward that vision of rigorous
independent investigation contributing to
change and improvement.

During my time in post
I have sought to take
forward that vision of
rigorous independent
investigation contributing
to change and
improvement.”
Still much room for improvement
Last year Nigel Newcomen described the
prison system as “still in crisis”. He hoped
that prisons would be able to emerge from a
particularly challenging and dispiriting period
and make real improvements in safety and
fairness in the year ahead.
In 2017-18 we saw the first green shoots of
the government’s prison reform programme,
particularly the recruitment of new prison
officers in a partial reversal of some of
the cuts in resources in recent years. We
have also seen a very welcome drop in the
number of deaths in prison during the year.
The message of this report, however, is that
it is still much too early to say that the future
is secure.
A key concern is that we have been
identifying the same lessons and making
the same recommendations for many years
– and we are still doing so. Where we see
repeat failures and an apparent inability to
learn lessons at the same prison, we have
been escalating our concerns to senior
managers in HMPPS. But there is a limit
to what we can do. The MoJ and HMPPS

Annual Report 2017–2018 Prisons and Probation Ombudsman 9

Still much work to do

also need to do more to ensure that our
recommendations are monitored and
implemented. We have been promised that
this will happen as part of the prison reform
programme and we now need to see this
promise delivered. If our investigations are to
make a difference, there must be systematic
action to address the failings we identify.
Senior management changes, confusion
about the respective responsibilities of
HMPPS and the MoJ, and the continuing
pressures on the prison service have
delayed action on this and some other areas
during the year. We still await the promised
national strategies on older prisoners and
on drugs, as well as the effective national
implementation of HMPPS’s review of
suicide and self-harm procedures and
updated guidance on the use of restraints
during hospital escorts. These important
developments have been in gestation for
too long and there needs to be real action in
2018-19. Our investigations regularly identify
good practice by individual members of
staff and by individual prisons, but it will be
difficult to deliver consistent improvement
across the prison estate without more
strategic support and guidance from the
centre on these key issues.
There has, rightly, been much emphasis
in the last few years on what the prison
service needs to do to improve prisoner
safety and fairness. However, it is also worth
saying that other stakeholders, besides
the prison service, need to address repeat
failings as well. Following our fatal incident

investigations, we make a significant number
of recommendations about improvements
needed in primary and mental healthcare,
and far too many of these are also repeated
year after year. While much healthcare in
prisons meets the standards that could be
expected in the community, it is clear from
our investigations that this is not always the
case. In addition, shortages of healthcare
staff are endemic in some prisons and this
can have a significant effect on the safety
and wellbeing of prisoners.

Self-inflicted deaths: will the
downward trend continue?2
After the apparently inexorable rise over the
last two years, it was heartening to see a 37%
drop in self-inflicted deaths in 2017-18,3 with
numbers falling back to roughly the level of
2014-15.
The reasons for the fall in self-inflicted deaths
were unclear, not least because the fall
happened largely before prisons started to
see the benefits of the new recruits coming
on stream. The work of the regional safer
custody teams has undoubtedly played a
part, as has greater management focus on
safety, as well as the daily efforts of individual
prison staff. I have no doubt that this office’s
relentless emphasis on the lessons to be
learned from our investigations has also
helped to make a difference.

2

Not all deaths cited as case studies in this report have yet gone to inquest.

3

Source: PPO data. The PPO categorises Deaths into classifications for allocation and statistical purposes
based on information available at the time. Differences in how we define our classifications mean our
figures do not align exactly with the Official Statistics published by the MoJ.
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However, while welcoming the fall in
numbers, it is far too soon to say that the
downward trend will continue.

clearly, as well as an increase in the number
of self-inflicted deaths in the final quarter
of 2017.

At a basic statistical level, the annual figures
mask significant in-year fluctuations over the
last three years. The graph below shows this
Figure 1: number of self-inflicted deaths by quarter
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Moreover, while the reduction was apparent
across all categories of prison, it is striking
and troubling that some individual prisons,
mainly local prisons, saw disproportionately
high numbers of self-inflicted deaths during
the year, which were not replicated in
comparable establishments. For all that
the phenomenon of clustering of suicides is
well known, that does not explain or excuse
these deaths.
HM Chief Inspector of Prisons drew attention
to one such example in January 2018
when he issued an Urgent Notification to
the Secretary of State in respect of HMP
Nottingham after finding the prison to be
“fundamentally unsafe” for the third time
in a row. Levels of self-harm had risen
very significantly and eight prisoners had
taken their own lives in the two years
since his last inspection. He found there
had been “repeated failures to achieve or
embed improvements following previous
recommendations made by the PPO”.
I very much welcome the transparency and
greater accountability the Urgent Notification
process brings and share the Chief
Inspector’s hope that that it will help to drive
real improvements in prisoners’ treatment
and conditions in the prisons concerned.
But more also needs to be done to address
the disproportionately high numbers of
self-inflicted deaths in some other prisons.
As the statistical tables in this report show,
while some prisons appear to have learned
the lessons from previous self-inflicted
deaths, others are still repeating the same
failings – with tragic consequences.

We are still seeing the
same failings all too often
in these establishments:
failures of management,
weak procedures, poor
information-sharing, a
lack of joined up working,
gaps in training, and poor
emergency procedures.”
There needs to be systemic action now –
monitored transparently at a senior level - to
implement our recommendations or the
failings of the past will simply be repeated in
the future.
A further cause for concern is that, although
the number of suicides has fallen, the levels
of self-harm in prisons leave no room for
complacency. There has been a marked
increase in the number of incidents of cutting
or scratching and, although the figures are
small, there has also been an increase in the
number of incidents of attempted hanging,
overdose and self-strangulation since 2012.
There has also been a rise in the numbers of
suicides of those on post-release supervision
in the community.
It is notable that, in too many cases, our
investigations find a worrying lack of staff
engagement with the prisoners in their
care. Staffing pressures obviously play a
part in this. But we are also identifying a
lack of experience and confidence among
basic grade officers and newly promoted
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supervising officers in some prisons. Unless
staff are talking to prisoners on a regular
basis, they are not going to pick up on
the drug-taking, bullying and changes in
behaviour that may indicate someone is
at risk of suicide or self-harm. I therefore
welcome the new ‘key worker’ model – with
prison officers spending much more time
one-to-one with small groups of prisoners –
and hope that we will begin to see it making
a real difference over the next year.

prevention procedures cannot be resourced,
they cannot be said to be fit for purpose.
The ACCT procedures are now more than
10 years old. As we have said in the past,
there needs to be an assurance that they
remain fit for purpose and that staff are able
to implement them as intended. HMPPS has
concluded a long overdue review. There
have been improvements to training, which
we welcome, but we are still waiting to see
whether any substantive changes will be
made to the ACCT process itself.

Unless staff are talking
to prisoners on a regular
basis, they are not going
to pick up on the drugtaking, bullying and
changes in behaviour that
may indicate someone
is at risk of suicide or
self-harm.”

Deaths from natural causes: still no
older prisoners’ strategy

I hope too that increased staffing levels
will make it possible to improve the
implementation of the process for supporting
and managing prisoners at risk of suicide
and self-harm (known as ACCT). As the
case studies in this report illustrate, we
continue to see repeated failings in these
procedures. When we make critical findings,
we are often told that the pressures on
prisons and shortages of staff mean that
the ACCT procedures cannot be properly
resourced. While we have much sympathy
for hard-pressed prison staff, this situation is
simply not acceptable. If the current suicide

The 15% fall in the number of deaths from
natural causes, although welcome, was
surprising. The rise in such deaths in recent
years has been largely due to the rapidly
ageing prison population and the increase in
age-related ill health that follows from that.
The number of prisoners over 60 has tripled
in the last 15 years and is now the fastest
growing segment of the prison population.
The projections are all upwards and there
are expected to be around 15,000 prisoners
over 50 by June 2020.

The number of prisoners
over 60 has tripled in
the last 15 years and is
now the fastest growing
segment of the prison
population.”
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Against this background, we should not
read too much into the fall of deaths from
natural causes in 2017-18. The numbers are
relatively small (in statistical terms) meaning
fluctuations appear more significant than they
really are. There was also an unusually high
number of deaths awaiting classification at
the end of the year, and it is likely that many
of these will turn out to have been due to
natural causes.
At the beginning of the year, we published
a thematic report about older prisoners
based on our investigations into deaths of
older prisoners from natural causes. This
identified a lack of strategic grip by the MoJ
and HMPPS to address the needs of older
prisoners, particularly those reaching the
end of their life in prison. In the meantime, as
Nigel Newcomen said last year, prisons and
their healthcare partners have been largely
left to respond in a piecemeal fashion.
Just as 2017-18 was ending, HMPPS
published a Model for Operational Delivery
(MOD) on older prisoners. This is a toolkit –
part of the empowerment agenda – to help
governors design the prison day, services
and environment to meet the needs of older
prisoners. We were pleased to see this
analysis of older prisoners’ needs, which
contains some excellent examples of good
practice. However, this is not the properly
resourced older prisoners’ strategy we have
been calling for some years now to drive
consistent provision across prisons and to
inform the commissioning of the necessary
services and pathways. Without that, our
investigations will continue to identify cases
of elderly prisoners dying in inappropriate
locations and with inappropriate care.

Although many of the natural causes deaths
we investigated were of older prisoners,
this was by no means always the case.
This report includes case studies of the
particularly tragic death of a 19-year-old
and, very sadly, of a child in a secure
children’s home.
Our investigations identified some examples
of impressively humane care for the dying by
individual prison staff, as well as glimpses of
improved social care and the development
of some excellent palliative care, including
some close relationships with local hospices.
But this is not consistent.
We continue to see too many failings,
including poor multi-disciplinary working, a
failure to make urgent healthcare referrals to
specialists, a lack of continuity of care when
prisoners move from prison to hospital and
back again, inadequate healthcare cover,
and terminally and chronically ill prisoners
inappropriately located in prisons without 24hour healthcare. And, although there are very
many excellent and dedicated healthcare staff
working in prisons, there are some whose
skills are not up to date or whose attitude to
prisoners leaves something to be desired.
One welcome development during the year
was the launch of NHS England’s Dying
Well in Custody Charter which sets out what
quality palliative and end of life care should
look like in a custodial setting.
A key principle of this is that prisoners should
be able to die with dignity. Unfortunately,
we continue to see cases in which very
elderly, frail and/or very unwell prisoners
with limited mobility were routinely escorted
to hospital in handcuffs and some remained
restrained until shortly before they died.
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This is uncomfortable and undignified for
prisoners and upsetting for their families. It is
also distressing for prison staff to be chained
to a dying prisoner. Case law on this issue is
clear following a judgement in the High Court
– that the use of handcuffs on a prisoner
who is receiving treatment or care must be
necessary and proportionate. It is simply
unacceptable that such inhumane practices
are allowed to continue. This office has been
vocal on this fundamental point for some
time, and the leadership of the prison service
should reflect on why some establishments
are able to address it successfully while
others seem unable to do so. It is, therefore,
very disappointing that HMPPS guidance on
the use of restraints has been in draft for the
best part of year.

Drug-related deaths
We have continued to see a significant
number of deaths where illicit drug use
played a role. This includes accidental or
deliberate overdoses, suicides precipitated
by drug-related mood changes or in
response to drug-related debts and bullying,
and heart attacks and respiratory failure in
apparently fit individuals.
All kinds of drugs are involved in these
deaths – from heroin and cocaine, through
illicitly traded prescription medications, to
psychoactive substances (PS). The ease with
which prisoners are apparently able to obtain
these drugs in prison is truly alarming. A further
concern is that staff too often tell us that they
had no idea a prisoner was using illicit drugs
before he was found dead in his cell.
We are particularly concerned about the
prevalence of PS. Back in 2016, when they
were still known as new psychoactive

substances, Nigel Newcomen described
these drugs as a “game changer” in prisons.
Their easy availability, and the apparent
inability of staff to control the supply, are
of grave concern. Testing regimes are
lagging behind new developments in
PS and there are not enough bespoke
interventions specifically designed to engage
with prisoners who are using PS. Prisons
are struggling with the consequences
of bad batches of PS which can result in
simultaneous multiple collapses of prisoners,
unsustainable demand on prison resources,
ambulances queuing up at the prison gate
and, all too often, death.

The ease with which
prisoners are apparently
able to obtain these drugs
in prison is truly alarming.
A further concern is that
staff too often tell us
that they had no idea a
prisoner was using illicit
drugs before he was found
dead in his cell.”
This destructive epidemic of PS use has
become the ‘new normal’ in prisons, and we
are increasingly concerned by the number
of deaths we investigate in prisons, in
immigration removal centres and in approved
premises in which PS has played at least
some part.
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As with older prisoners, prisons have been
left to develop their own local strategies to
cope with PS as best they can in a piecemeal
fashion. Some are doing everything they
can; some are trying but struggling; and
others appear to have given up. In our view
this is another area where there is an urgent
need for a properly resourced national
strategy, involving other agencies, such
as the police and healthcare providers, to
reduce supply and demand.

Complaints: a vital pressure valve
The ability to complain effectively is
integral to a legitimate and civilised prison
system. Given the pressures on prisons,
prisoners have plenty to complain about.
HM Inspectorate of Prisons published a
number of highly critical reports during the
year illustrating the poor conditions too many
prisoners experience: impoverished regimes,
over-crowding, dirty or badly maintained
buildings, and high levels of violence. In
these circumstances it is more important
than ever that prisoners have a means
of redress that they can trust to resolve
legitimate grievances. An effective and fair
internal complaints process and independent
oversight of the kind this office provides offer
an essential pressure valve.
It was, therefore, surprising that the number
of complaints we received went down slightly
compared with the previous year, although
complaints remain high. We will need to
publicise our new address, having moved to
a new office in July 2018, and we will take
the opportunity then to refresh our publicity
materials to ensure that as many prisoners
as possible are aware of our role. We will
also be carrying out research in 2018-19 into
prisoners’ views on the internal complaints

process. We hope this will enable us to
identify ways in which prisons can improve
prisoners’ trust in the process. As the case
studies in this report illustrate, prisoners
continued to complain about a huge variety
of issues, ranging from the apparently minor
to serious allegations of assault by staff. As in
previous years, the majority of the complaints
we received were from adult male prisoners.
It is clear from the high number of complaints
we received about lost property that this
remains a significant source of frustration
for prisoners. I repeat what we said in last
year’s report: HMPPS must get a grip on
the way prisoners’ property is managed.
The method of recording property needs to
be brought into the 21st century; staff need
time to follow the proper procedures; and
prisoners’ property needs to travel with them
when they transfer between establishments
(instead of following on weeks or months
later). I hope that the MoJ will use the letting
of the new escort contract in 2020 as an
opportunity to tackle this last problem.

It is clear from the high
number of complaints
we received about lost
property that this remains
a significant source of
frustration for prisoners.”
We received more complaints about the
use of force by staff than in previous years,
almost certainly a reflection of the higher
levels of violence in prisons.
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We also received complaints for the first time
about the steps some prisons are taking to
try to prevent PS entering through prisoners’
mail and we have included an example in
this report. We are very sympathetic to the
need to restrict the supply of PS, but we
are concerned that individual prisons are
developing their own processes for checking
and testing mail which may in some cases be
contrary to prison rules. This reinforces the
pressing need for a national drug strategy to
help prisons identify the best solutions.

substance abuse, a topic that had previously
received relatively little attention. Another
looked at the lessons to be learned from
our investigations into prisoners’ complaints
about discrimination. We also published a
substantial thematic review of the learning
from our investigations into the deaths of
older prisoners.

I also repeat our message in previous
reports: the reforms which give greater
autonomy to prison governors will need
to be appropriately balanced by clear
statements of national minimum entitlements
for prisoners. Without clarity about these
minimum standards and how they are
to be adhered to, prisoners’ legitimate
expectations may be dashed, inappropriate
disparity between prisons entrenched,
engagement in rehabilitation undermined
– and independent dispute resolution
mechanisms like my office (as well as the
courts) flooded with complaints.

We also held our fourth annual series of
learning lessons seminars for operational
staff. They were very well attended
and I hope encouraged the practical
implementation of our learning.

Learning the lessons from our
investigations
2017-18 was a frustrating year for our
research function. Vacancies in our
research team remained unfilled for a
significant part of the year because of
lengthy delays in security vetting (which are
outside our control). As a result, we produced
fewer learning lessons publications than in
previous years.
One learning lessons bulletin looked at the
lessons to be learned from our investigations
into deaths in approved premises involving

All three were well received but what is
important is that prison and probation staff
should now implement the learning.

Delivering more for less
Despite the growth in demand for our
services in recent years, there has been no
increase in our budget for several years, and
it will be cut by 5% in 2018-19. I understand
the responsibility on us all to use public
money effectively and over the last few years
we have worked hard to become as efficient
as possible and to make savings wherever
we can. However, the resource pressures
have become increasingly difficult to sustain.
Most of our expenditure is on our staff. We
have already reduced our support staff and
the cut in our budget now means that we will
inevitably have to employ fewer investigators
in future. To maintain a quality service, we
need to be able to keep our staff trained and
to publicise our services to those in custody.
In short, we need to be properly resourced if
we are to continue to play a meaningful role
providing independent oversight as part of
the prison reform programme.
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I take pride in the fact
that almost every fatal
incident draft report was
on time last year and that
we managed to increase
the timeliness of our
complaints investigations.”
Despite this increasingly difficult
environment, I take pride in the fact that
almost every fatal incident draft report was
on time last year and that we managed to
increase the timeliness of our complaints
investigations. Our various stakeholder
surveys also confirm that the quality of our
work is appreciated.
I must, therefore, conclude by paying tribute
to my staff, including the three extremely
able Deputy Ombudsmen, for their sustained
performance and continued commitment
to supporting fairness and justice for those
in custody and under supervision in the
community.

Elizabeth Moody
Acting Prisons and Probation Ombudsman
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The year in figures

Fatal incidents

Complaints

In 2017-18, we started investigations into
316 deaths, a 12% decrease compared to
the previous year. The majority of these
deaths were of prisoners (93%). We began
investigations into:
¡¡ 180 deaths from natural causes, 15%
fewer than last year
¡¡ 74 self-inflicted deaths, 37% fewer than
last year (the first decrease for 2 years)
¡¡ 7 apparent homicides, an increase from 4
last year
¡¡ 23 ‘other non-natural’ deaths, a slight
decrease from 28 last year
¡¡ 11 deaths of residents in probationapproved premises, no change from last
year
¡¡ 5 deaths of residents of the immigration
removal estate, 2 more than last year
¡¡ 1 discretionary case – the death of an
individual who died in custody before a
scheduled court appearance
There were no deaths of children in secure
accommodation in 2017-18 compared to
the previous year, when we began two
investigations into deaths in secure children’s
homes.

In 2017-18 we received 4,790 complaints,
a decrease of 4% compared to last year. Of
these:
¡¡ 46 were about immigration removal
centres, 8 more than last year
¡¡ 310 were about probation services, 5
fewer than last year – of these 55 were
accepted for investigation
We made 4,824 eligibility assessments,
72% of which were assessed in time – this is
fewer than last year when we assessed 82%
of cases in time.

We made 857 recommendations following
deaths in custody:
¡¡ 189 related to healthcare provision (22%)
¡¡ 114 related to emergency response (13%)
¡¡ 109 related to general prison
administration (13%)
¡¡ 91 related to suicide and self-harm
prevention (11%)
This year we issued 310 initial and 331 final
reports, compared to 324 initial and 322 final
reports last year. This year:
¡¡ 98% of initial reports and 73% of final
reports were issued on time
¡¡ the average time to produce a report for a
natural cause death was 18 weeks and for
all other deaths 24 weeks.

Our caseload decreased by 3%, following
a 9% increase last year. We started
investigations into 2,480 cases compared
to 2,568 the previous year. We do not
investigate all eligible cases, for example if
the complaint does not raise a substantive
issue or if there is no worthwhile outcome.
This helps us to appropriately allocate
our resources. This year we declined to
investigate 341 complaints, 74 fewer than
last year.
47 complaints were accepted for
investigation but withdrawn by the
Ombudsman. An additional 23 complaints
were withdrawn by complainants themselves.
We completed 2,365 investigations, 52
more than last year. Of these:
¡¡ 28% came from the high security
estate (which makes up 7% of the prison
population) – 30% of these were upheld
compared to 42% of complaints from other
prisoners
¡¡ the most common complain category
was property, accounting for 32% of
completed complaints – administration
(10%) and staff behaviour (7%) were the
next most common categories
¡¡ 38% were found in favour of the
complainant, the same as last year
¡¡ 38% were completed on time, compared
to 32% last year
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Investigating fatal incidents

Self-inflicted deaths
Although it was very heartening to see
the drop in self-inflicted deaths in prisons
in 2017-18, it is striking that in many of
our investigations we continued to see
the same failings and to make the same
recommendations as in previous years.
Clearly, there is still work to be done to
improve safety in the services we investigate.

ACCT and the assessment of risk
ACCT (Assessment, Care in Custody and
Teamwork) is the Prison Service careplanning system used to support prisoners
at risk of suicide or self-harm.4 The purpose
of ACCT is to try to assess the level of risk,
to identify and implement actions that may
reduce the risk, and to determine how best
to monitor and supervise the prisoner.
As in previous years, we continued to see
many cases where staff did not follow
national instructions and did not complete
ACCT procedures properly, which meant
that prisoners did not receive appropriate
support to reduce their risk of suicide and
self-harm. Although we repeatedly identify
where lessons could be learned – including
improving ACCT caremaps, identifying
triggers, taking a multidisciplinary approach
and ensuring that staff are properly trained –
we continued to see failings in all these areas.

