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Welcome to the third 
edition of The Investigator, 
the PPO’s quarterly 
newsletter for everyone 
who works in prisons, 
probation, immigration 
detention and our other key 
stakeholders. 
 
We have been putting the 
final touches to our 2018-
2019 Annual Report. This 

will be published in the autumn and includes our 
thoughts on the challenges the services are currently 
seeing, as well as some interesting statistics on the 
PPO’s work and performance. 
 
Our headline messages to staff in the services we 
investigate would be: 

 
The PPO received 4,968 complaints in 2018-19. This 
was a 4% increase on the previous year 
 
Far and away the most common thing to complain 
about is property. 36% of all the complaints we 
received were about property.  
 
We completed investigations into 2,569 complaints, 
9% more than the previous year. 
 
Once again, prisoners in the LTHSE made a 
disproportionality high number of complaints. 
Prisoners in the LTHSE make up about 11% of the 
population, but about 38% of the complaints we 
receive. 
 
The PPO found in favour of the complainant in 
32% of cases. 

 In the LTHSE, we were less likely to find in the 
prisoner’s favour – 28% of LTHSE complaints were 
upheld. 

 
There were slightly fewer deaths from natural causes 
in 2018-19 but, very sadly, there was a 23% increase 
in the number of 
self-inflicted 
deaths we in-
vestigate. This 
was not a return 
to the levels we 
saw in 2015-16 
(103 deaths) and 
2016-17 (115 
deaths) but it is 
very concerning that the number of self-inflicted 
deaths is rising again. 
 
I hope that you will look out for our Annual Report 
when it is published. Copies will be sent to prisons, 
probation offices, detention centres and it will be 
available from ppo.gov.uk. 
 
In this edition of The Investigator, we will be updating 
you on a new allocations system our Complaints 
Team have recently introduced and providing a 
preview of a Learning Lessons bulletin on Emergency 
Response we will publish very soon. I hope you find 
this edition interesting (please feel free to contact me 
with your feedback) and I wish you the best for the 
summer! 

 
Sue McAllister CB, Prisons and Probation 
Ombudsman  
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 View from the investigator’s desk 
 

 

Allocating complaints for investigation 
 

In recent months, the PPO has undertaken a number 
of changes aimed at improving our productivity and 
increasing the impact of our work on our service 
users. One example of this is the new complaints 

allocations system which 
was launched in early 
July.  
 
While carrying out 
analysis into the causes 
and content of our 

backlog of unallocated complaints cases in January, 
we noticed that there were some areas of our 
complaints allocations system that could potentially 
be improved.  
 
We set goals for the process and determined that we 
wanted a new system that would allow for swifter and 
more flexible allocation of work to investigators and 
help us to prevent backlogs of unallocated cases 
building up in the future. We also wanted to explore 
ways we could build up expertise on individual 
prisons and their processes so that we could 
complete investigations more efficiently, more 
effectively spot persistent problems and track failures 
to follow up on repeat recommendations.  
 
With these goals in mind, we decided to introduce 
a system in which each team of complaints 
investigators would be assigned specific prisons 
and that team would investigate all complaints 
coming from that prison.  
 
Our analysts worked to divide up the prisons estate 
based on the PGD map and historical data on the 
volume of complaints from each establishment. We 
did this so that we can start to build relationships with 
PGDs and communicate with them directly about 
persistent problems and new approaches to 
managing complaints. We also believe that as our 
investigators become more familiar with processes at 
their assigned prisons, complaints will be 
investigated more efficiently and resolved more 
quickly. 
 
We have also built in procedures for if we experience 
an unexpected spike in complaints from a particular 
 

 prison or group of prisons, allowing our investigators 
to work flexibly as the work demands. 

 
It's our hope that this new system will not only help us 
to be more productive and efficient, but that it will 
strengthen our communication with services in remit, 
leading to better outcomes for complainants and 
(eventually) fewer complaints overall.  
 
Below is a chart that indicates which prison groups 
(or prisons in the LTHSE) are in each allocations 
group, and the Assistant Ombudsman who heads the 
team: 
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 PPO’s Quarterly scorecard 
 

 

In every issue of The Investigator, we provide you with some 
headline statistics from the PPO’s work in the previous quarter. 

 
In this issue we will focus on the work of our Fatal Incidents team.  
 
The number of fatal incidents that the PPO is investigating for the first three months of the 
2019-20 financial 
year is shown in 
this chart. 
 
It is important to 
note that we are 
seeing an in-
crease in the number of self-inflicted deaths for PPO investigation. It is very hard to 
predict what will happen, but on the current trajectory it seems likely that we will see a further 
increase in the annual total of self-inflicted deaths at the end of this financial year.  
 
2018-19 saw an increase in the number of self-inflicted deaths after the fall in 2017-18. The 
graph below shows the total number of self-inflicted death investigations the PPO started in 
each of the last five years: 
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 Learning Lessons from PPO investigations 
 

 

Emergency response 
 

All medical emergencies require an immediate and 
effective response; it can be the difference between 
a life lost and a life saved. 
 
Ensuring an immediate and effective response is a 
challenge in any environment, and there must be few 
more challenging than the prison environment.  

 
Yet we know that 
there are very 
many medical 
emergencies in 
prisons and that in 
some of these 
cases a prisoner 
dies.  
 

The Prisons and Probation Ombudsman has found 
that the response to a medical emergency is an issue 
that we regularly comment upon in our fatal incident 
investigation reports. In nearly 40% of the fatal 
incidents we investigate, we will make at least one 
recommendation about the management of the 
medical emergency. 
 
In recent months, our team of researchers in the 
Learning Lessons Team have been thematically 
analysing all recommendations made to prisons in 
relation to deaths that occurred between 2013-2017 
where a recommendation about emergency 
response was made. Cases were then reviewed in 
detail to understand these recommendations in 
greater depth and to establish the types of problems 
investigations had found. 
 
We will shortly be publishing our Learning 
Lessons Bulletin with our findings and useful 

 case studies that outline some of the challenges 
we have seen.  
 
We have identified four themes where we assess 
lessons can be learnt to improve practice: 
preparation, ensuring the response is immediate, 
better understanding on the official guidance on 
entering cells, calling ambulances and facilitating the 
access of medical professionals. 
 
We recognise that 
medical emerg-
encies will be 
incredibly distress-
ing for those 
involved and that 
prison officers and 
prison staff can 
discover and have 
to respond to some of the most difficult and 
frightening scenes.  
 
But the PPO’s investigators are continuing to find 
basic, avoidable mistakes being made and, in some 
cases, these are mistakes that could have made the 
difference and helped somebody survive.  
 
In many more cases, the mistakes we identify are 
mistakes that made a difficult situation for staff 
unnecessarily distressing. Responding to a 
medical emergency is inevitably a stressful 
experience, and having confidence that everyone 
knows what they are doing is vital for staff well-
being. 
 
We hope you’ll look out for our Bulletin when it is 
published later this year. 
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