4

A key element of the ACCT process is
making an appropriate assessment of the
prisoner’s level of risk. We continued to
see self-inflicted deaths where staff had
not assessed the level of a prisoner’s risk
appropriately, or had not identified that
there was a risk and started the ACCT
procedures when they should have done. As
we have said in the past, it is important that
risk assessments do not just consider how
the prisoner appears and what he or she
says, but also take into account any known
risk factors. Over-reliance on a prisoner’s
presentation and their assurances that they
are ‘fine’ can mean that a prisoner’s risk is
under-estimated and the necessary support
measures are not put in place.

Over-reliance on a
prisoner’s presentation
and their assurances that
they are ‘fine’ can mean
that a prisoner’s risk is
under-estimated.”

Guidance on ACCT procedures is set out in Prison Service Instruction (PSI) 64/2011, Management of
prisoners at risk of harm to self, to others and from others (Safer Custody). A similar system is used in the
immigration detention estate.
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The following two cases illustrate this.
Mr A was a 27-year old foreign national who
spoke limited English. He was remanded
into custody, charged with a violent offence.
Healthcare staff prescribed Mr A antipsychotic medication to treat his paranoid
schizophrenia, and created a care plan
which said that he needed an interpreter at
all examinations.
Three months later, a nurse started ACCT
procedures after Mr A said that he felt
paranoid thoughts and heard voices about
people wanting to hurt him. Mr A was moved
to a cell in the healthcare unit. Staff held five
ACCT reviews and considered that Mr A’s
risk had decreased to low. An interpreter
was not used for three of the reviews.
Mr A told a psychiatrist that he felt safe
in the healthcare unit but was frightened
that if he went back to a standard wing, he
might hurt himself or someone else. This
information was not passed on when Mr A
moved to a standard wing the next day.
Two officers on the wing spoke to Mr A who
said he was okay. That evening, officers
found Mr A hanged in his cell. Despite
resuscitation efforts, he died shortly
afterwards.

Although staff appropriately identified Mr
A’s risk of suicide and self-harm and started
ACCT procedures, we were concerned
that staff did not fully understand Mr A’s
risks. They did not always use interpretation
services and no one considered inviting Mr
A’s brother (who was at the same prison)
to ACCT reviews. We were also concerned
that wing staff were not aware that Mr A had
said that he was worried that his suicidal
thoughts would return or that he would hurt
himself or someone else if he was moved
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to a standard wing. We considered that, as
a result, staff were not able to assess Mr A’s
risks effectively.
Mr B was 42 years old. He had served
numerous prison sentences and had a
history of personality disorder, illicit drug
use, self-harm and attempted suicide.
Four days after being released from his
previous sentence, he was remanded into
custody again, charged with a violent offence.
On arrival at prison he said he would kill
himself. An ACCT was opened and he
was assessed at high risk of harm. He was
referred for a mental health review.
The first ACCT assessment and review were
held a day late and were conducted by a
single officer with no member of healthcare
present. Mr B said he had had thoughts of
self-harm, was low in mood and wanted
help from the mental health team, but that
he had no current suicidal thoughts. He was
assessed as at low risk of suicide and selfharm. The caremap contained an action for
Mr B to have a mental health assessment.
The next case review was also held late
and was again held by a single officer
with no input from healthcare. He was
again assessed as low risk and his level of
observations was reduced.
Two members of the mental health team
attended the next case review. Mr B said
that he had written a suicide note a few days
earlier but had not acted on it. He said he
was having trouble sleeping and wanted
help with this. He was assessed as being
at low risk and the level of observations
remained unchanged.

At the next review a week later, Mr B said
he felt much better. The ACCT was closed,
although Mr B had still not had the planned
mental health assessment.
Over the next week, Mr B appeared in court
twice and was again remanded in custody.
He said nothing to staff to indicate that he
had thoughts of harming himself.
On the afternoon of his death, Mr B pressed
his cell bell. A member of staff who was
passing spoke to him briefly. A few minutes
later he pressed the bell again. This time it
was not answered for 43 minutes until an
officer went to Mr B’s cell to deliver some
library books and found Mr B hanging from
a ligature. Staff attempted resuscitation and
Mr B was taken to hospital where he died
five days later.

PSI 64/2011 lists a number of known risk factors
and potential triggers for suicide and self-harm.
These include recall to custody, early days in
custody, previous self-harm, being charged
with a violent offence, a history of alcohol or
drug abuse and court appearances. All of
these applied in Mr B’s case.
Staff correctly opened an ACCT immediately
on Mr B’s arrival in prison. However, we
consider that it was not appropriate to assess
Mr B subsequently as a low risk based on the
fact that he said he had no current suicidal
thoughts, particularly after he said he had
written a suicide note and wanted help with
sleep problems. He had still not had a mental
health assessment and we consider it more
likely that Mr B was at raised risk of suicide.
Consideration should have been given to
increasing his level of observations. In addition,
the caremap should have been updated with
an additional action to address Mr B’s poor
sleep through an appointment with a doctor.
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We are often told that
the pressures on prisons
and shortages of staff
mean that the ACCT
procedures cannot be
properly resourced.”
We also consider that the decision to close
the ACCT a week later was inappropriate
and that Mr B should have received ongoing
support from staff at the very least until after
the mental health assessment had taken
place. If the ACCT had remained open and Mr
B had received ongoing support along with a
mental health assessment, it is possible that
his death could have been prevented.
Mr B’s case also illustrates another serious
concern. When we make critical findings, we
are often told that the pressures on prisons
and shortages of staff mean that the ACCT
procedures cannot be properly resourced.
In Mr B’s case, for example, we were told
that the first ACCT review was held by a
single officer because he was the only ACCT
trained assessor on duty that weekend and
that mental health nurses did not work at
weekends. Staff also said that on average
there were 15 to 20 prisoners subject to
ACCT monitoring on Mr B’s wing at any one
time and that they were struggling to manage
this. We were also told that shortages
of mental health staff meant that it was
taking up to three weeks for mental health
assessments to take place. (In Mr B’s case he
had waited longer than this and had still not
been assessed when he died.)

We were particularly critical that there was
a delay of 43 minutes before Mr B’s cell
bell was answered. HM Inspectorate of
Prisons has an expectation that cell bells
will be answered within five minutes and, if
Mr B’s bell had been answered earlier, it is
possible that he might not have killed himself
or might, at least, have received medical
treatment more quickly. The governor told
us, however, that staffing levels meant that
it was unrealistic to expect cell bells to be
answered within five minutes. While we
recognise the pressure prisons are under, we
do not consider that this is acceptable state
of affairs.
Another key aspect of the ACCT procedures
is emphasis on the need for multi-disciplinary
working to reach a holistic view of a
prisoner’s risk. The case of Mr C illustrates
how important this is.
Mr C was a 31-year old foreign national
serving an indeterminate sentence for public
protection (IPP) for a serious sexual offence.
He was a troubled man and was transferred
to a secure psychiatric hospital for a while
before being returned to prison. He faced
deportation but had appealed against it.
Staff sometimes managed him under ACCT
procedures.
About three months before his death Mr C
was transferred to another prison to await
an immigration hearing. On arrival, Mr C
said he had no reason to be alive and was
looking for a means to kill himself. Staff
began ACCT procedures. A supervising
officer led the first ACCT case review but no
one from the healthcare team attended.
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Over the following weeks, Mr C often said
that he wanted to die, was hearing voices
and had flashbacks, and was scared to
return to his home country. He repeatedly
told staff that he hated himself because
of his offence and that he wanted to kill
himself. He self-harmed at times by cutting
and banging his head against the wall. He
remained on an ACCT.
A mental health nurse assessed him as at
immediate risk of suicide. He should have
been reviewed every day but there were
periods of over a week in which no one
from the mental health team saw him. Mr C
did not have a keyworker for several weeks
and, when one was appointed, he was an
occupational therapist rather than a mental
health nurse. Healthcare staff did not attend
more than half of his ACCT case reviews.
Two days before his death, Mr C told an
officer that he wanted to die and intended
to hang himself. At an ACCT case review
the following day, he said that he had tried
to suffocate himself the previous night, but
staff did not change Mr C’s level of risk or
frequency of observations. Mr C was found
hanged in the early hours of the following
morning.

We found that ACCT procedures were not
followed in a number of key respects.
A case manager was not appointed
for several weeks and, when one was
appointed, he did not fully consider
information that might have indicated
Mr C was at increased risk, and did not
properly assess Mr C’s level of risk or set an
appropriate frequency of observations.
We considered that numerous failings in Mr
C’s clinical management had contributed to
this. Mr C was reviewed very infrequently by

mental health professionals, and healthcare
staff did not contribute, as they should have
done, to many of the ACCT reviews. We
were not satisfied that Mr C’s history and
risk was fully considered when a healthcare
keyworker was appointed, or that the
appointment reflected his needs.

Early days in custody
We remain concerned about the number
of prisoners who take their lives shortly
after arriving in prison. Prisoners are at
an increased risk of suicide and self-harm
during their early days in custody and often
prisoners present with obvious factors that
they are at increased risk.
We have continued to investigate deaths
where reception staff have not identified a
prisoner’s risk factors for suicide or, if they
do identify them, have placed greater weight
on a prisoner assuring them that they have
no thoughts of suicide. Reception staff are
required to examine all relevant information,
including a prisoner’s person escort record
(PER, which accompanies a prisoner
between prisons and the court) to assess risk
properly.
Mr D was 31 years old and had been
remanded in custody on charges of robbery.
He had been in prison for less than 24 hours
when he died.
Mr D had spent time in prison in the past,
and had been managed under ACCT
procedures, including under constant
supervision. When he went to prison again,
he told reception staff that he had been in
prison before but they did not look at his
records and did not know his risk history.
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Mr D told a reception nurse that he had
a history of mental health problems and
suicide attempts, and was feeling anxious
with suicidal thoughts. The nurse did not
start ACCT procedures or refer him to the
mental health team.
Later, on the wing, Mr D told an offender
supervisor that he felt anxious, had suicide
plans and was afraid to leave his cell, even
for food and medication. The offender
supervisor started ACCT procedures and
arranged for healthcare staff to bring Mr D’s
medication to his cell. He left Mr D locked
in his cell and told an officer that he had
locked Mr D in his cell, and that staff should
observe him three times an hour under
ACCT procedures. The officer did not start
ACCT observations.
Around 45 minutes later, the officer told
another officer that Mr D was subject to
ACCT monitoring but said, mistakenly, that
he was mixing with other prisoners on the
wing during the association period.
The second officer looked for Mr D but
could not find him despite looking in his cell.
He did not look in Mr D’s ACCT document
which recorded that he had been locked in
his cell. The second officer telephoned the
offender supervisor who told him that Mr D
was locked in his cell. The second officer ran
to Mr D’s cell and found him hanged behind
a barricade at the back of his cell. Despite
resuscitation efforts, Mr D died.

Staff missed vital information from Mr D’s
previous medical and prison records which
should have indicated that he was at risk.
Even though he told a reception nurse that
he had suicidal thoughts, she did not start
ACCT monitoring or refer Mr D to the mental
health team, as she should have.
When ACCT procedures were started,
wing staff did not carry out observations as
specified in the ACCT document. Staff could
not find Mr D to start ACCT observations but
did not act on the information provided by
the offender supervisor or look at the ACCT
document which said that he was locked in
his cell.
Mr D was the third prisoner since 2016 to
die within 48 hours of arriving at the prison.
We were very concerned to have to repeat
recommendations that we had made in
previous investigations about the prison’s
management of the ACCT process and early
days in custody. Although the prison told us
that it was reviewing its reception procedures
in light of Mr D’s case, we felt that more
needed to be done to understand why we
were repeating earlier recommendations,
and we therefore recommended that the
relevant Prison Group Director should carry
out a review.
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Mr E, who was 32 years old, was remanded
into custody charged with murder. He had
no previous convictions. While in police and
court custody, Mr E was kept under constant
observation as he said he would kill himself
at the earliest opportunity. This was noted in
his escort record that accompanied him to
prison.
The manager of the mental health team who
assessed Mr E in police and court custody
told a prison nurse that Mr E’s risk of suicide
and self-harm was very high and that he
needed an urgent mental health assessment
at prison. The nurse told a colleague but did
not record this information.
At his reception screening, ACCT
procedures were started after Mr E told
prison staff that he had suicidal thoughts.
Observations were reduced from constant
to twice an hour as staff did not assess
that Mr E was in crisis. Healthcare staff
completed an initial health screen. They
identified that Mr E had symptoms of
alcohol withdrawal and very high blood
pressure, and he was located in a cell in the
healthcare unit so that his clinical needs
could be monitored.

Mr E had a number of factors that increased
his risk of suicide. It was his first time in
prison, he had been charged with a violent
crime, and he had told police and court
staff that he would take his own life at the
earliest opportunity. Mr E’s risk of suicide
and self-harm was not properly assessed
on arrival at the prison and it was a poor
decision to reduce his observations before
he had had a full mental health assessment
and a longer period of observation. Staff
failed to fully consider the information in
Mr E’s escort record and over-relied on Mr
E’s presentation. The nurses, who were
aware that Mr E needed a mental health
assessment, did not tell anyone else or
record the information in his medical record.

That night, a night patrol officer found Mr
E hanged in his cell. Despite resuscitation
efforts, he died shortly afterwards, less than
eight hours after he had entered prison.
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Segregation
Deaths in segregation units are particularly
troubling. Segregation units are used to
keep prisoners apart because they feel
vulnerable or under threat, or they pose a
threat to others. The units also hold prisoners
serving internal punishments of cellular
confinement. Prisoners usually leave their
cells only to collect meals, shower, make
calls and take exercise. It is an extreme
form of custody which removes activity and
interaction with others, so the vulnerabilities
of those with pre-existing mental health
issues can be exacerbated. Segregation is
widely acknowledged as an inappropriate
location for prisoners at risk of suicide and
self-harm and should not be used unless all
other options have been exhausted. Reviews
and specific safeguarding procedures
are specified for segregation units as an
acknowledgement of those risks.

Segregation is widely
acknowledged as an
inappropriate location for
prisoners at risk of suicide
and self-harm and should
not be used unless all
other options have been
exhausted.”
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Mr F was 26 years old and was serving
a sentence for robbery. He had a history
of mental illness, and alcohol and drug
abuse, and was receiving anti-psychotic
medication.
He believed himself to be under threat in
four different prisons, although there was
no evidence to support this belief. He
repeatedly refused to live on a residential
wing and of the 143 days he spent in
custody before his death, all but 32 were
spent in segregation.
Efforts were made to transfer him to other
prisons where he said he would feel safe,
but his unusual and extreme behaviour –
dirty protests, fire-setting, barricading and
occasional self-harm – resulted in him
being returned to his original prison each
time. He told staff that he was behaving
in this way to avoid being moved out of
segregation.
Nursing staff expressed no concerns
about his safety, and mental health
staff considered that he displayed no
psychotic symptoms.
Three days after arriving back at his
original prison again, Mr F was found
hanged in his cell in the segregation unit.

We recognise Mr F’s behaviour made him
difficult to manage. However, while his
periods in segregation were, in themselves,
appropriate and in line with prison service
rules, his frequent moves between prisons
masked the total length of time he had
spent segregated – nearly four months,
almost continuously, in four different prisons.
This also meant that no single prison took
a strategic approach to managing his
behaviour and its underlying cause: no care
plan was drawn up to support his mental
health, and no single prison attempted to
develop a long-term approach to his fear of
normal location.
He appeared happy to be back in his original
segregation unit when he returned there
shortly before his death. Staff relied on
his positive presentation and regarded his
extreme behaviour as ‘normal’ rather than
re-evaluating his risk factors objectively on
his return.
There was no care plan in place to support
Mr F’s mental wellbeing across four different
prisons, and there is no evidence that his
long-term segregation was ever considered
as a risk factor. Long-term segregation
must be considered as a risk factor when
assessing risk of suicide and self-harm,
and particular care must be taken not to
overlook the impact of moves between
different establishments. A range of options
must be considered and specific steps taken
in assisting prisoners to return to normal
location from segregation.
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A range of options must
be considered and
specific steps taken in
assisting prisoners to
return to normal location
from segregation.”
Mental health
As in previous years, many of the
prisoners whose deaths we investigated
in 2017-18 suffered from significant mental
health issues. Too often prison staff failed
to identify these issues because they were
over-reliant on a prisoner’s presentation
rather than considering the full range of
possible risk factors. Mental health issues
were also sometimes missed when set
against a history of substance and alcohol
abuse, and mental health treatment was
regarded as an afterthought rather than
considered holistically as part of a prisoner’s
whole condition.
The availability of suitably skilled healthcare
professionals in prisons remains an issue, as
does the ability to transfer acutely mentally
unwell prisoners to more appropriate
clinical settings. The continuing challenge of
managing ‘untreatable’ personality disorders
in a custodial setting also underlies many of
the tragic cases we have investigated.

The availability of suitably
skilled healthcare
professionals in prisons
remains an issue, as
does the ability to
transfer acutely mentally
unwell prisoners to
more appropriate clinical
settings.”
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Mr G, who was 26 years old, was remanded
into custody charged with a violent offence
against his former partner. It was his first
time in prison. He had recently cut his neck
and said that he would take his life.
Reception staff began ACCT procedures but
no one referred Mr G to the mental health
team. Later that day, a supervising officer
held the first ACCT case review but did not
create a caremap, as required. No one else
attended the review.
Mr G expressed delusions that he would
be killed in prison, tortured or deported to
face the death penalty. He told his family
that they would not see him again as he
intended to take his life. He made cuts to his
neck and made a ligature. Prison staff did
not always discuss these incidents at ACCT
case reviews, and consistently assessed
that that Mr G was at low risk of harming
himself.
A prison psychiatrist concluded that Mr
G was showing psychotic symptoms and
requested an assessment to determine
whether he should be transferred to a
secure psychiatric hospital. The request
was apparently not received, so the
mental health team manager re-sent it
several weeks later. Mr G was still awaiting
assessment when he died.

Prison staff were required to check Mr G
twice an hour under ACCT procedures but
on the morning that Mr G hanged himself,
the night patrol officer did not observe him
for over an hour, and subsequently found Mr
G with a ligature around his neck. Mr G was
taken to hospital, where he died.

Mr G presented as delusional and paranoid.
While some positive, supportive actions
were taken by the prison to help Mr G, we
are not satisfied that enough was done to
address his risk of suicide and self-harm. A
number of key aspects of ACCT procedures
aimed at reducing risk – including holding
multidisciplinary case reviews and setting
meaningful caremap actions, – were not
followed. Staff did not always fully consider
incidents that might have indicated that Mr G
was at raised risk, and observations were not
always carried out at the specified intervals.

Emergency response
Mr G’s death also illustrates another
continuing concern about the failures to
respond promptly to medical emergencies in
too many cases.

In the week before his death a ligature
was found in Mr G’s cell. Both prison
and healthcare staff thought that Mr G’s
mental health was deteriorating and on
the day before his death the psychiatrist
concluded that he was floridly psychotic
and experiencing full-blown hallucinations
or delusions. However, staff continued to
assess Mr G’s level of risk as low and did not
change the frequency of his observations.
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When the night patrol officer looked into Mr
G’s cell in the early hours of the morning, he
saw him kneeling on the floor with a ligature
tied to him. He told us that he thought that
Mr G was about to hang himself.
He radioed another officer for help
and shortly afterwards, he radioed for
any staff to attend and said Mr G had a
ligature around his neck. He did not use
an emergency code, as he said he did not
think Mr G was hanging. Although he had a
cell key, he did not enter the cell as he said
thought Mr G was alive and it would not be
safe to enter on his own.
Four officers arrived about a minute later.
They entered the cell and found that Mr
G had hanged himself. They removed
the ligature and began cardiopulmonary
resuscitation. Two minutes later an officer
radioed for healthcare assistance and after
another minute she radioed an emergency
code, indicating a life-threatening situation.
The control room operator called an
ambulance immediately.
The emergency response nurse does
not have keys at night and had to wait
in the healthcare centre to be collected
by an officer. She arrived at Mr G’s cell
seven minutes after the night patrol officer
first radioed for help. Staff continued
resuscitation efforts. Paramedics arrived six
minutes later and re-established a pulse.
They took Mr G to hospital but he died in the
intensive care unit two days later.

We recognise that it can be difficult for
staff in such situations to make instant
decisions, but when there is a potentially
life-threatening situation, it is essential to
act quickly. The night patrol officer thought
that Mr G was about to hang himself, and,

in these circumstances, we would normally
expect prison staff to go into a cell as soon
as possible, in case there is a chance of
saving someone’s life.

We recognise that it
can be difficult for staff in
such situations to make
instant decisions, but
when there is a potentially
life-threatening situation, it
is essential to act quickly.”
Staff should also radio an emergency code
promptly in a medical emergency to ensure
that healthcare staff take the appropriate
equipment to the incident and that there
are no delays in calling an ambulance. The
officer did not call an emergency code, even
though he thought Mr G was preparing to
hang himself. After other staff entered the
cell and found Mr G unresponsive, there
was a further delay of three minutes before
anyone radioed the code.
There was then a further delay before the
nurse arrived because she did not have keys.
We consider prisons should do everything
they can to ensure that the preservation of
life is placed over security arrangements and
this practice caused an inherent delay.
We cannot say whether any of these
delays affected on the outcome for Mr G.
Nevertheless, it is essential that prison
staff understand their roles in a medical
emergency, as early intervention can save life.
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Women prisoners
In last year’s annual report we reported that
there had been a sudden, tragic increase in
the number of women’s deaths in prison in
2016-17: 23 deaths5 in total, including 11 selfinflicted deaths. It is heartening that these
high numbers did not continue in 2017-18:
there were 8 deaths in women’s prisons, of
which one was self-inflicted.

Many of the lessons
we identified were similar
to those that arise from
self-inflicted deaths in the
male estate.”

In March 2017 we published a bulletin about
our investigations into self-inflicted deaths
among women prisoners.6 Many of the
lessons we identified were similar to those
that arise from self-inflicted deaths in the
male estate. That continued to be the case
with the two self-inflicted deaths of women
prisoners we investigated in 2017-18, as the
case of Ms H illustrates.

5

This included three deaths of transgender women prisoners in male estate prisons.

6

Prisons and Probation Ombudsman (2017) Self-inflicted deaths among female prisoners. London: PPO.
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Ms H, who was 41 years old, was remanded
into custody, charged with assaulting her
son and threatening an adult. She had no
previous convictions. Although Ms H was a
British national, she spoke very little English.
Ms H’s escort record that accompanied her
to prison noted that she had threatened to
jump from a moving car and had depression.
At her reception screening, Ms H used an
interpreter and told prison staff that she
had no thoughts of suicide or self-harm.
Healthcare staff did not complete an initial
reception health screen because they did
not have time before their shift ended and
there were language difficulties. No health
screen was subsequently carried out, and
her community medical records were never
requested which would have shown that she
took medication, including anti-depressants.
Ms H went to court the next day but an
officer did not include the details of her
risk from her previous escort record.
When she returned from court, her needs
were not assessed before she was returned
to the wing.
Four days later, staff found Ms H hanged in
her cell. Despite resuscitation efforts, she
died shortly afterwards.

We found that Ms H’s risk
of suicide and self-harm
was not properly assessed.
Staff failed to consider her
risk factors and relied only
on Ms H’s presentation.
There is little evidence
that staff interacted much
with her which was a
missed opportunity to
identify her risk of suicide
and self-harm.”
Ms H had a number of factors that increased
her risk of suicide. It was her first time in
prison, she was charged with a violent
offence against a family member, she had
threatened to harm herself and she was
depressed. It is a significant failing that Ms H
never had an initial reception health screen,
healthcare staff did not consider using
an interpreter and no one requested her
community medical records.
We found that Ms H’s risk of suicide and selfharm was not properly assessed. Staff failed
to consider her risk factors and relied only on
Ms H’s presentation. There is little evidence
that staff interacted much with her which was
a missed opportunity to identify her risk of
suicide and self-harm.
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Drug-related deaths
The problems caused by the availability
of drugs in prisons are well known. They
contribute to bullying, violence, disorder,
mental distress and physical ill-health.
Psychoactive substances (PS), which started
to appear in prisons a few years ago, are
now too often the 'new normal'. Their effect
on prisons has been profound: they continue
to heighten levels of violence in prisons and
have been found to cause or contribute to
the deaths of prisoners.
In addition, prisoners often trade their
prescription medication illicitly and, especially
when used in conjunction with other drugs,
this poses serious risks to health.

Psychoactive substances,
which started to appear in
prisons a few years ago,
are now too often the ‘new
normal'.”
The ready availability of illicit drugs in many
prisons and the limited ability of prison staff
to control their supply are of grave concern.
As in previous years, we continued to see
too many deaths where illicit drug use had
played a role, either directly in the case
of accidental or deliberate overdoses, or
indirectly in the case of suicides precipitated
by drug-related mood changes or in
response to drug-related debts and bullying.

The following cases illustrate some of these
problems.
Mr I was a 32-year-old man who was serving
a long sentence for a violent offence. He
was prescribed methadone (medication
used to treat opiate addiction) for much of
his time in prison. His friends said he also
used illicitly obtained prescription drugs on
a regular basis, including a heroin substitute
and various pain relief drugs. He was
admitted to hospital following an apparent
overdose of paracetamol. There was
significant intelligence that Mr I was involved
in drug-related violence and bullying in
prison, but also that he was under threat
and in considerable debt.
He was released on licence but a few
months later he was recalled to prison
after taking an overdose in the community.
Although he had overdosed three days
earlier, he was not placed on an ACCT.
He was started on a methadone opiate
detoxification programme.
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Mr I became known by staff and other
prisoners as a regular user of illicit
prescription medication. Staff found illicit
drugs in his cell and, on the same day,
Mr I was recorded as being ‘under the
influence’. Although he was placed on
a disciplinary charge, he was not tested
for drugs. There was no follow-up with
healthcare staff and prescribers were
not told about these events so no one
considered whether to make changes to
his methadone prescription.
One morning, Mr I was found dead in his
cell. He had died from an overdose of drugs,
a combination of methadone and illicitly
obtained prescription drugs. There is no
evidence that Mr I intended to take his life.

The evident frequency and ease with which
Mr I was able to obtain illicit prescription
drugs in prison are very concerning. The use
of such drugs alongside methadone carries
significant risks, and we are concerned that
intelligence that Mr I might have been using
illicit medication was not properly followed up.
There was little evidence of any meaningful
interaction between prison officers and Mr I,
which meant that staff had less opportunity
to identify his illicit drug use or any other
underlying issues he had. He presented with
a range of risk factors, including a recent and
significant drugs overdose. These should
have been properly managed and we are
concerned therefore that no one began
ACCT procedures when he arrived at prison.

Mr J was a 28-year-old serving his first
prison sentence. He had a long history
of drug abuse in the community. While
in prison, he detoxified from heroin and
cocaine, and agreed to receive support from
substance misuse rehabilitation services.
But he also told a substance misuse worker
that he was struggling with his desire to use
drugs and asked about being placed on a
methadone maintenance programme.
About a month later, he was found dead
in his cell. The post-mortem found that his
death was due to PS toxicity. There is no
evidence that Mr J’s death was anything
other than accidental.

We found that, given his clear and
established pattern of drug use before his
arrival in prison, Mr J was clearly vulnerable
to misusing drugs in prison, particularly as
both HMIP and the IMB have expressed
concerned about the ready availability of
drugs in Mr J’s prison. There was a significant
amount of evidence to suggest that Mr J was
regularly misusing drugs in the period before
he died, and his mother also believed he was
doing so. Despite this, wing staff told us that
they had seen no indications that Mr J was
using drugs.
We do not dispute what they told us, but
are concerned that – particularly in a prison
where the misuse of drugs was so high –
staff were not more attuned to the risks Mr
J presented and the behaviours in which he
apparently indulged.
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Deaths from natural causes
Deaths from natural causes continue to
account for the majority of fatal incident
investigations in prisons in 2017-18. There
was, however, a drop in the number of
deaths from natural causes. This is surprising
given the steady increase in the population
of older prisoners. However, there were
significant numbers of deaths where the
cause of death was still unknown at the
end of the year and it is possible that many
of these may be classified as deaths from
natural causes in due course.
Our investigations continued to focus on
the need for prisons to provide a level of
healthcare that is equivalent to that which
could be expected in the community,
including the provision of appropriate care
pathways in place for prisoners with a longterm or terminal illness, and the adequacy of
healthcare cover in prisons.

Our investigations
continued to focus on
the need for prisons
to provide a level
of healthcare that is
equivalent to that which
could be expected in the
community.”

Healthcare
Although we saw some examples of
excellent healthcare in 2017-18, we also saw
some very poor care, as the case of Mr K
graphically illustrates.
Mr K, who was 19 years old, was remanded
in custody for assault. He had a heart
condition, diagnosed in 2010, and Attention
Deficit Hyperactivity Disorder (ADHD). He
was receiving ongoing treatment for both
but this was not picked up by the healthcare
staff when he arrived at the prison.
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Three days after his arrival, Mr K complained
of headaches, nausea and dizziness. He
was referred to the mental health team
but his physical health was not reviewed.
Over the course of the next three weeks
Mr K stopped eating, drinking and
communicating. His condition deteriorated
severely to the extent that he repeatedly
soiled himself and ate his own faeces.
Although nurses saw him on nine occasions
during this period, Mr K’s erratic actions and
changes in mood were not recognised as
potential signs of being unwell, but instead
were treated as poor behaviour. Healthcare
staff did not refer him to the prison GP for
two weeks, and when they did Mr K refused
to attend the appointments.
A week before his death, Mr K collapsed
in the shower while officers were trying
to wash him. He was seen by a GP the
same day and he was taken to hospital
in restraints. The prison did not inform
his mother that he had been admitted to
hospital.
Mr K was placed in an induced coma but did
not respond to treatment. He died six days
later of meningitis, bacterial endocarditis (an
infection of the heart) and pneumonia.

This is a very disturbing case. No one took
responsibility for ensuring that Mr K received
urgent medical attention as he became
seriously unwell. It is unacceptable that any
prisoner, and particularly a vulnerable young
man, should have been treated in such an
uncaring manner, allowed to deteriorate in
full view of staff and to spend his final days
in appalling conditions before he was finally,
belatedly, sent to hospital.

We are also concerned that Mr K was
unnecessarily restrained when he was taken
to hospital and that his mother was not
informed promptly of his critical condition.

Location and pathways
It is clear from our investigations that,
when prisoners are suffering from terminal
or chronic conditions, prisons and
healthcare staff generally try hard to find
them appropriate accommodation in an
establishment which is equipped to meet
their care needs. However, we continue to
see cases where prisoners have to remain
in inappropriate locations because of the
limited availability of suitable prison beds.

...We continue to see
cases where prisoners
have to remain in
inappropriate locations
because of the limited
availability of suitable
prison beds.”
Mr L, who 87 years old, was serving an
IPP sentence for sexual offences. He had
several chronic health conditions, including
advanced dementia. About seven months
before he died he was diagnosed with
cancer. He lacked the mental capacity to
understand the implications of the diagnosis
or to communicate his wishes and he was
often uncooperative with his treatment
and care.
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Prison healthcare staff liaised with a
palliative care specialist, community
agencies and an independent mental
capacity advocate, and worked hard to
provide Mr L with a decent standard of
clinical care.
As Mr L’s condition deteriorated, staff
tried to transfer him to another prison
with 24-hour healthcare facilities where
he could receive care at night. Staff at the
other prison (who were also responsible
for assessing prisoners with physical and
mental health needs and allocating them to
prisons in the area) considered that Mr L had
no acute clinical needs and was receiving
good care at his current location.
Mr L’s condition continued to deteriorate.
He was admitted to hospital and later
transferred to a hospice, where he died.

We recognise that healthcare staff made
considerable efforts to provide Mr L with
a standard of care that was at least the
equivalent to that he could have expected
to receive in the community. However, given
his terminal illness, advanced dementia
and impaired ability to communicate, we
do not consider that it was appropriate for
him to remain at a prison without 24-hour
healthcare. We also consider that the prison’s
requests for him to be assessed for a transfer
should have been handled more quickly.
We recommended that NHS England and
HMPPS should ensure that palliative care
policies include clearly defined clinical
pathways to locate terminally ill prisoners in
accommodation suited to their needs. We
were disappointed to have to make the same
recommendation in another similar case
involving the same prison a few months later.

Restraints
We continued to see far too many cases
in which very ill, frail prisoners with very
limited mobility, who posed minimal risk,
were restrained when taken to hospital
for treatment and emergency admissions.
Case law on this issue is clear following a
judgement in the High Court – that the use
of handcuffs on a prisoner who is receiving
treatment or care must be necessary and
proportionate. It is frustrating that while many
prisons have accepted our recommendations
on the use of restraints and implemented
effective steps to act on them, some prisons
have not.
Mr M was a 60-year-old man serving a
sentence for sexual offences. He had
complex health conditions including
diabetes and heart failure. He was frail and
used a walking stick to mobilise.
On the day he died, Mr M told a prison
officer he had chest pain. He was pale and
clammy. Staff called an ambulance and Mr M
was taken to hospital.
A prison manager authorised the use of an
escort chain. The risk assessment recorded
that Mr M was considered a normal level
of risk of escape, hostage-taking and to
hospital staff, and a high risk to prison
staff and the general public. The medical
section of the report was blank. Mr M was
an enhanced prisoner and there was no
intelligence to suggest his behaviour was
poor or aggressive.
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When Mr M arrived at the hospital, he had
an ECG and hospital staff administered
treatment. A hospital doctor told the escort
officers that Mr M was having a heart attack
that he needed to be transferred to another
hospital by air ambulance. He remained
restrained throughout.
20 minutes after escort staff were told Mr M
was having a heart attack, a prison manager
authorised the escort officers to remove the
escort chain.
Mr M died just over an hour later.

We were concerned that a very ill man with
very limited mobility, who posed minimal
risk, was restrained when he was taken to
hospital, and was kept in restraints even
when hospital staff said he was having a
heart attack. Mr M had committed serious
offences and may have posed a risk harm
to others when he was well. On the day
he was taken to hospital, however, he was
frail, chronically unwell and experiencing a
medical crisis. It is difficult to conclude that
Mr M had the ability to escape unaided from
two escort officers and we consider that the
use of an escort chain was clearly unjustified.
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Homicides
Despite the rise in the levels of violence
across the prison estate, homicides remain
rare in prisons. Although, troublingly,
we investigated more in 2017-18 than in
previous years it would be wrong to draw
firm conclusions solely from the numbers.
What is of concern, though, is that this level
of extreme violence was not only seen in
high security and local prisons, but also in
what might be thought to be the safer and
more settled environments in lower security
establishments.
Mr N died from stab wounds
while a prisoner at a Category C
resettlement prison. He was 25 years old
and serving a sentence for supplying Class
A drugs.
Intelligence information suggested that Mr
N was involved in criminal activity in prison.
He had previously been prevented from
attending Friday prayers as intelligence
suggested he might be involved in an
incident with other prisoners. He was
subsequently allowed to go to prayers as
there was no further intelligence to suggest
he was either at risk to, or from, other
prisoners.
On the way to prayers Mr N became
involved in a fight with another prisoner.
Staff separated them but Mr N collapsed
soon afterwards and staff realised he had
been stabbed. He died of his injury at the
scene. The prisoner Mr N had been fighting
with was subsequently charged with his
murder, but was found not guilty.

We were satisfied that the prison’s decision
to allow Mr N to attend Friday prayers that
day was reasonable as there was no current
intelligence that he was at risk from other
prisoners. Staff could not reasonably have
anticipated what happened. We were also
satisfied that the prison’s policies on prisoner
movements and searches were appropriate
and reasonable for a Category C prison.
However, although the policies included
the need for regular random searches of
prisoners before they moved from one area
to another, we found that such searches were
not always being carried out.

...Extreme violence was
not only seen in high
security and local prisons,
but also in what might
be thought to be the
safer and more settled
environments in lower
security establishments.”

After Mr N’s death other prisoners told the
police that the two men had been in dispute
because Mr N had failed to return a mobile
phone that the other prisoner had lent him.
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Immigration detainees
Immigration detainees in prison
In 2017-18 we opened investigations into
the deaths of four men who had taken their
own lives in prison while being held under
immigration powers. All four had completed
their prison sentences but were being held in
prison pending deportation from the UK.
Mr O was a 35-year-old foreign national
serving a short sentence for breaching a
restraining order. He had served previous
prison sentences in the UK.
He was told by the Home Office that he was
liable to be deported following his sentence.
He submitted representations but heard
nothing more until the morning he was due
to be released from prison when he was
served with immigration detention papers
and told he was to remain in prison under
immigration detention powers. A prison
officer handed him the papers and said he
would return later to explain them.

Although there was no obvious indication
that Mr O was at imminent risk of suicide
or self-harm on the day he died, there are
important lessons to be learned from his
death about the way in which immigration
decisions are communicated to prisoners.
We recognised that the prison only received
the immigration papers the afternoon before
Mr O was due to be released. Nevertheless,
we were concerned that Mr O was given
the Home Office paperwork on the morning
he was expecting to be released without
anyone explaining it or considering the
impact on him. More needs to be done
to ensure that detention and deportation
decisions are communicated to prisoners
earlier, and that they are communicated
properly to limit the distress caused. If the
detention decision had been communicated
to Mr O in a more considered way and his
risk of suicide and self-harm assessed, his
death might have been avoided.

A few hours later, Mr O jumped from the
railings on the first-floor landing and landed
on his head on the floor below. He was
pronounced dead at the scene.
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Immigration removal centres
In 2017-18, we opened investigations into
the deaths of five people in immigration
removal centres (IRCs). Three were selfinflicted deaths. Detainees in IRCs have a
similar range of risk factors to prisoners but,
in addition, they often face uncertainty about
how long they will be detained and whether
or not they will ultimately be removed from
the UK, which can add to their anxiety and
distress.
Mr P was a 28-year-old foreign national. He
was remanded to prison custody on charges
of assault and criminal damage. Due to his
offending history, he was transferred from
prison to an IRC pending deportation.

We found that Mr P’s risk of suicide was
not properly assessed. There was a lack
of information-sharing between IRC staff
and healthcare staff. Mr P was found to be
under the influence of illicit substances on
three occasions but healthcare staff were
not informed and were not informed when
Mr P was made subject to suicide and selfharm monitoring. Staff stopped monitoring
prematurely and failed to consider restarting
it when Mr P showed signs of further distress.
We also found that, although uncertainty
about his continued detention contributed
significantly to Mr P’s distress, this was not
considered in the assessment of his risk.

He was there for over six months and
became increasingly distressed about his
situation. It was unclear to him why he had
been detained for so long.
Staff monitored him under suicide and
self-harm procedures after Mr P became
distressed. He told staff he was frustrated
at being in detention and that he wanted
to die. The following day a review was held
that lasted three minutes and monitoring
was stopped after staff decided that Mr
P’s distress was due to toothache and
that he was no longer at risk as a dental
appointment had been requested.
The following day, Mr P became highly
distressed. A nurse made a referral to the
mental health team but monitoring was
not restarted. He was found hanging in his
room the next day and later died in hospital
without ever regaining consciousness.
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Approved premises
We investigated 11 deaths in approved
premises (APs) in 2017-18. APs, previously
known as probation or bail hostels, hold
individuals who require additional support
and supervision in the community following
their release from prison or while on bail or
court orders.
There are significant numbers of people
with substance misuse issues in prisons and,
as the majority of AP residents have been
released from prison on licence, substance
misuse is one of the key issues AP staff must
manage. This is particularly the case as we
know that there is a high risk of overdose in
the first month after release from prison, with
the peak period the first few days following
release. Some of the cases we investigate
demonstrate good practice by AP staff in the
management and care given to those who
misuse drugs and alcohol. However, we also
see cases with too little focus on the risk of
relapse and overdose.
The widespread use of psychoactive
substances (PS) in the prison estate is well
documented. However, the implications of
PS for the AP estate need to be addressed
by the probation service. We are concerned
practice in APs in relation to PS, especially
in relation to testing, risks lagging behind
that in prisons. Our Learning Lessons bulletin
published in November 2017, identified a
need for the National Probation Service
(NPS) to improve the AP manual to give staff
better guidance on PS use, informationsharing and making welfare checks.

Mr Q’s case illustrates some of these issues.
Mr Q, who had a history of substance
misuse, died five days after he arrived at an
AP following his release from prison.
During his first three days at the AP,
staff suspected Mr Q of being under the
influence of drugs on two occasions but no
action was taken. The day before he died,
he met with his offender supervisor who
suspected he was under the influence of
drugs but she did not tell the AP.
Later the same day, Mr Q went to a GP who
prescribed him 14 pregabalin tablets, all of
which he took immediately. (Pregabalin is a
prescription-only drug used to treat epilepsy
and nerve pain, but which is often misused
because it can enhance the effects of other
drugs such as opiates.) He was arrested
under Mental Health Act powers that
evening but released from hospital a few
hours later and returned to the AP.
The following morning, staff checked him
four times between 7am and 11.30am but
believed he was asleep. At 1.30pm, a
member of staff was concerned that he
remained in the same position. When staff
checked on him, they found he was dead.
The post-mortem found that he died of
mixed drug toxicity.

No one at the AP advised Mr Q of the risks
of mixed drug toxicity as they should have
done. Nor did they test him for drugs or
search his room when he was suspected of
being under the influence. On the morning
he was found dead, the welfare checks were
inadequate as no one attempted to get a
response from Mr Q, despite knowing that he
had taken an overdose the previous day.
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Secure children’s homes
Very sadly, we had to investigate the deaths
of two children at secure children’s homes
(SCHs) during 2017-18.7 This was the first time
we have investigated SCH deaths. Although
the deaths occurred only one week apart,
the circumstances were very different.
Nevertheless, we identified a common
theme about the ineffectiveness of wellbeing
checks.
Child R was, at times, at very high risk of
suicide and self-harm, showing a serious
intent to end her life. During the seven
months she was at the SCH, she tried to
take her life or self-harm on more than 100
occasions. Staff at the SCH said Child R was
“at the edge” of what they felt they could
look after.
At lunchtime on the day she died, Child R
said she was tired and asked to go to her
room to sleep for the afternoon. She was
locked in her room and staff carried out
welfare checks at five-minute intervals. This
entailed staff looking into her room for a few
seconds through the window in the door.
Around four hours after Child R had gone
to her room, a member of staff went in
to check on her. She was found with a
ligature around her neck. Despite attempts
to resuscitate her, she was declared dead
shortly after being taken to hospital.

and were not sufficiently responsive to
changes in Child R’s risk, and there was no
coherent framework for her mental health
care. The wellbeing checks were inadequate:
most lasted only a few seconds and were not
sufficient to establish that Child R was alive.
Child S was found dead in his room one
morning. He died from unknown causes,
possibly sudden arrhythmic death syndrome
(SADS).
He had been taken to hospital the previous
month after suffering a seizure. When he
returned to the SCH, staff were required
to check on him in his room every three
minutes overnight. This entailed looking
through the observation panel on the door
to his room. Our investigation found that
these checks had not been carried out as
frequently as they should have been. By the
time staff had concerns about his welfare
and entered his room, he had been dead for
some time.

We found that the wellbeing checks carried
out on Child S were ineffective as they
failed to identify that he was no longer alive.
Troublingly, some staff recorded that checks
had been carried out when they had not.
Staff also seemed unclear about the purpose
of the checks and how they should be
carried out.

Child R was the first child to take her life in
a SCH in over 20 years. We found the staff
at the SCH were caring and committed, but
there were deficiencies in the way Child R
was managed. The suicide and self-harm
measures lacked a detailed risk assessment
7

These deaths occurred in February 2017 and were investigated by the PPO in 2017-18.
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In 2017-18, the growing pressures on prisons
in England and Wales were striking, with
violence and self-harm rising to record levels.
Improving safety in prisons is a primary
objective for HMPPS, and our complaints
investigations play a vital role in the safety
agenda. An effective and efficient complaints
system, which includes independent
consideration of unresolved complaints, is a
key safety mechanism, offering an important
release valve for the frustrations of an
increasingly volatile prison population.

on incomplete or missing paperwork, or
failure to follow required procedures. We
continue to experience problems obtaining
the information we need to investigate a
complaint. We should not need to chase
repeatedly for information. It is highly
unsatisfactory and simply not good
enough that we sometimes have to uphold
complaints because the prison has failed to
respond at all.

Against this background it is surprising that
we received 4% fewer complaints in 2017-18
than in the previous year and investigated 3%
fewer eligible complaints.

Improving safety in prisons
is a primary objective
for HMPPS, and our
complaints investigations
play a vital role in the
safety agenda.”

We intend to carry out some research in
2018-19 into prisoners’ perceptions of the
complaints process.
As in previous years, the majority of the
complaints we received were from adult male
prisoners. They continued to complain about
a huge variety of issues, ranging from the
seemingly trivial to very serious allegations of
staff misbehaviour.
We upheld 38% of complaints, the same as
the previous year. This remains a surprisingly
high figure given that each complaint has been
through two internal stages before reaching
us. However, uphold rates vary hugely
between prisons; higher uphold rates reflect
poorly on the prisons we investigate and it is
a cause for concern that we upheld 73% of
complaints from one particular prison this year.
We commented last year that the pressures
on prisons meant that they were failing
to get the basics right. It is a source of
continued frustration that so many of our
decisions to uphold complaints are based

Complaint handling
Last year, we noted that pressures on prisons
seemed to be having an impact on how
they handled internal complaints, and that
continued to be the case in 2017-18. Too
many cases came to us because prisons had
failed to investigate a prisoner’s complaint
properly or respond to the complaint, or
had not followed policy when doing so. We
continued to see examples of excessively
long delays in responding, inadequate
investigation of the original complaint, or
responses coming from the member of staff
being complained about. Mr A’s case was a
prime example of poor complaint handling.
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Mr A made a number of complaints to the
prison over a period of time. Eventually, he
complained to us about the responses he
received.
We found that, in many cases, staff
responded to Mr A within five working days,
as they should. However, we found four
occasions when it took staff over 20 days
to respond and they did not keep Mr A
informed of their progress in the meantime.
In one case, the prison could not provide
evidence that they had responded at all.
The quality of the responses Mr A received
varied. Some were perfectly adequate,
but too many were poor. In one case, staff
told Mr A that they would speak to the
officer involved and investigate the matter
further – actions which should have been
taken before the final response was sent
to Mr A. In another, the response consisted
of unsubstantiated assurances about the
member of staff’s intention, without any
evidence that the responder had properly
investigated Mr A’s complaint. We also
found one occasion when the person
being complained about responded to the
complaint, which is not appropriate.
This was not the first time that we had
upheld complaints about the processing of
complaints at this particular prison, and we
were concerned that there was an ongoing
problem requiring further action. We made a
number of recommendations to this effect.

On the face of it, some
of these are about trivial
matters, but we do
not underestimate the
potential consequences of
small frustrations that are
left unresolved.”
We continue to investigate too many
complaints that should have been resolved
at a local level. On the face of it, some of
these are about trivial matters, but we do not
underestimate the potential consequences of
small frustrations that are left unresolved.
Mr B complained about long delays in
replacing faulty toasters and microwaves on
his wing. The prison acknowledged that it
had taken a long time to resolve the matter
because the governor had not signed
some paperwork. The prison assured us
that, as of December 2017, prisoners on Mr
B’s wing had access to working toasters
and microwaves and so we made no
recommendations. However, Mr B wrote to
us again in February 2018, saying that the
toasters and microwaves had still not been
replaced. When we asked the prison they
confirmed that, although replacements had
eventually been ordered, they had gone
missing in the prison. The prison promised
to update us, but did not, and so we
concluded there had been an unreasonable
delay and upheld Mr B’s complaint. Since
then, the prisoner has written to thank us for
our intervention – the wing now has working
toasters and microwaves.
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Accommodation
Complaints about the conditions in which
prisoners live increased in 2017-18. In 2014,
the contract for prison maintenance was
taken over by Carillion, who went into
liquidation during this reporting year. As the
cases of Mr C and Mr D below illustrate, it is
clear that there were sometimes inexcusable
delays in dealing with maintenance
problems. HM Chief Inspector of Prisons
has issued a number of scathing reports
on living conditions in some prisons. It
remains to be seen what impact Carillion’s
collapse will have on the quality of prison
accommodation.
Mr C complained that flickering lights
outside his cell in the segregation unit had
prevented him from sleeping. The prison
responded that they had referred the
problem to Carillion who said they were
struggling to source scaffolding to repair the
light. The prison said they had no control
over the speed of repairs.

We also received complaints reflecting the
decrepit standard of accommodation in
some of our older prisons. In many cases,
prisoners are complaining about matters
of basic decency. It is depressing that
some continue to endure frankly appalling
conditions and that HMPPS has not made
more progress in improving living conditions
across the prison estate. The complaint of
Mr E is a stark reminder of this. His complaint
centred on the fact that over half of the cells
in the prison did not have in-cell sanitation, a
situation that HM Chief Inspector of Prisons
has recently described as “fundamentally
disrespectful”. There are rarely easy solutions
but we continue to recommend achievable
changes where we can.

Mr D complained that many of the prison
washing machines were out of order at the
same time. The prison responded that the
faults had been referred to Carillion, who
had subcontracted the maintenance of the
washing machines to another company.
Work to repair the machines had been
further delayed because no one working
for the subcontractor had sufficient security
clearance to come into the prison. The prison
told Mr D that they could do no more than
continue to highlight the problem to Carillion.
We upheld aspects of both complaints but
there was little we could do to help resolve
the complaints.
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Mr E complained that prisoners were
throwing urine and faeces out of their cell
windows, which he said was a health and
safety risk and caused offensive smells.
Of 526 cells in the prison, 307 had no in-cell
sanitation. At night, prisoners had access to
the ‘nightsan’ facility, where one prisoner
at a time was unlocked to use the wing
toilets for a maximum of 15 minutes, but it
was not unusual for prisoners to wait up
to an hour for their turn. Prisoners with no
in-cell sanitation had been provided with
a lidded bucket, which was not airtight.
Unsurprisingly, many chose to throw the
contents out of their windows rather than
keep it in their cell for the night.
The prison told us that they would ensure
that the affected areas outside the cells
were cleaned every day to try to improve
the situation. They also said they were
purchasing new camping toilets for all
cells without in-cell sanitation. Although
we agreed they were an improvement on
the existing buckets, they were still not
airtight. The prison had recently bid for
money to refurbish the prison, including
fitting in-cell sanitation across the prison,
but had not been successful. Because of
this, we concluded that it was not realistic
for us to recommend fitting toilets in all
cells. However, we made a number of
recommendations to support improved
hygiene on the affected wings.

Aftermath of riots
In 2016 and 2017, there were serious
disturbances and riots in several prisons
including HMPs Birmingham, The Mount
and Long Lartin, and many other incidents
of lower level disruption which caused
widespread destruction. It is estimated that
the riot at Birmingham cost G4S (who hold
the contract to manage the prison) and the
UK taxpayer in excess of £6 million.
It is striking that so many of these events are
caused by something relatively minor, like a
behaviour warning or a curtailment of time
out of cell. This emphasises the importance
of the PPO’s role in investigating such
complaints independently to help avoid the
build-up of frustration. That is exactly why the
Ombudsman came into being in 1994, after
the riot at Strangeways, as it then was.
As we expected, we received a number of
complaints in the aftermath of the riots.
Mr F complained that, following a riot on his
wing, he was moved to an unheated cell.
The prison acknowledged that not all of the
accommodation found for moved prisoners
was ideal, but said it was all habitable.
We tried to gather more information about
the cells used after the riot, but the prison
failed to respond to our questions. We
consider it a basic standard that prisoners’
living accommodation should be safe,
decent and secure and should which meet
individual needs, as far as is practicable. We
concluded that, although we understood the
circumstances in which Mr F was moved,
we could not be sure that his cell met those
basic requirements.
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Mr G complained that his property did not
follow him when he transferred prisons after
a riot.
Initially, the prison issued a standard
letter to all prisoners who had been
transferred assuring them that their property
would follow as soon as possible. Staff
acknowledged that Mr G had not been
involved in the riot and had helped them to
calm other prisoners.
It is a statutory requirement for prisons to
keep a written record of prisoners’ property
transactions. When pressed by the PPO,
the prison could not provide any evidence
of when or if Mr G’s property had been
forwarded to him. As a result, although
sympathetic to the pressures staff were
under after the riot, we upheld Mr G’s
complaint and recommended that the prison
pay him over £200 compensation.

Use of force
While complaints about staff behaviour
remain a thankfully small percentage of those
we receive, it is worrying that we received 71
complaints alleging physical abuse by staff
in 2018-19, compared with 53 the previous
year. These complaints are among the most
serious we receive.

...The use of force by staff
is subject to stringent
conditions and must
only be used when
strictly necessary and
proportionate to the
circumstances.”
Levels of violence in prisons are at an alltime high. According to MoJ figures, in 2017
prisoner-on-prisoner assaults were up 11%
and assaults on staff had increased 23%
on the previous year. In an increasingly
volatile and violent environment, the use of
force must be available to staff as an option.
However, quite rightly, the use of force by
staff is subject to stringent conditions and
must only be used when strictly necessary
and proportionate to the circumstances.
Our investigations help to hold staff to
account for their actions and provide
reassurance to prisoners who may feel they
have little recourse in such situations. But –
and this is also important – our investigations
can provide assurance that the use of force
by staff was appropriate and their behaviour
exemplary in difficult circumstances.
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The case of Mr H was one of the complaints
about the use of force that we upheld.
Mr H complained that staff had used
unnecessary force on him when moving him
from the segregation unit in preparation for
a transfer to another prison. He said that
staff burst into his cell while he was naked
and immediately restrained him, indecently
assaulting him in the process.
The prison responded that the use of force
had been spontaneous as staff had not
expected Mr H to try to prevent them from
going into his cell. The staff had not been
equipped with body-worn cameras and
no one had considered using a hand-held
camera. CCTV footage covering the landing
outside Mr H’s cell before and after the
incident had not been retained.
There is always a risk of injury to staff and
prisoners whenever force is used. Prison
service policy⁸ requires that the use of force
must always be the last option, and only
after attempts to de-escalate have failed.
All of those involved agreed that Mr H had
not been given any opportunity to comply
with staff instructions and leave the cell
of his own accord before force was used.
The prison argued that Mr H’s history of
self-harm and a recent attempt to prevent
a transfer by threatening to harm himself
(of which we found no evidence) meant
that it was not appropriate to give him the
opportunity to comply.

8

We did not agree. We concluded that the
staff had decided to use force against
Mr H before they arrived at his cell door,
contravening the PSO, and that he should
have been given the opportunity to leave
the cell voluntarily. If he had refused, force
could then have been used.
We also concluded that force was used in
the course of a planned intervention, and
was not spontaneous, and should therefore
have been recorded by a hand-held video
camera or by body-worn cameras.
We upheld Mr H’s complaint that force
had been used unnecessarily, but did not
find the level of force used to have been
excessive.
There was insufficient evidence for us to
make a finding about Mr H’s complaint that
officers touched him indecently during the
restraint.

As with all categories of complaint, we do
not uphold all the complaints about use of
force that we receive. However, as part of
our investigations about the use of force, we
often identify other concerns that lead us
to make recommendations. It is not unusual
for us to criticise the quality of the internal
investigation into the complaint, the lack of
video camera footage in planned use of force
incidents, the absence of healthcare staff in
planned incidents, the incident management
by the supervising officer and the ease with
which the prisoner can complain to the police
if they want to.

Set out in Prison Service Order 1600.
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Adjudications
The percentage of complaints we
investigated about adjudications in 201718 was similar to previous years. In these
investigations, our role is not to rehear the
evidence, but to satisfy ourselves that the
adjudicator followed the proper procedures,
made sufficient inquiry into the prisoner’s
defence to ensure a fair hearing, and
imposed a proportionate punishment. This
year, we upheld only 15% of adjudication
complaints, slightly lower than the previous
year, which indicates that, for the most part,
prisons are getting this right.

Mr I complained about the findings of an
adjudication in which he was found guilty
of having a mobile phone in his cell. He
appealed against the decision because he
said he had not had legal representation,
did not understand the charge, the matter
was not referred to an Independent
Adjudicator and the hearing was adjourned
for six weeks, compromising natural justice.
The Prisoner Casework Unit in HMPPS (who
review the adjudication decision when a
prisoner appeals) upheld the finding of guilt,
so Mr I complained to us.
We reviewed the notes of the adjudication
hearing. They showed that that the hearing
had been held within six weeks, and that Mr
I had said that he understood the charge,
did not wish to be legally represented and
pleaded guilty.
We found that the punishments given to Mr
I (including stoppage of earnings at 50%
for 14 days, loss of canteen for seven days,
loss of private cash/TV for 14 days and loss
of association for seven days) were at the
lower end of the possibilities open to the
adjudicator and did not require referral to an
Independent Adjudicator.
We did not uphold Mr I’s complaint.

In some cases, however, we recommend
that adjudication findings should be quashed
because of avoidable administrative errors
by the prison. When a prisoner is found guilty
of a charge at an adjudication, there can be
serious consequences, including a period of
cellular confinement. In addition, the guilty
finding remains on the prisoner’s record and
can affect progress towards release.
Prisons must therefore preserve the
evidence and the adjudication paperwork
to protect prisoners’ rights to appeal.
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Mr J appealed against three adjudication
findings, but, while waiting for a reply,
transferred to a new prison. The original
prison said that they were dealing with
one of his appeals and trying to find the
paperwork for the other two. After three
months passed with no response, Mr J
complained to us.
The Prisoner Casework Unit told us that
they had not received any of Mr J’s appeals.
When we asked the original prison for
information, they said that they no longer
had any copies of the three adjudications
having sent all the paperwork to Mr J’s new
prison. The new prison did not respond to
approaches for information.
We concluded that the loss of the
adjudications paperwork made it impossible
for Mr J to mount a meaningful appeal
against the guilty findings. We therefore
recommended that all three guilty findings
be quashed and Mr J reimbursed for any
losses he suffered at the time, such as loss
of earnings.

Incentives and earned privileges
The incentives and earned privileges (IEP)
scheme enables prisoners to earn additional
privileges as a result of good behaviour. Its
aim is to incentivise prisoners to behave
well and work towards their rehabilitation. A
prisoner’s IEP status can make a significant
difference to his or her quality of life. For
example, a prisoner on the ‘basic’ level
must normally wear prison-issue clothing,
is entitled to fewer visits, has less access to
telephones, exercise and time out of cell, and
does not normally have an in-cell television.
Prisoners on ‘standard’ or ‘enhanced’ level
have greater access to the things that make

prison life more bearable. This year, we
received 119 complaints about IEP decisions
and upheld 34% of them.
The administration of the IEP scheme is set
out in national policy to ensure that decisions
about downgrading or upgrading prisoners
are fair, objective and transparent.
We received a cluster of complaints
from prisoners at one particular prison,
complaining about how decisions to
downgrade them to basic level had been
made. The prisoners said that staff had not
followed national or local IEP policy because:
¡¡ they had not been issued with the correct
paperwork, and papers they had been
given contained incorrect information
including the wrong prisoner’s name
¡¡ they had not been invited to the IEP
review and so had not been able to make
representations, but some paperwork they
had seen wrongly recorded that they had
been present at the review
The deputy governor responded that staff
had followed the IEP policy and they had no
concerns.
We found that the reviews had been chaired
by a supervising officer on his own, contrary
to local and national policy which requires
that they must be carried out someone
more senior. The prison could not evidence
that any of the prisoners had attended
the reviews, although the documentation
recorded that they had.
We did not doubt that the prisoners’
behaviour had warranted a review, but could
not understand why the process had been
rushed to the extent that it breached national
and local policy. We were disappointed
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that the deputy governor’s response to the
cluster of complaints did not identify any of
the failings our investigation highlighted. We
recommended that the governor take action
to remind staff of the policy requirements.
The prison accepted this recommendation.

Property
We completed 14% more property complaints
in 2017-18 than in the previous year, and they
continued to make up almost a third of all
complaints cases we completed (amounting
to 32% of all the complaints we investigated).
We upheld a high percentage of property
complaints (56% against a general uphold
rate of 38%).

Property complaints are
often another example of
prisons failing to get the
basics right. Some missing
property can be extremely
important to a prisoner’s
day-to-day life.”

As we have said before, people in custody
attach a great deal of importance to their
limited personal possessions. For prisoners,
personal property helps them maintain
a sense of identity and some freedom of
choice. Many of the complaints relate to
property going missing when the prisoner
is transferred to another prison, or to the
segregation unit. Often, we uphold such
complaints because the prison cannot
provide completed cell clearance certificates
or property cards, contrary to HMPPS policy.
Property complaints are often another
example of prisons failing to get the
basics right. Some missing property can
be extremely important to a prisoner’s
day-to-day life, as in Mr K’s case where
he complained that the prison had lost his
disability aids.
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Mr K complained that a box of his
belongings, including his hearing aid,
glasses and legal papers, went missing in
transit between two prisons. The box was
due to be delivered by couriers, but never
arrived.
At first, the sending prison assured Mr K
that they had sent the box and that it should
have arrived. Eventually, they contacted the
couriers who could not confirm that they had
ever delivered the box. The sending prison
then advised Mr K to ask the receiving
prison to contact the couriers on his behalf
to negotiate a settlement.
Whether the box had been lost by the
sending prison or the couriers, it was
clear that Mr K’s possessions had gone
missing while they there were the prison’s
responsibility. We were very disappointed
that the sending prison had not accepted
responsibility and compensated Mr K,
particularly given the nature of the missing
items. (The prison could then have sought
redress from the couriers if it wished, but
Mr K should not have been disadvantaged
while the prison and couriers disputed
responsibility.)
We upheld the complaint and recommended
that the sending prison write a letter of
apology to Mr K and pay him a reasonable
amount of compensation.

In last year’s annual report, the outgoing
Ombudsman, Nigel Newcomen, urged
prisons to get a better grip on managing
prisoners’ property. He highlighted the
sizeable resources HMPPS and this office
spend on investigating property-related
complaints, and in compensation claims
for lost property. It is disappointing to
find that, another year on, the situation
is unchanged and that we continue to
make the same recommendations about
improving processes and following existing
policy. We think it is time to hold prisons to
account for continuing failures to properly
manage prisoners’ property and we will be
introducing a regular ‘score card’ system in
2018-19.

Legally privileged mail
We continued to receive complaints about
the handling of legally privileged mail (also
known as Rule 39 mail). As we said last year,
we have not found evidence to suggest
Rule 39 mail is being opened deliberately
(as many of our complainants believe).
Rather, it is the result of a lack of training and
awareness of the relevant policies. However,
these problems are compounded, once
again, by poor record- keeping. Prisons often
cannot tell us how much Rule 39 post is
opened in error, or even who opened it.
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Mr L submitted four complaints to the prison
that staff had opened several items of Rule
39 mail, contrary to national policy. He said
that some of the envelopes were clearly
marked Government Legal Department
(GLD) and others with the name of a Civil
and Family Justice Centre. The prison
responded that the GLD was not on the list
of legally privileged organisations, which
is why this post had been opened. They
said that staff had not realised the Civil and
Family Justice Centre was in fact a court and
had opened the mail in error.

During the year we started to receive
complaints from prisoners about the
measures some prisons were taking to
reduce the amount of PS entering the prison
through prisoners’ mail (including opening
and photocopying all standard mail and
piercing holes in all legally privileged mail to
test for drugs). Mr M’s case provides another
example of the steps individual prisons are
taking to deal with this serious problem.

The prison supplied us with a log of Rule
39 mail opened in error, but none of Mr
L’s post appeared on the list. The prison
gave inconsistent evidence about the
circumstances in which Rule 39 post would
be opened. Prison service policy9 is clear
that Rule 39 mail may only be opened if
there is suspicion that it contains an illicit
enclosure or is not from a lawyer or one
of the other specified bodies. In those
circumstances the mail must be opened in
the prisoner’s presence. We concluded that
we could not be certain that the prison was
acting in line with national and local policy in
relation to Rule 39 mail.
We made a number of recommendations to
the prison, including that they apologise to
Mr L for opening his Rule 39 post in error,
and a national recommendation that the
GLD be added to the list of confidential
access organisations.
9

9

Set out in Prison Service Instruction 49/2011.
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Mr M complained that the prison had given
him black and white photocopies of colour
photographs of trains and ships sent to him
in a letter.
A security manager told Mr M that they had
identified that printer paper impregnated
with PS was being used to smuggle these
drugs into the prison in prisoners’ mail. They
had, therefore, decided to withhold some
items enclosed in letters in order to reduce
the amount of PS coming into the prison by
this route.
The manager said that the prison did not
have a colour printer, so only black and
white copies were available. The original
photos were being kept in Mr M’s stored
property and would be returned to him on
his release.
We concluded that the prison had taken
reasonable and proportionate measures to
tackle the supply of drugs. We concluded
that Mr M had not been unfairly treated and
did not uphold his complaint.

regard these complaints as serious. We have
not yet upheld such a complaint because we
have been satisfied that the teams involved
in making these decisions have done so
based on sound evidence and in adherence
with the policy.

We recognise that
prisoners who have been
assessed as among the
most dangerous in the
country sometimes feel
that it is impossible for
them to progress and we
regard these complaints
as serious.”

Complaints from the high
security estate
We completed 653 investigations into
complaints from prisoners in the eight
category A prisons. This amounted to 28% of
all completed prison complaint investigations,
although these prisons hold just 7% of the
total prison population.
We have received a few complaints from
category A prisoners who question why
they have been refused a lower security
categorisation. We recognise that prisoners
who have been assessed as among the most
dangerous in the country sometimes feel that
it is impossible for them to progress and we
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get from prisoners in CSCs, we do offer the
independent scrutiny that is otherwise missing.

An example is the case of Mr N.
Mr N, who is serving a sentence for sexual
offences, complained about being refused
category B security status. He argued that
he was meeting his sentence plan targets
and he asked what he had to do to achieve
category B status.
We reviewed the evidence on which the
decision was based, including that Mr N
continued to behave inappropriately around
female staff and had received a further
12-month prison sentence for sexual assault
against a female member of prison staff.
The Category A Recategorisation Team
(CART) noted that Mr N did not demonstrate
sufficient insight into his behaviour for them
to consider that his risk had reduced.
For us to uphold Mr N’s complaint, we
would need to have found that the CART
had not complied with the relevant policy
when considering his recategorisation, or
that they had relied on flawed or incomplete
information, or that the decision was so
unreasonable as to render it unfair. We
found none of these things to be the case
and so did not uphold Mr N’s complaint.

Some of the complaints we investigate
come from those being held at the most
extreme end of custody – in one of the
Close Supervision Centres (CSCs) within
the high secure estate. The CSCs hold
about 60 of the most dangerous prisoners
in very restricted conditions. In 2017, HM
Chief Inspector of Prisons published an
inspection report on CSCs which found that
the process for managing and responding to
complaints had improved but there was still no
independent scrutiny of key decisions. While
we do not always uphold the complaints we

Mr O complained that after moving to the
CSC at the prison, he now had to show
staff his toothbrush, cutlery and trouser
waistband and empty and upturn his kettle
before his door was unlocked. At least four
members of staff had to be present when
his cell was unlocked. Mr O said that this
was more extreme than any unlock process
he had experienced at other prisons and
questioned the rationale for the decision.
He argued that he should be given written
information about staff’s risk assessments of
him, and that he should be able to input into
the risk assessment process.
Some years earlier, we had recommended
the prison provide written feedback to
prisoners after risk assessments were
reviewed. Since September 2017, the
prison has given written feedback but we
found that they had not complied with the
recommendation before that. The prison
told us they routinely gave verbal feedback,
but we concluded that this was not sufficient
and upheld this element of Mr O’s complaint.
We found that Mr O was able to contribute
to the weekly risk assessment meeting
either verbally through staff or in writing
and we considered this was reasonable and
allowed Mr O to contribute.
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Equality
We continue to keep a watchful eye on
complaints about equality and published
a Learning Lessons bulletin on complaints
about discrimination in 2017-18. One area
we plan to explore further in 2018-19 is
complaints from black, Asian and minority
ethnic complainants. Although the majority
of our complaints (58%) come from white
complainants, black and Asian complainants
are over-represented compared with their
populations in prison.10 Proportionally more
complaints relating to adjudications and
categorisation were from black, Asian or
mixed ethnicity complainants.
Clearly, one important way prisons can
ensure they meet their duties to ensure
equality and prevent discrimination is to
investigate complaints about discrimination
promptly and effectively. We do not find that
this is always the case as the following cases
illustrate.

Although the majority
of our complaints
(58%) come from white
complainants, black
and Asian complainants
are over-represented
compared with their
populations in prison.”
Mr P complained that he had not been
allowed kosher food or been able to
practise his Jewish faith in prison; he
had since been released. At the time he
complained, the prison’s Rabbi was unwell.
The prison was not convinced that Mr P had
a ‘sincere desire’ to follow the Jewish faith
and did not arrange for an alternative Rabbi
to visit him. We concluded that Mr P had,
therefore, been denied the opportunity to
demonstrate the strength of his faith. Mr P
also complained that the prison could not
supply him with a Torah, but suggested he
request one from the library. We upheld
Mr P’s complaint and recommended that
the prison apologise to him for failing to
properly address his religious needs, and
ensure that a copy of the Torah and other
key Jewish texts were available in the
prison.

10 Black prisoners make up 13% of the total prison population but account for 18% of complaints to the PPO.
Asian prisoners make up 8% of the total prison population but account for 12% of complaints to the PPO.
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Mr Q, who was deaf, complained that the
prison had discriminated against him by
failing to arrange a British Sign Language
(BSL) interpreter so he could access
education courses. In response, the prison
said that the cost of a BSL interpreter
for the whole course was too expensive.
However, they had since resolved the
problem and found an interpreter for Mr Q.
We recommended that the prison remind
all staff of the requirement to provide
reasonable adjustments for disabled
prisoners.
A few months later, Mr Q complained
again that he had not been able to access
counselling, recommended by the prison,
because they had not arranged a BSL
interpreter. We upheld his complaint
because, at the time, staff had not been sure
how to arrange an interpreter and who was
responsible for the costs, which had led
to a lengthy delay. The prison had already
accepted our earlier recommendations,
but we made more to ensure that all staff
understood how to arrange interpreters and
advised the prison to apologise to Mr Q.

Transgender prisoners
We received 32 eligible complaints from
seven complainants who identify as
transgender. Most of these complaints were
consistent with the general complaints we
receive. However, a small subset related
to the specific issues raised by being a
transgender prisoner, for example, the prison
refusing to recognise the complainant’s
acquired gender by refusing to call them by
their chosen name, not allowing them to wear
gender-specific clothes or provide them with
sufficient privacy, or failing to follow prison
service policy on the care and management
of transgender prisoners.
Ms R complained that the prison had
unnecessarily delayed recognising her
transgender status. She also complained
that staff had displayed transphobic
behaviour and had put her safety at risk
by making her share a cell with a nontransgender prisoner.
We found the prison’s local transgender
policy was at odds with the national policy
in place at the time, and was overly reliant
on the prisoner having met certain medical
conditions. We also concluded that the
prison had failed to properly investigate
Ms R’s complaint about staff’s transphobic
behaviour and had failed to assess the risk
to Ms R in making her share a cell with a
non-transgender prisoner.
We recommended that the prison apologise
to Ms R for the delay in allowing her to live in
her acquired gender. We also recommended
the prison reviewed and updated its local
transgender policy and reminded staff of the
lessons highlighted in the PPO bulletin on
transgender prisoners.
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Complaints from female prisoners
As in previous years, we received a
disproportionately small number of
complaints from women in 2017-18. We
investigated 39 complaints from women
in prison, and upheld 13 of these, a similar
proportion to the previous year. Women
complainants were troubled by the same
topics as their male counterparts, with
most complaints about staff behaviour,
adjudications and property.

Ms S complained about the way she
was treated after she raised concerns
with staff about what she believed was
an inappropriate relationship between a
supervising officer and another prisoner.
The prison had conducted an internal
investigation and concluded that Ms S was
spreading malicious gossip. As a result, she
was placed on a behaviour compact which
remained in place for over two months, until
Ms S was transferred to another prison. Ms
S said that this amounted to segregation
because she was confined to her cell during
the day.
We found that Ms S was not the only
person to have raised concerns about the
relationship between the officer and the
prisoner – some staff had also done so.
We therefore concluded that it was unfair
to describe Ms S’s concerns as malicious.
We also found that the behaviour compact
imposed was disproportionately severe and
was not reviewed sufficiently regularly.
Not long after Ms S reported the
relationship, she was told she would be
transferred to another prison, although
she was close to release. Ms S refused to
move and attempted suicide. She was made
subject to suicide prevention measures.
Despite the suicide attempt, Ms S was
segregated for refusing to obey the order
to transfer. We concluded that there were
no exceptional reasons to support her
segregation while she was considered
to be at risk of suicide or self-harm, and
that it appeared that Ms S had, in effect,
been victimised for having reported the
relationship.
We upheld the complaint on the grounds
that the behaviour compact and transfer
were effectively punishments.
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Complaints from those under 21
As in previous years, the number of
complaints from those under 21 remained
disproportionately small: they accounted
for just 35 of the 2,480 complaints we
investigated. Our research tells us that there
is a range of reasons to explain why young
people do not complain to us, including their
relative inexperience of the prison system
and shorter sentences. It is also the case
that staff are more likely to have resolved
the young person’s issue before it has to be
escalated (and this is the same for women
too). But young people may also lack trust
in the complaints process generally or find it
too bureaucratic.
We therefore welcome the fact that young
people are sometimes helped to navigate
the complaints system by advocates,
solicitors and charities.

...There is a range of
reasons to explain why
young people do not
complain to us, including
their relative inexperience
of the prison system and
shorter sentences.”

11

Solicitors complained on Mr T’s behalf that
he had received insufficient education
and support during a specific period at
the YOI. They said that Mr T had a special
educational need, ADHD, and a form of
autism. Mr T had been disruptive at times
and had been involved in some serious
incidents, so was assessed as high risk
which limited the education courses
available to him.
In answering the original complaint, the
Youth Justice Board (with responsibility for
young people in custody) said that, ideally,
young people should receive 30 hours
of education a week, but not less than 15
hours. This can be provided in classes or on
a one-to-one basis.11
We reviewed the 15-week period in question
and found that for seven of those weeks, Mr
T had received less than 15 hours education.
We judged that this was unacceptable.

The most common cause for complaint
from young people was missing property
but, worryingly, we also investigated eight
complaints about staff behaviour, five of
which we upheld. Prison service policy on
the use of force on young people12 is clear
that staff must always view the physical
restraint of a young person as the last resort,
must try to manage the behaviour using
persuasion and reasoning before resorting
to force, and must apply the lowest level of
restraint necessary for the shortest period
of time. By their nature, complaints about

The Youth Custody Service (YCS) was created in April 2017 as a distinct service for youth custody within
HMPPS, and the operational responsibility of the youth secure estate was transferred from the YJB to the
YCS in September 2017.

12 Set out in Prison Service Instruction 06/2014.
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the use of force against young people are
serious and we carefully consider whether the
circumstances justify the use of force.
Mr U complained that staff at the YOI used
unlawful force to move him to his cell when
he had asked to see a nurse. He also
complained about the YOI’s response to his
complaint.
We concluded that, although Mr U swore
at staff, there was no evidence that he had
‘squared up’ to them or been physically
aggressive, as they alleged. We found that
the officers had not used force because
they feared for the safety of Mr U, or anyone
else, but to ensure that the regime was not
disrupted. We were concerned that the
officer who initiated the use of force did
so 35 seconds after Mr U appeared on the
landing, which we considered meant he had
not spent sufficient time trying to reason
with Mr U or talk him into complying with his
instructions. We upheld Mr U’s complaint
and concluded that the use of force was not
reasonable or necessary.
Once restrained, Mr U appeared to
walk compliantly to his cell, but staff did
not reduce the level of restraint used.
We concluded that the staff had used
unnecessary and disproportionate force at
this point to restrain Mr U.

After the incident, no one properly debriefed
Mr U, or the staff involved, contrary to
policy. We found that staff did not correctly
complete the use of force paperwork, which
provides an important record of the incident.
When Mr U complained about the incident,
no one responded for over two months,
and the response given was inadequate.
Overall, we were concerned that the YOI in
question did not take use of force incidents
sufficiently seriously. We made a number of
recommendations, including that the two
officers involved received further training
before they took part in any future planned
use of force incidents.

Complaints from probation
supervisees
We received 55 complaints from probation
supervisees that were eligible for
investigation. This amounted to only 18% of
all complaints received from this group of
complainants, a small rise on the previous
year’s figures, and suggests that probation
services need to do more to publicise their
internal complaints processes.
The nature of the complaints we investigated
remained similar to previous years: many
supervisees were unhappy about the
content of reports written about them and
assessments of their risk (of reoffending or
harm to others, for example).
In some cases, although we did not uphold
the complaint, we found that the NPS or the
Community Rehabilitation Company (CRC)
had failed to investigate the supervisee’s
complaint effectively, or in line with policy.
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The case of Mrs V highlighted the very real
impact that probation decisions can have on
a supervisee’s daily life.
Mrs V complained that the CRC had refused
her permission to return to live at home with
her husband on her release from prison. In
their original response, the CRC refused to
disclose the reasons for their decision. Mrs
V asked why she was allowed unsupervised
visits home, but was not allowed to live
there. Mrs V said that she had disabilities
and her husband was ill, and the decision
was preventing them having a life together.
When we investigated, we found that the
decision not to allow Mrs V to live at home
was based on the possible risk of harm to
her adult daughter, who lived on the same
street. However, although Mrs V was not
allowed to stay overnight at the address,
the CRC had allowed Mrs V to live there for
three weeks over Christmas, and she was
allowed to visit during the day without first
seeking approval from the CRC.
Mrs V’s daughter was not the victim of
her offending and the CRC’s decision was
therefore very unusual. We concluded that
it was not unreasonable and was (arguably)
appropriate for them to seek to protect Mrs
V’s daughter. However, we were concerned
that the CRC could not provide a reasoned
argument for imposing a condition that was
having such a significant effect on Mrs V’s
married life.

In addition, as we could not find evidence
of the CRC considering how this decision
impacted on Mrs V’s right to a family life,
we could not say that it was a proportionate
decision.
We upheld some aspects of Mrs V’s
complaint and recommended that the CRC
review its decision not to allow Mrs V to
live at home and to share as much of their
review with Mrs V as possible. We also
recommended they seek advice from the
Information Commissioner about whether
they were legally justified in withholding
information from Mrs V which formed the
basis of their decision not to allow her to live
at home.

Many supervisees
were unhappy about
the content of reports
written about them and
assessments of their risk
(of reoffending or harm to
others, for example).”

The CRC could not explain why they
considered Mrs V posed less of a risk to
her daughter during the day than overnight,
or why she had been allowed to stay at
home for three weeks over Christmas. We
considered their assessments of risk were
not logical or transparent.
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Complaints from immigration
detainees
We investigated only 21 complaints from
immigration detainees in 2017-18. Most were
about property and a third were about staff
behaviour.
Mr W complained that two detainees
had hit and kicked him in the face in the
gym lobby. The two detainees left the
gym unsupervised and walked down the
corridor, where they attacked Mr W. The
detainees who had attacked him were being
managed under section 40 of the Detention
Centre Rules, which meant that they
were not allowed to associate with other
detainees for security and safety reasons.
Mr W complained that there were no staff
supervising them when they left the gym.
In response to his complaint, the IRC said
that the two detainees were coming to the
end of their time under Rule 40 and they
were being reintegrated into the centre’s
regime. They said that staff were nearby and
responded quickly to the attack.
We upheld Mr W’s complaint. As the two
detainees had been identified as a safety
or security risk, we considered that they
should not have left the gym unsupervised.
The Immigration Removal Centre instructed
staff not to let detainees subject to
section 40 leave the gym unsupervised.
The Centre Manager wrote to Mr W to
apologise. We considered that the IRC had
already implemented the learning from this
complaint and made no recommendations.
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Learning Lessons from PPO investigations

The PPO undertakes investigations into
both deaths in custody and complaints.
Between both sides of the office, the PPO
makes hundreds of recommendations to
the services in remit every year. Frequently,
these recommendations are not made in
isolation – if we identify a particular issue
at an establishment, it is unlikely unique
to them. Because of this, establishments
can learn from the practices of others,
addressing any concerns before they
become the subject of an investigation. The
Learning Lessons team at the PPO identifies
collective learning from our investigations
on both sides of the office. The team
works to collect standardised information
about investigations, and identify common
themes and trends. Our Learning Lessons
publications, along with our annual seminar
event, synthesise these themes and trends
into learning for our services in remit.
In 2017-18, we published three learning
lessons reports. The first of these,
published in June 2017, was a thematic
report focused on older prisoners. It built
on previous reports on end of life care,
dementia and the use of restraints on the
elderly or infirm to look at the experience
of older prisoners in the round. The report
is based on a substantial body of evidence,
collected through PPO investigations and
indicates a lack of strategic grip on the sharp
demographic change in prisons. Individual
prisons and their healthcare partners have
responded to this demographic change
in a piecemeal fashion, with inevitable
implications for the quality of care provided
to elderly, infirm and dying prisoners. The
report identified specific lessons on areas in
which we frequently make recommendations:
healthcare, use of restraints, palliative

and end of life care, family involvement,
compassionate release and dementia.
In November 2017 we published a bulletin
on substance misuse in APs, a report based
on learning from PPO investigations into AP
deaths where drug and alcohol abuse was
involved. Offenders can be at increased risk
of death from substance abuse following
release from prison. While the rise of PS
use in the prison estate is well documented,
it is clear from our investigations that the
implications of PS for the AP estate have
not yet been fully understood or addressed.
The report identified lessons intended to
help AP staff identify and respond to drug
use and, ultimately, to keep residents safe.
They included lessons on drug testing
regimes and room searches, welfare checks,
responding to PS use and information
sharing. At higher level, we suggested
improvements to the AP manual so staff have
better guidance.
We published a bulletin in January 2018
which outlined the lessons learned from
over 200 complaints about discrimination
investigated by the PPO. We found that
prison staff often lacked the training and
confidence to address equalities issues
effectively, and that prisons were often
not collecting the data they needed to
investigate discrimination complaints. The
report summarises PPO evidence and
identifies four lessons that we hope will
help improve practice in this area. These
related to allocation of sufficient resources,
staff training, engaging with equality issues
directly and confidently, and collecting the
right data to allow possible systemic issues
to be properly investigated.
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These publications continue to attract a
wide and varied following, from those who
work with or within the prison system, to the
public more broadly. Ultimately, we hope
these publications continue to fulfil their
aim: to promote safer and fairer custody and
offender supervision.
Our annual Learning Lessons seminar
series was held in November 2017 at the
prison service college, Newbold Revel. The
seminars spanned three days, with one day
each focusing on naturally caused deaths in
custody, self-inflicted deaths in custody, and
complaints. More than 100 delegates from
the services in remit attended to hear about
recent case studies, learn about the lessons
we identify as a result of our investigations,
share best practices, and discuss the barriers
to implementing our recommendations.
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Statistical tables
The PPO does not determine the cause of death. Deaths are categorised into classifications
for allocation and statistical purposes based on information available at the time.
Classifications may change during the course of an investigation, however they are not
altered following the conclusion of the inquest.
Total
2016/17

% of total
(16/17)

Total
17/18

% of total
(17/18)

Change
16/17 – 17/18

% change
year on
year

212

59%

180

57%

-32

-15%

Self-inflicted

117

33%

74

23%

-43

-37%

Other non-natural**

27

8%

23

7%

-4

*

Homicide

4

1%

7

2%

3

*

Awaiting classification

1

0%

32

11%

31

*

361

100%

316

100%

-45

-12%

Fatal incident
investigations started
Natural

Total

* The numbers are too small for the % change to be a meaningful indicator.
** Other non-natural includes drug-related deaths, accidents and deaths where post-mortem and toxicology
reports have been unable to establish cause of death.
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Fatal incident
investigations started

% of total
(16/17)

Total
17/18

318

88%

285

90%

-33

-10%

23

6%

10

3%

-13

-57%

Under 21 males

4

1%

4

1%

0

*

Under 21 females

1

0%

0

0%

-1

*

Male AP residents

9

2%

10

3%

1

*

Female AP residents

2

1%

1

0%

-1

*

Male IRC residents

3

1%

5

2%

2

*

Female IRC residents

0

0%

0

0%

0

*

Male discretionary
cases

1

0%

1

0%

0

*

Female discretionary
cases

0

0%

0

0%

0

*

361

100%***

316

100%

-45

-12%

Male prisoners
(21 and over)
Female prisoners**
(21 and over)

Total

% of total
Change
(17/18) 16/17 – 17/18

% change
year on
year

Total
2016/17

* The numbers are too small for the % change to be a meaningful indicator.
** Includes male to female transgender prisoners. We began an investigation into the death of four
transgender prisoners in 2016-17 and two transgender prisoners in 2017-18.
*** Some totals may not add up to 100% due to rounding.
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Fatal incident
investigations
started

Natural

Self-inflicted

Other nonnatural*

Homicide

Awaiting
classification

Total

Male prisoners
(21 and over)

173

62

18

5

27

285

Female prisoners**
(21 and over)

3

2

1

0

4

10

Under 21 males

0

4

0

0

0

4

Under 21 females

0

0

0

0

0

0

Male AP residents

3

3

2

2

0

10

Female AP residents

0

0

1

0

0

1

Male IRC residents

1

3

1

0

0

5

Female IRC residents

0

0

0

0

0

0

Male discretionary
cases

0

0

0

0

1

1

Female discretionary
cases

0

0

0

0

0

0

180

74

23

7

32

316

Total

* Other non-natural includes drug-related deaths, accidents and deaths where post-mortem and toxicology
reports have been unable to establish cause of death.
** Includes male to female transgender prisoners. We began an investigation into the deaths of four
transgender prisoners on 2016-17 and two transgender prisoners in 2017-18.

Fatal incident
reports issued

Total
2016/17

Initial reports

% in time*

Change
16/17 – 17/18
(volume)

% change
year on year
(volume)

310

98%

-14

-4%

87%

331

73%

9

3%

N/A

297

N/A

13

5%

% in time*

Total
17/18

324

100%

Final reports

322

Reports published
on website

284

* In time for initial reports is 20 weeks for natural causes deaths and 26 weeks for all others
(including those that are unclassified at the time of notification). In time for final reports is 12 weeks following
the initial report.
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Prison fatal incident investigations started in 2017-18
Fatal incident investigations
started (21 and over)

Natural

Selfinflicted

Other nonnatural*

Homicide

Awaiting
classification

Total

Birmingham

8

1

0

0

2

11

Norwich

6

3

0

0

0

9

Oakwood

9

0

0

0

0

9

Elmley

6

0

2

0

0

8

Exeter

4

4

0

0

0

8

Littlehey

8

0

0

0

0

8

Stafford

7

0

0

0

1

8

Durham

2

4

0

0

1

7

Isle of Wight

5

2

0

0

0

7

Manchester

5

2

0

0

0

7

Whatton

7

0

0

0

0

7

Wymott

5

0

0

0

2

7

Hewell

4

0

1

1

0

6

Holme House

5

1

0

0

0

6

Lindholme

1

1

0

0

4

6

Nottingham

0

5

1

0

0

6

Rye Hill

6

0

0

0

0

6

Swaleside

3

1

1

0

1

6

Bure

5

0

0

0

0

5

Frankland

4

1

0

0

0

5

High Down

5

0

0

0

0

5

Humber

2

1

1

0

1

5

Leeds

1

2

1

1

0

5

Bristol

1

1

1

0

1

4

Doncaster

4

0

0

0

0

4

Dovegate

2

1

0

0

1

4
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Fatal incident investigations
started (21 and over)

Natural

Selfinflicted

Other nonnatural*

Homicide

Awaiting
classification

Total

Garth

3

1

0

0

0

4

Liverpool

1

3

0

0

0

4

Northumberland

2

1

0

0

1

4

Stoke Heath

3

0

1

0

0

4

Wakefield

2

0

0

0

2

4

Altcourse

2

1

0

0

0

3

Bullingdon

1

2

0

0

0

3

Chelmsford

1

2

0

0

0

3

Dartmoor

3

0

0

0

0

3

Featherstone

2

0

1

0

0

3

Highpoint

2

1

0

0

0

3

Hull

1

0

0

0

2

3

Lewes

1

1

1

0

0

3

Leyhill

3

0

0

0

0

3

Long Lartin

0

2

0

1

0

3

Pentonville

1

2

0

0

0

3

Stocken

3

0

0

0

0

3

Belmarsh

2

0

0

0

0

2

Bronzefield

0

0

0

0

2

2

Buckley Hall

1

1

0

0

0

2

Cardiff

0

1

0

0

1

2

Channings Wood

1

0

1

0

0

2

Forest Bank

2

0

0

0

0

2

Guys Marsh

1

1

0

0

0

2

Haverigg

0

2

0

0

0

2

Leicester

0

2

0

0

0

2
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Fatal incident investigations
started (21 and over)

Natural

Selfinflicted

Other nonnatural*

Homicide

Awaiting
classification

Total

Lincoln

1

0

0

1

0

2

Onley

1

0

1

0

0

2

Parc

1

0

1

0

0

2

Preston

2

0

0

0

0

2

Ranby

1

1

0

0

0

2

Risley

0

1

0

0

1

2

Standford Hill

2

0

0

0

0

2

Styal

1

0

1

0

0

2

Thameside

1

0

0

0

1

2

The Mount

1

1

0

0

0

2

Usk and Prescoed

1

0

0

1

0

2

Wandsworth

0

0

1

0

1

2

Winchester

0

2

0

0

0

2

Woodhill

2

0

0

0

0

2

Wormwood Scrubs

0

1

0

0

1

2

Ashfield

1

0

0

0

0

1

Bedford

0

1

0

0

0

1

Berwyn

0

0

0

0

1

1

Coldingley

0

1

0

0

0

1

Drake Hall

0

0

0

0

1

1

Eastwood Park

0

0

0

0

1

1

Erlestoke

1

0

0

0

0

1

Full Sutton

0

1

0

0

0

1

Gartree

1

0

0

0

0

1

Hatfield

1

0

0

0

0

1

Hindley

1

0

0

0

0

1

Kirklevington

0

0

0

0

1

1

82 Prisons and Probation Ombudsman Annual Report 2017–2018

Appendices

Fatal incident investigations
started (21 and over)

Natural

Selfinflicted

Other nonnatural*

Homicide

Awaiting
classification

Total

Lancaster Farms

0

0

1

0

0

1

Lowdham Grange

0

0

1

0

0

1

Moorland Closed

1

0

0

0

0

1

New Hall

0

1

0

0

0

1

Peterborough

1

0

0

0

0

1

Rochester

0

0

1

0

0

1

Sudbury

1

0

0

0

0

1

Swansea

0

1

0

0

0

1

Wayland

1

0

0

0

0

1

Whitemoor

0

0

0

0

1

1

176

64

19

5

31

295

Total

IRC fatal incident investigations started in 2017-18
Fatal incident
investigations
started

Natural Self-inflicted

Other nonnatural*

Homicide

Awaiting
classification

Total

Dungavel

1

0

0

0

0

1

Harmondsworth

0

1

0

0

0

1

Morton Hall

0

1

1

0

0

2

The Verne

0

1

0

0

0

1

Total

1

3

1

0

0

5

* Other non-natural includes drug-related deaths, accidents and deaths where post-mortem and toxicology
reports have been unable to establish cause of death.
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Approved premises fatal incident investigations started in 2017-18
Natural

Self-inflicted

Other nonnatural*

Homicide

Awaiting
classification

Total

Braley House

0

1

0

0

0

1

Bunbury House

0

1

0

0

0

1

Burdett Lodge

0

0

0

1

0

1

Camden House

0

0

1

0

0

1

Elizabeth Fry (Vol)

0

0

1

0

0

1

Ellison House

1

0

0

0

0

1

Fleming House

1

0

0

0

0

1

Southwell House

1

0

0

0

0

1

Southwood

0

0

0

1

0

1

Stonnall Road

0

0

1

0

0

1

The Grange

0

1

0

0

0

1

Total

3

3

3

2

0

11

Approved premises

* Other non-natural includes drug-related deaths, accidents and deaths where post-mortem and toxicology
reports have been unable to establish cause of death.

Deaths of prisoners under 21 – fatal incident investigations started in 2017-18
Natural

Selfinflicted

Other nonnatural*

Homicide

Awaiting
classification

Total

Brinsford

0

1

0

0

0

1

Exeter

0

1

0

0

0

1

Swinfen Hall

0

1

0

0

0

1

Wormwood Scrubs

0

1

0

0

0

1

Total

0

4

0

0

0

4

Deaths of under 21s

* Other non-natural includes drug-related deaths, accidents and deaths where post-mortem and toxicology
reports have been unable to establish cause of death.
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Discretionary fatal incident investigations started in 2017-18
Natural

Selfinflicted

Other nonnatural*

Homicide

Awaiting
classification

Total

Pre-Appearance Westminster
Magistrates Court

0

0

0

0

1

1

Total

0

0

0

0

1

1

Discretionary

* Other non-natural includes drug-related deaths, accidents and deaths where post-mortem and toxicology
reports have been unable to establish cause of death.
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Complaints
Total
2016/17

% of total
(16/17)

Total
17/18

% of total
(17/18)

Change
16/17 – 17/18

% change
year on year

4,657

93%

4,434

93%

-223

-5%

315

6%

310

6%

-5

-2%

Immigration detention

38

1%

46

1%

8

21%

Secure training centre

0

0%

0

0%

0

0

5,010

100%

4,790

100%

-220

-4%

Received
Prison
Probation

Total
Complaints
accepted for
investigation

Total
2016/17

% of total
(16/17)

Total
17/18

% of total
(17/18)

Change
16/17 – 17/18

% change
year on year

2,505

98%

2,404

96%

-101

-4%

Probation

43

2%

55

2%

12

28%

Immigration
detention

20

1%

21

1%

1

5%

0

0%

0

0

0

0

2,568

100%**

2,480

100%

-88

-3%

Prison

Secure training
centre
Total

** Due to rounding some totals may not add to 100%.
Complaints
investigations
completed

Total
2016/17

% of total
(16/17)

Total
17/18

% of total
(17/18)

Change
16/17 – 17/18

% change
year on year

2,265

98%

2,292

97%

27

1%

Probation

31

1%

51

2%

20

65%

Immigration
detention

16

1%

21

1%

5

31%

1

0%

1

0%

0

0%

2,313

100%**

2,365

100%**

52

2%

Prison

Secure training
centre
Total

**Due to rounding some totals may not add to 100%.
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Prison complainants 2017/18
(completed complaints)
Male prison estate
Female prison estate
Total

Complaints completed
per prison complainant
(2017/18)

Number of
complainants

% of complainants

Number of
complaints

% of complaints

1,489

98%

2,248

98%

29

2%

44

2%

1,518

100%

2,292

100%

Number of
complainants

% of complainants

Number of
complaints

% of complaints

11+

12

1%

181

8%

6 to 10

28

2%

195

9%

2 to 5

270

18%

708

31%

1

1,208

80%

1,208

53%

Total

1,518

100%

2,292

100%
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Categories of complaints completed 2017-18
Complaint category

Not upheld

Upheld

Total

Uphold rate

Property

331

422

753

56%

Administration

156

75

231

32%

Staff behaviour

113

51

164

31%

Adjudications

121

22

143

15%

IEP

79

40

119

34%

Work and pay

83

35

118

30%

Categorisation

85

25

110

23%

Regime

73

31

104

30%

Money

44

39

83

47%

Letters

46

32

78

41%

Transfers

54

13

67

19%

Probation

44

22

66

33%

Accommodation

37

22

59

37%

Visits

33

18

51

35%

Phone calls

26

11

37

30%

Prisoners

21

14

35

40%

HDC

33

1

34

3%

Equalities

14

12

26

46%

Food

19

7

26

27%

Security

19

6

25

24%

Resettlement

18

5

23

22%

Escorts

6

2

8

*

Legal

2

1

3

*

Medical

2

0

2

*

1,459

906

2,365

38%

Total

* Only given where 20 or more complaints were completed.
** Complaints about the clinical judgements of medical professionals are outside the Ombudsman’s remit.
Complaints about medical treatment and facilities are dealt with through the standard NHS complaints
process and referred to the PHSO where required, rather than the PPO. The Ombudsman, therefore, only
deals with complaints about matters which are under the control of prisons or the other services in remit
(such as escorts to hospital appointments).
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Prison complaints completed 2017-18
Prisons

Upheld Not upheld

Total

Uphold
rate

Population**

Upheld
complaints per
100 prisoners

Long Lartin

38

80

118

32%

509

7.5

Whitemoor

35

63

98

36%

438

8.0

Frankland

22

71

93

24%

795

2.8

Full Sutton

18

67

85

21%

536

3.4

Wakefield

22

63

85

26%

712

3.1

Woodhill

28

57

85

33%

622

4.5

Swaleside

24

45

69

35%

1011

2.4

HMP Isle of Wight

22

36

58

38%

1090

2.0

Littlehey

18

40

58

31%

1212

1.5

Lowdham Grange

23

34

57

40%

915

2.5

Gartree

28

25

53

53%

701

4.0

Rye Hill

20

31

51

39%

659

3.0

Belmarsh

16

33

49

33%

848

1.9

Highpoint North/South

27

19

46

59%

1292

2.1

Manchester

15

25

40

38%

986

1.5

Bullingdon

20

17

37

54%

1073

1.9

High Down

16

16

32

50%

1119

1.4

9

22

31

29%

652

1.4

Nottingham

16

13

29

55%

892

1.8

Wandsworth

17

11

28

61%

1373

1.2

Dovegate

14

13

27

52%

1120

1.3

Elmley

15

11

26

58%

1224

1.2

Oakwood

10

16

26

38%

2100

0.5

7

19

26

27%

1700

0.4

Pentonville

19

7

26

73%

1218

1.6

The Mount

10

16

26

38%

987

1.0

7

19

26

27%

929

0.8

Bure

Parc

Wayland
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Prisons

Upheld Not upheld

Total

Uphold
rate

Population**

Upheld
complaints per
100 prisoners

Wealstun

8

18

26

31%

801

1.0

Hewell

9

16

25

36%

1104

0.8

Wymott

8

17

25

32%

1156

0.7

Ashfield

6

18

24

25%

408

1.5

Birmingham

11

13

24

46%

1304

0.8

Grendon/Springhill

5

19

24

21%

536

0.9

Huntercombe

6

18

24

25%

471

1.3

Leyhill

4

20

24

17%

510

0.8

Whatton

7

17

24

29%

832

0.8

Thameside

11

12

23

48%

1208

0.9

Northumberland inc
Acklington/Castington

5

17

22

23%

1325

0.4

Stocken

5

16

21

24%

818

0.6

Doncaster

9

11

20

45%

1107

0.8

Onley

8

12

20

40%

729

1.1

10

8

18

*

1445

0.7

Humber

8

10

18

*

1010

0.8

Ranby

6

12

18

*

1022

0.6

Stafford

6

12

18

*

744

0.8

Brixton

7

10

17

*

769

0.9

Garth

6

11

17

*

832

0.7

Bristol

11

5

16

*

505

2.2

Lindholme

10

6

16

*

966

1.0

Altcourse

6

9

15

*

1136

0.5

Lincoln

8

7

15

*

601

1.3

Dartmoor

3

11

14

*

630

0.5

Lewes

11

3

14

*

623

1.8

Forest Bank
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Prisons

Upheld Not upheld

Total

Uphold
rate

Population**

Upheld
complaints per
100 prisoners

Erlestoke

7

6

13

*

505

1.4

Featherstone

8

5

13

*

662

1.2

Wormwood Scrubs

4

9

13

*

1215

0.3

Coldingley

8

4

12

*

484

1.7

Exeter

5

7

12

*

416

1.2

Hull

7

5

12

*

1024

0.7

Liverpool

4

8

12

*

860

0.5

Haverigg

4

7

11

*

277

1.4

Holme House

3

8

11

*

1194

0.3

Moorland

5

6

11

*

966

0.5

Peterborough

7

4

11

*

1190

0.6

Stoke Heath (YOI)

2

9

11

*

779

0.3

Wetherby

7

4

11

*

222

3.2

Bronzefield

6

4

10

*

533

1.1

Buckley Hall

4

6

10

*

414

1.0

Durham

3

7

10

*

927

0.3

Ford

2

8

10

*

526

0.4

Sudbury

8

2

10

*

569

1.4

Leeds

5

4

9

*

1038

0.5

Risley

4

5

9

*

1062

0.4

Send

4

5

9

*

273

1.5

Swinfen Hall (YOI)

6

3

9

*

577

1.0

Bedford

5

3

8

*

439

1.1

Channings Wood

2

6

8

*

679

0.3

Chelmsford

4

4

8

*

686

0.6

Kirkham

2

6

8

*

567

0.4

Thorn Cross (YOI)

2

6

8

*

379

0.5
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Prisons

Upheld Not upheld

Total

Uphold
rate

Population**

Upheld
complaints per
100 prisoners

Norwich

3

4

7

*

717

0.4

Winchester

6

1

7

*

629

1.0

Warren Hill

1

5

6

*

248

0.4

Aylesbury (YOI)

3

2

5

*

410

0.7

Drake Hall (YOI)

1

4

5

*

328

0.3

Lancaster Farms (YOI)

2

3

5

*

547

0.4

Eastwood Park

0

4

4

*

369

0.0

Glen Parva (YOI)

3

1

4

*

***

***

Isis

1

3

4

*

624

0.2

Leicester

1

3

4

*

304

0.3

Preston

4

0

4

*

670

0.6

Styal (YOI)

3

1

4

*

463

0.6

Swansea

0

4

4

*

366

0.0

Berwyn

0

3

3

*

936

0.0

Cookham Wood

1

2

3

*

184

0.5

East Sutton Park (YOI)

0

3

3

*

86

0.0

Foston Hall

0

3

3

*

319

0.0

Hatfield

1

2

3

*

369

0.3

Maidstone

1

2

3

*

540

0.2

Rochester

1

2

3

*

682

0.1

Guys Marsh (YOI)

2

0

2

*

491

0.4

Hindley

1

1

2

*

463

0.2

Kirklevington

0

2

2

*

267

0.0

Low Newton

0

2

2

*

334

0.0

New Hall (YOI)

1

1

2

*

377

0.3

North Sea Camp

0

2

2

*

414

0.0

Portland (YOI)

1

1

2

*

489

0.2
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Prisons

Upheld Not upheld

Total

Uphold
rate

Population**

Upheld
complaints per
100 prisoners

Standford Hill

0

2

2

*

461

0.0

Cardiff

1

0

1

*

706

0.1

Hollesley Bay (YOI/Cat D)

0

1

1

*

460

0.0

Holloway

1

0

1

*

***

***

Kennet

1

0

1

*

***

***

Usk and Prescoed

1

0

1

*

521

0.2

Werrington (YOI)

1

0

1

*

110

0.9

880

1,412

2,292

38%

81,652

1.1

Total

* Only given where 20 or more complaints were completed.
** Prison population figures taken from March 2018 monthly population figures:
https://www.gov.uk/ government/statistics/prison-population-figures-2018
*** Holloway closed in July 2016, Kennett closed in December 2016 and Glen Parva closed in July 2017. These
prisons have been excluded from the population data and upheld rates.
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IRC complaints completed 2017-18
Total

Uphold
rate*

Population

Upheld
complaints per
100 residents

4

5

*

554

0.2

2

1

3

*

272

0.7

IMM The Verne IRC

1

2

3

*

**

**

IMM Yarl’s Wood IRC

1

2

3

*

270

0.4

IMM Brook House IRC

2

0

2

*

285

0.7

IMM Campsfield House IRC

1

1

2

*

201

0.5

IMM Morton Hall IRC

0

2

2

*

326

0.0

IMM Dungavel House RC

0

1

1

*

128

0.0

Total

8

13

21

38%

2,036

0.4

Upheld

Not
upheld

IMM Harmondsworth IRC

1

IMM Colnbrook IRC

IRCs

* Only given where 20 or more complaints were completed.
** The Verne closed in December 2017. Data from The Verne has been excluded from population figures and
upheld rates.
Note: IRC population figures taken from October to December 2017 immigration statistics quarterly release
figures: https://www.gov.uk/government/statistics/immigration-statistics-october-to-december-2017
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Probation complaints completed 2017-18
Probation

Upheld

Not upheld

Total

Uphold rate*

NPS London

5

6

11

*

NPS Midlands

3

8

11

*

NPS South West & South Central

2

7

9

*

NPS North East

2

5

7

*

NPS North West

1

2

3

*

CRC Thames Valley

1

1

2

*

CRC Bedfordshire, Cambridgeshire,
Hertfordshire & Northamptonshire

0

1

1

*

CRC Cheshire & Greater Manchester

0

1

1

*

CRC Kent, Surrey & Sussex

1

0

1

*

CRC London

1

0

1

*

CRC Staffs & West Midlands

1

0

1

*

CRC Warwickshire & West Mercia

0

1

1

*

NPS South East & Southern

0

1

1

*

NPS Wales

0

1

1

*

17

34

51

33%

Total

* Only given where 20 or more complaints were completed.

STC complaints completed 2017-18
STC

Upheld

Not upheld

Total

Population

Uphold rate*

Medway

1

0

1

43**

*

Total

1

0

1

43

*

* Only given where 20 or more complaints were completed.
** Population is taken from the May 2018 Ofsted Inspection of Medway STC. At the time of writing 43 children
were residents. https://reports.ofsted.gov.uk/sites/default/files/documents/secure-training-centre-reports/
medway/Medway%20STC%20Ofsted%20report%20February%202018.pdf
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Financial data
Finance
Budget allocation
Staffing costs
Non-staff costs
Total Spend

2016/17

% of total
(16/17)

£5,270,000

2017/18

% of total
(17/18)

£5,395,000

Change
16/17-17/18

% change year
on year

+£125,000

+2%13

£5,141,640

95%

£5,134,690

95%

-£6,950

0%

£277,671

5%

£283,774

5%

+£6,103

+2%

£5,419,311

100%

£5,418,464

100%

-£847

0%

13 The 2% increase covered inflation, a 1% staff pay rise and the resource cost for a new electronic case
management system.
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Recommendations
The Ombudsman’s vision is that the PPO’s
independent investigations should contribute
to making custody and offender supervision
safer and fairer. A vital part of fulfilling
this ambition involves making effective
recommendations for improvement.
We make recommendations following both
complaint and fatal incident investigations.
In line with guidance issued by the
Ombudsman in 2012, recommendations must
be specific, measurable, realistic and timebound – with tangible outcomes to structure
learning and help reduce the likelihood of
repeat failings.
When recommendations are made as a result
of a fatal incident investigation, the service
in remit is required to confirm whether they
accept them. Where recommendations are
accepted, there must be an action plan
outlining what action will be taken and
when, and who will be responsible for the
action. For complaints, the organisation is
required to confirm whether they accept
our recommendations and also to provide
evidence of implementation.
Our analysis here shows that, as in previous
years, virtually all our recommendations were
accepted (although we are still seeking a
response on acceptance for around a quarter
of cases). In the very few cases where a
recommendation was rejected by HMPPS,
the Chief Executive will write personally to
the Ombudsman with his reasons.
The PPO has implemented feedback
loops with the two inspectorates relevant
to our work, providing independent
assessment about what has happened
after making our recommendations. HM
Inspectorate of Prisons routinely follow
up our recommendations following prison

fatal incident investigations and they also
invite complaint investigators to identify any
particular issues they wish to raise about a
prison. In 2016–17, we initiated a feedback
process with HM Inspectorate of Probation
to gather feedback about deaths in and
complaints about probation-approved
premises, and complaints about probation
services more broadly.
Individual investigations provide
transparency to those affected by a
death and a means to obtain redress to
complainants. Recommendations also have
the potential to ensure that specific lessons
are learned, including, sometimes, at national
level. We monitor all the recommendations
that we make, enabling us to identify and
track areas of concern or interest. They
provide an excellent data source for crosscase analysis, which can be disseminated in
our Learning Lessons publications.

Fatal incidents
¡¡ In 2017-18, we made 857
recommendations following deaths
in custody. Where an establishment
responded to a recommendation, all but
one was accepted. One recommendation
about the implementation of the personal
officer scheme was partially accepted.
¡¡ The main areas that prompted
recommendations were: healthcare
provision (22%); emergency response
(13%); general prison administration (13%);
and suicide and self-harm prevention (11%).
¡¡ Recommendations relating to healthcare
provision included: ensuring attendance at
hospital appointments and avoiding delay;
effective communication and informationsharing between agencies; 		
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appropriate risk assessments for external
appointments; as well as robust recordkeeping and additional training for staff for
particular medical conditions.
¡¡ Emergency response recommendations
focused on ensuring that staff understand
procedures and act promptly in lifethreatening situations. These procedures
include entering cells without delay and
use of the emergency code system.
Additionally, many recommendations
asked leaders to remind staff about the
circumstances in which resuscitation is
appropriate.
¡¡ Recommendations about general prison
administration related to wellbeing checks
by staff, responding to cell bells promptly
and the implementation of the personal
officer scheme.
¡¡ 40% of recommendations following
deaths by natural causes were about
healthcare provision. There were also
numerous recommendations in relation
to the inappropriate use of escorts and
restraints, and emergency response
procedures.

¡¡ 23% of recommendations following selfinflicted deaths related to suicide and selfharm prevention, and a further 11% related
to mental health provision. These included
recording and communicating risk factors
and holding multi-disciplinary reviews
for risk assessment, as well as ensuring
appropriate treatment for those with a dual
diagnosis of mental health and substance
misuse.
¡¡ A number of national recommendations
were made in 2017-18 that sought action
beyond the immediate setting where
the death occurred. These included
recommendations about assessments
and transfers to mental health units; the
operation of segregation units; reviewing
pathways for the care of terminally ill
prisoners and introducing a framework
for delivering welfare checks on young
people.
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Recommendations following deaths, by category
200
180
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Complaints
¡¡ In 2017-18 we made 933 recommendations
following investigations into complaints. Of
these, just three were rejected, but we are
awaiting a response to a large number (30%).
¡¡ The most frequent recommendation
(31%) was that a governor or director
should issue a notice reminding staff to
adhere to a policy. This was followed
by recommendations for revisions to be
made to a policy or procedure (16%), for
an apology to be made to the complainant
(14%), and for compensation payments (13%).
¡¡ Recommendations grouped under ‘other’
(8%) often related to sharing PPO findings
and taking steps to ensure follow-up
actions. Beyond this, they included

Terminal and
serious illness

Reception and
Induction

Segregation

Bullying

Family and
next of kin

Mental health
provision

Other

Escorts and
restraints

Substance
misuse

Suicide and
self-harm

General prison
administration

Emergency
response

Healthcare
provision

0

recommendations about providing training
to staff, issuing notices and information to
prisoners, and distributing PPO learning
lessons products.
¡¡ In one investigation case we
recommended that disciplinary action
should be initiated against a member
of staff. At other times, where incidents
fell below the threshold for this type of
action, we recommended that managers
should write letters to staff, issue advice
about the requirement to complete
documentation, or share PPO investigation
findings.
¡¡ While the vast majority of
recommendations in 2017-18 related to
either the individual complainant or local
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policy, we made 24 recommendations
that related to national policy. These were
directed to HMPPS, the MoJ, the NPS or
the Home Office.
¡ HMPPS recommendations mainly related
to providing staff guidance, clarifications,
or reminders to governors and directors.
These related to a range of matters
including property handling, confidential
mail, prisoners’ access to the police, and
accumulated visits.
¡ MoJ recommendations related to
confidential mail and requested that the
Government Legal Service was added to
the list of bodies covered by Confidential
Access in PSI 49/201114 and PSI 04/2016.15

¡¡ The one recommendation made to the
NPS related to their internal complaints
process, specifically about complaints
made by a third party on behalf of
someone else.
¡¡ The Home Office recommendation arose
from a complaint about immigration
removal centre escorting officers being
present in a hospital treatment room
against the detainee’s wishes. We said
that the Home Office should revise their
risk assessment guidance to include
specific instructions on the need to
facilitate medical confidentiality in these
situations.

Recommendation following complaints, by action
300
250
200
150
100
50

14

PSI 49/2011 – Prisoner Communication Services

15

PSI 04/2016 – The Interception of Communications in Prisons and Security Measures
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Stakeholder feedback – emerging findings
We routinely collect feedback from our
stakeholders to understand how they
engage with our work, their level of
satisfaction, and their opinions as to how
we can improve. To that end, the PPO runs
four rolling stakeholder surveys to facilitate
feedback broadly from:
¡¡ those with whom we engage (by way of
our general stakeholder survey)
¡¡ those involved in deaths in custody
investigations (by way of our fatal incidents
post-investigation survey)
¡¡ those who complain to us (by way of our
complainants’ survey)
¡¡ the next of kin of deceased prisoners (by
way of our bereaved families survey)
We regularly publish this data, and detailed
reports from previous years can be found on
our website.

General stakeholder survey
This asks a broad range of stakeholders
for feedback on our performance over the
previous year across all areas of the office
– both our investigations into fatal incidents
and complaints, as well as our Learning
Lessons publications.
We received 147 responses in 2017/18, in
comparison with 191 responses in 2016/17.
Responses came from prisons, healthcare
services, central government, academia and
the voluntary sector.
Overall satisfaction:
¡¡ 92% of respondents rated the PPO overall
as satisfactory or better
¡¡ 91% of those involved with complaints
and 93% of those involved with fatal

incidents reported satisfaction with the
investigations – this is considerably higher
than last year’s response, of 52% and 73%
respectively
Timeliness:
¡¡ 66% of respondents were satisfied or very
satisfied with the time it took the PPO to
deal with complaints investigations
¡¡ 76% of respondents were satisfied or very
satisfied with the time it took the PPO to
deal with fatal incident investigations
Reports:
¡¡ 62% of respondents found the reports
very clear, and 35% of respondents found
them quite clear – only one respondent
said that they were not clear
¡¡ 95% of respondents who had read
anonymised fatal incident reports on our
website said they had found them useful
Learning Lessons:
¡¡ the most widely read Learning Lessons
publication was our thematic review on
older prisoners, which two thirds (67%) of
respondents reported having read
¡¡ 90% of those who had read the Learning
Lessons publications said they were good
or very good
Impact:
¡¡ the majority of respondents felt the PPO
is influential (75%), independent (76%) and
fair (78%)

Post-investigation survey
We send our post-investigation survey to
liaison officers, establishment heads and
prison healthcare leads following each
fatal incident investigation. We ask that
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these stakeholders respond to the survey
about specific investigations. The survey
asks questions about their communication
with the investigator, the quality of the
investigation and resulting report, and what
changed as a result of the investigation.

Impact:
¡¡ 75% of respondents agreed or strongly
agreed that the PPO is influential

We received 125 responses in 2017-18. This
is lower than last year, when we received
209 responses. We received 61 responses
from liaison officers, 39 responses from
establishment heads and 25 responses from
healthcare leads.

Complainants’ survey

Overall satisfaction:
¡¡ 69% of respondents rated the quality of
the investigation as good or very good
Communication:
¡¡ 78% of respondents were satisfied with
the communication they had with the PPO
¡¡ 82% of respondents said the PPO
investigator contacted them promptly
following the death, and 88% said that
the investigation process was explained
to them
Timeliness:
¡¡ 72% of respondents were satisfied with
the time it took the PO to complete their
investigation
Reports:
¡¡ 93% of respondents said the report we
issued met their expectations
¡¡ 97% of respondents said that PPO reports
were either quite clear or very clear
¡¡ The majority of respondents said they
found the recommendations useful (88%),
fair (91%) and clear (98%)

¡¡ 74% of respondents agreed or strongly
agreed that the PPO is independent

We send surveys to those whose complaints
we have investigated in the past year – both
those whose complaints were upheld, and
those we did not uphold. We also sample
those who have contacted us, but whose
complaints were ineligible. Data collection
is ongoing at the time of writing, but we
summarise several preliminary results below.
We received 306 responses in 2017/18, in
comparison with 344 responses in 2016/17.
111 responses came from those whose
complaints were ineligible. These complaints
were not investigated, and the complainants
received letters explaining why. Of the 195
respondents with eligible complaints, 108
had had their complaints upheld or partially
upheld.
Quality of investigations:
For those with eligible complaints, we asked
about their views on the overall quality of the
investigation. This group is made up of those
whose complaints we upheld, and those
whose complaints we did not uphold.
¡¡ 55% of respondents whose complaints
were upheld rate the quality of
investigation as either good or very good
– this number is 14% for those whose
complaints were not upheld
¡¡ 29% of those who received letters
explaining their complaint was ineligible
rated the service they received as either
good or very good
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Reports and letters:
It is important that we communicate clearly
and effectively with complainants, and that
we write in such a way that our reasoning is
understood.
¡¡ 85% of respondents whose complaints
were upheld said the report they received
was either clear or very clear – this was
69% for those whose complaints we did
not uphold
¡¡ 57% of respondents whose complaints
were ineligible said that our letter
explaining why was clear or very clear
Outcome:
We also survey complainants of both
ineligible and eligible complaints to ask
whether the PPO helped them achieve a
satisfactory outcome.
¡¡ 56% of respondents whose complaints
were upheld agreed that the PPO helped
them reach a satisfactory outcome to their
complaint.

Impact:
As with other surveys, we ask our
complainants for their views on the office and
the values that we hope to promote.
¡¡ of those whose complaints were upheld,
55% agree that the PPO is influential and
55% agree we are independent
¡¡ of those whose complaints were not
upheld, 21% agree that we are influential
and 16% agree that we are independent
¡¡ of those whose complaints were ineligible,
28% agree the PPO is influential

Bereaved families survey
A questionnaire is sent to bereaved families
when they are sent the final version of the
report into our fatal incident investigation. As
the response rate is usually low, the data is
analysed biennially. The results of the 2017/18
– 2018/19 survey will be published in 2019.

¡¡ Only 7% of those whose complaints we
did not uphold said we helped them
achieve a satisfactory outcome
¡¡ 17% of those whose complaints were
ineligible said the PPO helped them
achieve a satisfactory outcome
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Performance against business plan
Objective One
Maintain and reinforce our reputation for absolute independence.
Key deliverable

Measure of success

Lead

1. Work with the MoJ
to secure a statutory
footing for the PPO
at the next legislative
opportunity

Consideration by
Ombudsman
Parliament in the next
relevant Bill with resultant
change in law

Not achieved

2. Increase stakeholders’
confidence in the
office’s independence

Achieve a positive
response to the
independence question
in stakeholder surveys to
be conducted by March
2018

Head of Learning
Lessons

Achieved

3. E
 nsure work of the
PPO taken in to
consideration during
the design and
implementation of
prison reform

Reforms do not
undermine the
Ombudsman’s ability to
perform his functions
effectively

Ombudsman/Deputy
Ombudsmen

Ongoing
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End-year update

While ministerial
commitments remain to
place the Ombudsman
on a statutory footing
there was no legislative
opportunity this financial
year

The majority of
respondents felt the PPO
is independent (76%)

There has been
engagement throughout
the year. MoJ have
committed to consulting
with us on new 'policy
frameworks' that will
replace PSIs and
support the 'empowered
governors' agenda

Appendices

Objective Two
Improve the quality and timeliness of our investigations and resulting reports ensuring a
robust and proportionate approach.
Key deliverable

Measure of success

Lead

End-year update

1. Ensure investigative
resource of FII function
is configured to
maximise productivity,
ensure effective
deployment and further
development of staff
while reducing layers
of management and
functional barriers by
end March 2018

Delivered to time and
quality (as endorsed by
the PPO)

Ombudsman/Deputy
Ombudsman

Ongoing

2. Improve the quality
and consistency
of investigation
reports through the
development of
report templates,
better knowledge
management and other
innovations by end
March 2018

Delivered to time and
quality (as measured
through positive feedback
through the surveys from
stakeholders)

Ombudsman/
Deputy Ombudsmen:
Complaints/Fatal
Incidents

Ongoing

We have continued a high
level of performance,
both quantitative (target
dates for production of
reports consistently and
significantly exceeded)
and qualitative (high
levels of stakeholder
satisfaction reported
through surveys) the
fluctuations in caseload
have been effectively
accommodated

A process review has
resulted in several
initiatives, including
new templates and a
triage team, which has
improved consistency
and customer service

Complaints investigations
3. D
 etermine the eligibility
of complaints within 10
working days of receipt

At least 80% delivered
Deputy Ombudsman:
to time and quality (as
Complaints
indicated by management
information and endorsed
by the PPO)

Not achieved
72% of eligibility
assessments were
completed in time –
considerable delays in
recruitment caused by
the security clearance
process have largely
been responsible for this
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Key deliverable

Measure of success

Lead

End-year update

4. P
 rovide a draft
response to 'serious
complaints' (usually
allegations of assault)
within 26 weeks of
accepting the complaint
as eligible

At least 70% delivered
Deputy Ombudsman:
to time and quality (as
Complaints
indicated by management
information and endorsed
by the PPO)

Not achieved

5. Provide a final reply to
all new complaints not
identified as serious
complaints within 12
weeks of accepting the
complaint as eligible

At least 60% delivered
Deputy Ombudsman:
to time and quality (as
Complaints
indicated by management
information and endorsed
by the PPO)

Not achieved

6. P
 rovide a final reply to
complaints within 24
weeks of receipt

Average time to
completion (as indicated
by management
information and endorsed
by the PPO)

Achieved

This year 15% of serious
case complaints received
a draft response within
the timescale, an
improvement on last
year’s performance

38% of non-serious cases
were completed within
12 weeks of accessing
the case as eligible
for investigation, an
improvement on 32% last
year

The average time to
completion was 23.6
weeks

Fatal incident investigations
7. C
 omplete investigations
into self-inflicted deaths
and distribute the initial
report for consultation
within 26 weeks of initial
notification

At least 70% delivered
Deputy Ombudsman:
to time and quality (as
Fatal Incidents
indicated by management
information and endorsed
by the PPO)

Achieved

8. Complete investigations
into deaths due to
natural causes and
distribute the draft
report for consultation
within 20 weeks of
initial notification

At least 70% delivered
Deputy Ombudsman:
to time and quality (as
Fatal Incidents
indicated by management
information and endorsed
by the PPO)

Achieved

9. F
 inalise all fatal incident
investigation reports
within 12 weeks of issue
of the draft report

At least 70% delivered
Deputy Ombudsman:
to time and quality (as
Fatal Incidents
indicated by management
information and endorsed
by the PPO)

Achieved
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99% delivered to time
and quality

98% delivered to time
and quality

73% delivered to time and
quality
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Key deliverable

Measure of success

Lead

End-year update

Deputy Ombudsmen/
Head of Learning
Lessons

Achieved

Validation of investigation quality
10. Improve rates of
Delivered to time and
positive feedback on
quality (as endorsed by
the PPO’s investigation the PPO)
performance through
post-investigation
and annual surveys of
complainants and other
stakeholders; publish
the feedback findings
and related actions on
the PPO website by
October 2017

Feedback from the PPO
post investigation survey
and PPO stakeholder
survey is in included in
this annual report
91% of those involved
with complaints and
93% of those involved
with fatal incidents
reported satisfaction
with the investigations,
considerably higher than
last year’s response
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Objective Three
Improve our influence through the identification and sharing of lessons learned from our
investigations.
Key deliverable

Measure of success

Lead

End-year update

1. Undertake a programme
of work to increase the
implementation and
impact of investigation
and thematic
recommendations by
March 2018

High acceptance rate
of recommendations,
with appropriate action
plans put in place by
the investigated bodies;
PPO challenge and,
escalation of rejected
recommendations or
inadequate responses;
high implementation rate
of PPO recommendations
as measured by HMI
Prisons and IMBs
on the PPO’s behalf
during their inspections
and visits; and high
implementation rate of
PPO recommendations
as evidenced during PPO
fieldwork

Ombudsman/

Ongoing

Deputy Ombudsmen

Virtually all
recommendations
accepted and relevant
action plans put in
place; variable feedback
from HMI Prisons
on implementation;
engagement and
challenge with HMPPS on
repeat recommendations
has been initiated

2. Hold three Learning
Lessons seminars for
operational staff from
services in remit in
November 2017 focused
on sharing the learning
from investigations of:

Delivered to time and
quality (as endorsed by
the PPO and participant
feedback)

Ombudsman/ Deputy
Ombudsmen/ Head of
Learning Lessons

Achieved

¡¡ self-inflicted deaths
¡¡ natural causes
deaths
¡¡ complaints
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Seminars were held in
November 2017
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Key deliverable

Measure of success

Lead

End-year update

3. P
 romote timely
learning from individual
investigations through
themed Learning
Lessons publications for
both fatal incidents and
complaint investigations
on:

Delivered to time and
quality (as measured by
the agreed publication
timelines and the PPO’s
endorsement)

Deputy Ombudsman:
Learning Lessons &
Strategic Support/
Head of Learning
Lessons

Partly achieved

¡¡ older prisoners

Three Learning Lessons
products were published:
'Older Prisoners
Thematic'; 'Approved
Premises – Substance
Misuse'; and 'Complaints
about Discrimination'

¡¡ emergency
response
¡¡ managing comorbidity in prison
(Drug series 1)
¡¡ complaint handling
of Discrimination
Incident Report
Forms (DIRFs)
¡¡ violence and bullying
(Drug series 2)
¡¡ risk factors in selfinflicted deaths
¡¡ drug deaths in
approved premises
(Drug series 3)
¡¡ publication of the
PPO’s Stakeholder
feedback
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Key deliverable

Measure of success

Lead

End-year update

4. B
 egin scoping
information for the
following publications
planned for 2018-19
completion:

Delivered to time and
quality (as measured by
the respective project
plan timelines and the
PPO’s endorsement)

Deputy Ombudsman:
Learning Lessons &
Strategic Support/
Head of Learning
Lessons

Ongoing

5. Respond to relevant
government and
operational policy
consultations by March
2018

Delivered to time and
quality (as endorsed by
the PPO)

Ombudsman\Policy
Officer\Head of
Learning Lessons

Ongoing

6. Identify topics for
learning lessons
analysis 2018-19
through internal and
external consultation
on themes by
January 2018

Delivered to time and
quality (as endorsed by
the PPO)

Ombudsman/Head of
Learning Lessons

Ongoing

7. D
 eliver the PPO’s
communications action
plan (see annex)

Delivered to time and
quality (as defined by
stakeholder feedback
and endorsed by the
PPO)

Ombudsman/ all senior Achieved
staff

8. Produce an annual
report for April
2017 to March 2018
for publication in
September

Delivered to time and
quality (as defined by the
publication timelines and
endorsed by the PPO)

Ombudsman/ Deputy
Ombudsmen/ Head of
Learning Lessons

List of themes revised and
agreed for 2018-19

Complaints process
Review of Black, Asian
and Minority Ethnic
(BAME) prisoners’
access to the
complaints system
Natural Causes Deaths
Imprisonment for Public
Protection (IPP)
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Examples include
submissions to the Justice,
Health, Home Affairs and
Welsh Select Committees

List of themes revised and
agreed for 2018-19

Achieved
Annual report delivered
on time
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Objective Four
Use our resources efficiently and effectively.
Key deliverable

Measure of success

Lead

1. Hold three full staff
meetings in order to
promote training and
development and share
learning across the
office

Delivered to time and
Ombudsman
quality (as measured by
positive feedback on staff
evaluation forms)

Achieved

2. Devise an action plan
in response to findings
of People Survey by
February 2018

Delivered to time and
quality (as measured by
the level of response to
the actions)

Achieved

3. D
 eliver the PPO’s
equality and diversity
action plan (see annex)

Delivered to time and
Ombudsman/ Equality
quality (as measured
and Diversity Group
through quarterly
monitoring by the Equality
and Diversity Group)

Partly Achieved

4. D
 eliver the PPO’s
learning and
development action
plan (see annex)

Delivered to time and
quality (as measured
through improved
response to the staff
survey on development
opportunities)

Head of Strategic
Support

Ongoing

5. Negotiate appropriate
budget allocations
based on actual and
anticipated changes
to workload by March
2018

Delivered to time and
quality (as endorsed by
the PPO)

Ombudsman / Deputy
Ombudsman: Learning
Lessons & Strategic
Support

Ongoing

6. D
 eliver a replacement
case management
system which supports
an efficient and
effective investigation
process by March 2018

Delivered to time and
quality (as endorsed by
the PPO)

Deputy Ombudsman:
Learning Lessons &
Strategic Support

Ongoing

Ombudsman/
Deputy Ombudsman:
Learning Lessons &
Strategic Support/Staff
Engagement Action
Group

End-year update

Meetings held in July,
October and March

Action plan developed
with the Staff Engagement
Group

The Equality and Diversity
Group, chaired by the
Ombudsman, delivered
the equality and diversity
action plan

We have seen a 5%
reduction in our initial
allocation for 2018-19
and managing this will
be a real challenge – we
will need to make bids
throughout the year

This work has continued
and we are now looking
at implementation in the
autumn of 2018
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Key deliverable

Measure of success

Lead

End-year update

7. P
 roduce the PPO
Business Plan 2018-19
by March 2018

Delivered to time and
quality (as endorsed by
the PPO)

Ombudsman/ Deputy
Ombudsman: Learning
Lessons & Strategic
Support

Ongoing

8. Review Memoranda of
Understanding

Delivered to time and
quality (as endorsed by
the PPO)

Deputy Ombudsman:
Learning Lessons &
Strategic Support

Ongoing

9. P
 roduce the PPO
Strategic Plan
2017/2020 by October
2017

Delivered to time and
quality (as endorsed by
the PPO)

Ombudsman/ Deputy
Ombudsman: Learning
Lessons & Strategic
Support

Not achieved

10. D
 esign team structure Delivered to time and
to reflect work flow
quality (as endorsed by
efficiencies arising from the PPO)
new case management
system by October
2017

Ombudsman/ Deputy
Ombudsman: Learning
Lessons & Strategic
Support

Ongoing

11. Deliver new fatal
Delivered to time and
incidents team structure quality (as endorsed by
by June 2017
the PPO)

Deputy Ombudsman:
Fatal Incidents

Achieved
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The Business Plan will
be produced by the
new Ombudsman once
appointed

We have been working
with the MoJ on a new
Protocol

The Strategic Plan will
be produced by the
new Ombudsman once
appointed

This work has continued
and we are now looking at
implementation of the new
case management system
in the autumn of 2018

Creation of integrated
teams has reduced
managerial barriers,
allowed more flexible
deployment of resource
and facilitated knowledge
sharing and transfer

Appendices

Terms of Reference
The Role
1.

The Prisons and Probation Ombudsman
(PPO) is appointed by the Secretary
of State for Justice, following
recommendation by the House of
Commons Justice Select Committee.
The Ombudsman is therefore an
administrative appointment. These
Terms of Reference represent an
agreement between the Ombudsman
and the Secretary of State as to the
Ombudsman’s role.

2. The Ombudsman is wholly independent.
This includes independence from
Her Majesty’s Prison and Probation
Service (HMPPS), the National Probation
Service for England and Wales and the
Community Rehabilitation Companies
for England and Wales (probation),
any individual Local Authority, the
Home Office, the Youth Justice Board
(YJB), providers of youth secure
accommodation, the Department for
Education (DfE), the Department of Health
and NHS England.16 This enables the
Ombudsman to execute fair and impartial
investigations, making recommendations
for change where necessary, without fear
or favour. The actual independence of the
Ombudsman from the authorities in remit
is an absolute and necessary function of
the role.
3. The Ombudsman’s office is operationally
independent of, though it is sponsored
by, the MoJ. The perceived and visible
independence of the Ombudsman from
the sponsorship body is fundamental
16

to the work of the Ombudsman. No
MoJ official may attempt to exert
undue influence on the view of the
Ombudsman.
4. The bodies subject to investigation by
the Prisons and Probation Ombudsman
will make sure the requirements of these
Terms of Reference are set out clearly to
staff in internal policies, procedures and
instructions.

Right of access
5. The ‘Head’ of the relevant authority (or
the Secretary of State for Justice, Home
Secretary, the Secretary of State for
Education or Secretary of State for Health
where appropriate) will ensure that the
Ombudsman has unfettered access to all
relevant material held both in hard copy
and electronically. This includes classified
material, physical and mental health
information, and information originating
from or held by other organisations e.g.
contractors (or their sub-contractors)
providing services to or on behalf of
those within remit, if this is required for
the purpose of investigations within
the Ombudsman’s Terms of Reference.
The Ombudsman will consider
representations as to the necessity of
particular information being provided, the
means by which provision is achieved
and any sensitivity connected with future
publication, but the final decision rests
with the Ombudsman who will define the
documentation required based on the
context of the investigation.

Referred to throughout as ‘the authorities’.

Annual Report 2017–2018 Prisons and Probation Ombudsman 113

Appendices

6. The Ombudsman and his staff will
have access to the premises of the
authorities in remit, at times specified
by the Ombudsman, for the purpose of
conducting interviews with employees,
detainees and other individuals, for
examining source materials (including
those held electronically such as CCTV),
and for pursuing other relevant inquiries
in connection with investigations within
the Ombudsman’s Terms of Reference.
The Ombudsman will normally arrange
such visits in advance.
7. The Ombudsman and his staff have
the right to interview all employees,
detainees and other individuals as
required for the purpose of investigation
and will be granted unfettered access to
all such individuals.

Reporting arrangements
8. The Ombudsman will produce and
publish an annual report, which the
Secretary of State will lay before
Parliament. The content of the report will
be at the Ombudsman’s discretion but
will normally include:
¡ anonymised examples of complaints
investigated
¡ examples of fatal incidents
investigated17
¡ recommendations made and
responses received

¡¡ a summary of the workload of
the office, including the number
and types of complaints received,
investigated and upheld and
the number and types of death
notifications received and
investigated
¡¡ the office’s success in meeting its
performance targets
¡¡ a summary of the costs of the office
9. The Ombudsman may publish additional
reports on issues relating to his
investigations, such as themed learning
lessons publications. The Ombudsman
may also publish other information as
considered appropriate.

Matters subject to investigation
10. The Ombudsman will investigate:
i) decisions and actions (including
failures or refusals to act) relating
to the management, supervision,
care and treatment of prisoners,
detainees, or young people in
secure accommodation.18 The
Ombudsman’s remit does not
depend on the authority in remit or
their staff, acting or failing to act,
or taking decisions, themselves.
The Ombudsman will therefore also
look at the decisions and actions of
contractors and subcontractors and
of the servants and agents of the
services in remit, including members

17 Anonymised at the discretion of the Ombudsman
18 The PPO will investigate fatal incidents in secure children’s homes (SCHs). This includes fatal incidents of
young people placed in SCHs on welfare grounds. The Ombudsman will not investigate complaints from
young people in SCHs.
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of the Independent Monitoring Board
and other volunteers, where these
are relevant to the matter under
investigation.
ii) decisions and actions (including
failures or refusals to act) relating
to the management, supervision,
care and treatment of offenders
under probation supervision. The
Ombudsman’s remit does not
depend on HMPPS, the National
Probation Service or the Community
Rehabilitation Companies, or their
staff, acting or failing to act, or
taking decisions, themselves. The
Ombudsman will therefore also
look at the decisions and actions
of contractors and sub-contractors
and of the servants and agents
of HMPPS, the National Probation
Service and the Community
Rehabilitation Companies,
including volunteers and supply
chain organisations, where these
are relevant to the matter under
investigation.
iii) decisions and actions (including
failures or refusals to act) in relation
to the management, supervision,
care and treatment of immigration
detainees including residents of
immigration removal centres, those
held in short term holding facilities
or pre-departure accommodation,
and those under immigration escort.
The Ombudsman’s remit does not
depend on the Home Office, NHS
England or their staff, acting or
failing to act, or taking decisions,
themselves. The Ombudsman will
look at the decisions and actions of

contractors and sub-contractors and
of the servants and agents of the
Home Office, including members of
the Independent Monitoring Board
and other volunteers, where these
are relevant to the matter under
investigation.
11. In addition, the Ombudsman will have
discretion to investigate, to the extent
appropriate, other fatal incidents that
raise issues about the care provided by
the relevant authority in respect of (i) to
(iii) above.

Complaints
12. The Ombudsman’s complaints
investigations will support the UK’s
compliance with the requirements of
Article 3 (read with Article 1) of the
European Convention on Human Rights,
specifically by ensuring the independent
investigation of allegations of torture,
inhumane or degrading treatment or
punishment.
13. The aims of the Ombudsman’s
investigations are to:
¡¡ establish the facts relating to the
complaint with particular emphasis on
the integrity of the process adopted
by the authority in remit and the
adequacy of the conclusions reached
¡¡ examine whether any change in
operational methods, policy, practice
or management arrangements would
help prevent a recurrence
¡¡ seek to resolve the matter in
whatever way the Ombudsman sees
fit, including by mediation
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¡¡ where the complaint is upheld,
restore the complainant, as far as is
possible, to the position they would
have occupied had the event not
occurred
14. The Ombudsman will consider the
merits of the complaint as well as the
procedures involved.

Persons able to complain
15. The Ombudsman will investigate eligible
complaints submitted by the following
people:
i) prisoners, detainees, and young
people, including those in youth
detention accommodation,19 who
have failed to obtain satisfaction from
the internal complaints system in
place at the relevant institution
ii) offenders who are, or have been,
under probation supervision,
or accommodated in approved
premises and who have failed to
obtain satisfaction from the probation
complaints system

iii) immigration detainees,20
including residents of immigration
removal centres, pre-departure
accommodation, short-term holding
facilities and those under managed
immigration escort anywhere in
the UK21 who have failed to obtain
satisfaction from the Home Office
complaints system
16. The Ombudsman will normally only act
on the basis of eligible complaints from
those individuals set out at paragraph
15 and not on those from other
individuals or organisations. However,
the Ombudsman has discretion to accept
complaints from third parties on behalf of
individuals set out at paragraph 15, where
the individual concerned is either dead
or is unable to act on their own behalf.
17. The Ombudsman also has discretion
to accept complaint referrals (that it
would be inappropriate for the authority
to consider under its own internal
complaints procedure) direct from HM
Inspectorate of Prisons (HMIP) or the
IMB, acting on behalf of the National

19 For the purposes of complaints, this does not include secure children’s home accommodation.
20 Defined throughout as those detained under the powers of the Immigration Act powers.
21 Complaints from individuals other than immigration detainees, as defined under the Immigration Act
1971 at the time of their complaint, will be investigated by the IPCC for England and Wales, the Police
Investigations Review Commissioner in Scotland or the Police Ombudsman for Northern Ireland.
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Preventive Mechanism under OPCAT,22
where a detainee alleges that the
authority has prevented them from
communicating with HMIP, the IMB or
PPO, or that they have been subject to
victimisation or sanctions as a result of
doing so.23

Eligibility of complaints
18. Before putting a complaint to the
Ombudsman, a complainant must first
seek redress through appropriate use
of the relevant prison, youth detention
accommodation,24 probation, or Home
Office complaint procedure.
19. Complainants will have confidential
access to the Ombudsman and no
attempt should be made to prevent a
complainant from referring a complaint
to the Ombudsman. The cost of postage
of complaints to the Ombudsman by
prisoners, immigration detainees and
young people in detention, will be met by
the relevant authority.
20. Where there is some doubt or dispute
as to the eligibility of a complaint, the
Ombudsman will contact the relevant

authority in remit who will provide the
Ombudsman with such documents or
other information as the Ombudsman
considers are relevant to considering
eligibility.
21. If a complaint is considered ineligible, the
Ombudsman will inform the complainant
and explain the reasons in writing.
22. The Ombudsman may decide not to
accept a complaint otherwise eligible
for investigation, or to discontinue
any ongoing investigation, where he
considers that no worthwhile outcome
can be achieved, or the complaint raises
no substantial issue.
23. The Ombudsman may also decide to
discontinue an investigation where he
considers the complainant’s behaviour to
be unreasonable.25 The Ombudsman will
inform the complainant of the reasons for
this action.

Time limits
24. The Ombudsman will consider
complaints for possible investigation
if the complainant is dissatisfied with
the reply from the authority in remit, or

22 The Optional Protocol to the Convention against Torture and other Cruel, Inhuman or Degrading Treatment
or Punishment (OPCAT) is an international human rights treaty designed to strengthen protection for
people deprived of their liberty. It recognises that such people are particularly vulnerable and aims to
prevent their ill-treatment through establishing a system of visits or inspections to all places of detention.
OPCAT requires that States designate a ‘national preventive mechanism’ (NPM) to carry out visits to places
of detention, to monitor the treatment of and conditions for detainees and to make recommendations
regarding the prevention of ill-treatment. The UK ratified OPCAT in December 2003 and designed its NPM
in March 2009. The UK’s NPM is currently made up of 18 visiting or inspecting bodies who visit places of
detention such as prisons, police custody and immigration detention centres.
23 The relationship between the named bodies is described in a separate protocol.
24 For the purposes of complaints, this does not include secure children’s home accommodation.
25 As defined by the PPO policy on Dealing with Unreasonable Behaviour from Complainants.
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receives no final reply within six weeks
of making the complaint (or 45 working
days in the case of complaints relating to
probation matters). Complaints relating
solely to healthcare will be dealt with by
the Parliamentary and Health Service
Ombudsman.
25. Complainants submitting their case
to the Ombudsman must do so within
three calendar months of receiving
a substantive reply from the relevant
authority.
26. The Ombudsman will not normally accept
complaints where there has been a
delay of more than 12 months between
the complainant becoming aware of the
relevant facts and submitting their case
to the Ombudsman, unless the delay has
been the fault of the relevant authority
and the Ombudsman considers that it is
appropriate to do so.
27. Complaints submitted after these
deadlines will not normally be
considered. However, the Ombudsman
has discretion to investigate those where
it considers there to be good reason
for the delay, or where it considers the
issues raised to be of sufficient severity
to warrant an exception to the usual
timeframe to be made.
28. The Ombudsman’s targets around
conducting investigations, responding to
complainants, and publishing reports will
be set out in an annual business plan.

Limitations on matters subject to
investigation
29. The Ombudsman may not investigate
complaints about:
i) policy decisions taken by a minister
and the official advice to ministers
upon which such decisions are based
ii) the merits of decisions taken by
ministers, except in cases which
have been approved by ministers for
consideration
iii) actions and decisions (including
failures or refusals to act) in relation
to matters which do not relate to
the management, supervision, care
and treatment of the individuals
described in paragraph 15 or
outside the responsibility of the
authority in remit. This exclusion
covers complaints about conviction,
sentence, immigration status, reasons
for immigration detention or the
length of such detention, and the
decisions and recommendations of
the judiciary, the police, the Crown
Prosecution Service, and the Parole
Board and its Secretariat
iv) matters that are currently or have
previously been the subject of civil
litigation or criminal proceedings
v) the clinical judgement of medical
professionals
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Fatal incidents
30. The Ombudsman’s fatal incident
investigations will support the UK’s
compliance with the requirements of
Article 2 (read with Article 1) of the
European Convention on Human
Rights which ensures the right to life,
specifically the need for the independent
investigation of all deaths in custody.
31. The Ombudsman will investigate the
circumstances of the deaths of:
i) prisoners and young people
including those in youth detention
accommodation26 and those placed
in Secure Children’s Homes on a
welfare basis. This generally includes
people temporarily absent from the
establishment but still subject to
detention (for example, under escort,
at court or in hospital). It generally
excludes people who have been
permanently released from custody,
including those who have been
released on compassionate grounds
ii) residents of approved premises
(including voluntary residents) where
the PPO considers this is necessary,
including for Article 2 compliance
iii) immigration detainees, including
residents of immigration

removal centres, pre-departure
accommodation, short-term holding
facilities and those under managed
immigration escort anywhere in the
UK and internationally27
iv) people in court premises or
accommodation who have been
sentenced to or remanded in custody
32. The Ombudsman will act on notification
of a death from the relevant authority
and will decide on the extent of the
investigation, which will be determined
by the circumstances of the death.
33. The aims of the Ombudsman’s
investigations are to:
¡ establish the circumstances and
events surrounding the death, in
particular the management of the
individual by the relevant authority
or authorities within remit, but also
including any relevant external factors
¡ examine whether any change in
operational methods, policy, practice
or management arrangements would
help prevent a recurrence
¡ in conjunction with NHS England28
or the relevant authority,29 where
appropriate, examine relevant health
issues and assess clinical care

26 This covers deaths in young offender institutions, secure training centres and secure children’s homes.
27 The deaths of individuals other than immigration detainees, as defined under Immigration Act powers
at the time of death, will be investigated by the IPCC for England and Wales, the Police Investigations &
Review Commissioner in Scotland or the Police Ombudsman for Northern Ireland.
28 The NHS Commissioning Board and Clinical Commissioning Groups (Responsibilities and Standing Rules)
Regulations confer responsibility on the NHS Commissioning Board (NHS England) for commissioning
health services in prisons and custodial establishments.
29 In the case of fatal incidents in Immigration Removal centres in Scotland or Northern Ireland.
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¡ provide explanations and insight for
the bereaved relatives
¡ help fulfil the investigative obligation
arising under Article 2 of the
European Convention on Human
Rights (‘the right to life’) by working
together with coroners to ensure
as far as possible that the full facts
are brought to light and any relevant
failing is exposed, any commendable
action or practice is identified, and
any lessons from the death are made
clear30

Clinical issues
34. The Ombudsman’s investigation
includes examining the clinical issues
relevant to each death. In the case
of deaths in prisons, youth detention
accommodation, Secure Children’s
Homes and immigration facilities, the
Ombudsman will ask NHS England or,
in Wales, the Healthcare Inspectorate
Wales (HIW)31 to review the clinical care
provided according to agreed protocols,
including whether referrals to secondary
healthcare were made appropriately.
The clinical reviewer will be independent
of the relevant authority’s healthcare
provision and will have unfettered
access to healthcare information. Where
appropriate, the reviewer will conduct
joint interviews with the Ombudsman’s
investigator.

Relationship with other investigations
35. The Ombudsman may defer all or part
of an investigation, when the police are
conducting a criminal investigation in
parallel. If at any time the Ombudsman
forms the view that a criminal
investigation should be undertaken, the
Ombudsman will alert the police.32
36. In the case of the death of a young
person in custody, the Local
Safeguarding Children Board in England
will conduct a serious case review. In
Wales, the Safeguarding Children Board
may undertake a child practice review.
This will normally take place in parallel to
the Ombudsman’s investigation. The PPO
will seek to work closely with the relevant
safeguarding board to maximise the
benefit of both exercises.
37. If at any time the Ombudsman forms
the view that a relevant authority in
remit should undertake a disciplinary
investigation, the Ombudsman will alert
that authority. If at any time findings
emerge from the Ombudsman’s
investigation that the Ombudsman
considers require immediate action by
the relevant authority, the Ombudsman
will alert the relevant authority to those
findings.

30 The relationship between the Ombudsman and the Coroners’ Society is described in a separate
Memorandum of Understanding.
31 In the case of fatal incidents in Immigration Removal centres in Scotland or Northern Ireland, the equivalent
relevant authority.
32 The relationship between the Police and the Ombudsman is described in a Memorandum of
Understanding between the ACPO/APA and the PPO.
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Outcome of the Ombudsman’s
investigations
38. The Ombudsman has the discretion to
choose the exact manner in which the
findings of investigations are reported
but all investigations will result in a
written response. The targets will be set
out in the Ombudsman’s annual business
plan.
39. Where a formal report is to be issued the
Ombudsman will send a draft and any
related documents to:
¡ the head of the authority in remit
and the complainant in the case of
a complaint. The Ombudsman may,
however, share an advance draft
with the authority where there is
a concern over the disclosure of
security issues
¡ the head of the authority in remit, and
the bereaved family, the Coroner,
NHS England or HIW33 in the case of
a fatal incident report
40. The recipient(s) will have an agreed
period to draw attention to any factual
inaccuracies. The relevant authority may
also use this opportunity to respond to
any recommendations.

advance copy of the draft, in whole or
part, to the relevant authority in order
that they, and the staff member(s) subject
to criticism, have the opportunity to make
representations (unless that requirement
has been discharged by other means
during the course of the investigation).
42. The Ombudsman will consider any
feedback on the draft report, but will
exercise his own discretion on what, if
any, changes to make, and issue a final
report. Final reports into complaints
will be issued to the complainant and
the relevant authority. Final reports
into fatal incidents will be issued to the
relevant authority, the bereaved family,
the Coroner, the Local Authority, NHS
England or HIW.34 Additional circulation of
final reports will be at the Ombudsman’s
discretion.
43. In the case of a fatal incident
investigation, and having considered
any views of the recipients of the report,
and having complied with the legal
obligations in relation to data protection
and privacy, the Ombudsman will publish
the final report on the Ombudsman’s
website. All references to individuals
other than the deceased will be
anonymised.35

41. If the draft report recommends
disciplinary action be taken against
an identified member of staff, the
Ombudsman will normally disclose an
33 In the case of fatal incidents in Immigration Removal centres in Scotland or Northern Ireland, the equivalent
relevant authority.
34 In the case of fatal incidents in Immigration Removal centres in Scotland or Northern Ireland, the equivalent
relevant authority.
35 In reports of fatal incident investigations of people under the age of 18, the deceased person’s details are
also anonymised.
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44. The Ombudsman will consult the Coroner
or relevant authority if the report is to be
published before the inquest.
45. The Ombudsman may make
recommendations to the authorities
within remit, the Secretary of State
for Justice, the Home Secretary, the
Secretary of State for Education, the
Secretary of State for Health or to
any other body or individual that the
Ombudsman considers appropriate given
their role, duties and powers.
46. The authorities within remit, the Secretary
of State for Justice, the Home Secretary,
the Secretary of State for Education or
the Secretary of State for Health will
provide the Ombudsman with a response
within four weeks indicating whether a
recommendation is accepted or not (in
which case reasons will be provided) and
the steps to be taken by that authority
within set timeframes to address the
Ombudsman’s recommendations.
Where that response has not been
included in the Ombudsman’s report, the
Ombudsman may, after consulting the
authority as to its suitability, append it to
the report at any stage. The Ombudsman
will advise the complainant of the
response to the recommendations.

Disclosure
47. The Ombudsman is subject to the Data
Protection Act 1998 and the Freedom of
Information Act 2000.
48. In accordance with the practice applying
across government departments, the
Ombudsman will follow the Government’s
policy that official information should be
made available unless it is clearly not in
the public interest to do so.
49. The Ombudsman, HM Inspectorates
of Prisons and Probation, and the
Independent Monitoring Boards will
share relevant information, knowledge
and expertise, especially in relation to
conditions for prisoners, residents and
detainees generally. The Ombudsman
may also share information with other
relevant specialist advisers, such as
the Independent Police Complaints
Commission, and investigating bodies,
to the extent necessary to fulfil the
aims of an investigation. Protocols will
be developed in order to describe the
Ombudsman’s relationship with relevant
partners.
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