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em?l—!gsm?n 10.00 Dialogue not debate
ndependent Investigations

Smarter recommendations, lasting outcomes

09.30 Registration and coffee

10.50 Monitoring and supporting implementation of PPO recommendations

11.15 Evolving PPO’s learning lessons agenda: developing our outputs
g 11.40 HMPPS Wales case study

12.00 HMPPS response
12.30 Q&A

13.00 Lunch

13.45 Introduction to the afternoon session

14.00 Right to reply — framing the change
14.45 Feedback to panel and discussion

15.30 Next steps and close
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Housekeeping

* No planned fire drills or alarm tests

e Starburst evacuation protocol

* |n the event of a fire please make your way through the fire
exits (via the green emergency exit signs) out of the building.

* Disperse to at least 100 meters behind another large building.
Facilities Management teams will be in Cabot Square to
manage the situation but use the MOJ staff helpline to get
regular updates 0800 111 6776.
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Presumptions

* We all want the same things
 We all have limited resources
 Focus on outcomes and what matters
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Observations

* Policy and practice can be very different
* Our reports don’t matter enough
* We have no teeth
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Questions

* How can we learn from failure?

* What hinders or prevents getting it right?
* Where can PPO add most value?

* How can we help?
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PPO recommendations

* Context

e Recommendations

e Acceptance rates vimplementation rates

* Repeat recommendations

 Why don’t you implement our recommendations?
 What can you do differently?

 What can we do differently?
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Context

e PPO established 1994
* Range of settings
* Prisons remain our bread and butter

* 4,600 complaints so far this year
* 304 deaths so far
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Recommendations by topic

Complaints

28/03/19 PPO/HMPPS Impact Symposium

Property 23%

Staff behaviour 16%
Administration 9%
Work and pay 8%
Adjudications 7%

Deaths

Health provision 20%
Emergency response 15%
ACCT 13%

Restraints 8%
Administration 7%
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Complaints recommendations by type

Number of complaint recommendations in the last 3 years

Payment

Apology

Revise
policy/procedure

Notice to staff

0 50 100 150 200 250 300 350 400
m2017-2018 m™2016-2017 m2015-2016
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Acceptance and implementation

* Acceptance — virtually 100%
* Implementation — who checks?
* In 2017-18 HMI Prisons found:

952 PPO Fll recommendations
80 implemented

58 partially implemented

10 poorly implemented

16 not implemented

788 unclear

Repeat recommendations

>
>
>
>
>
>
>

28/03/2019 PPO/HMPPS Impact Symposium




Prisons &
Probation

Ombudsman
igations

Independent Investig

Why don’t you implement our
recommendations?

“When someone kills themselves in custody, there are
investigations; by the police, the coroner, the prisons
ombudsman and other interested groups. They all
operate with perfect 20/20 hindsight. Too often,
conclusions are reached with imperfect comprehension
of the reality of prisons.”

Danny McAllister in On Prisons: A Gaoler's Tales
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Why don’t you implement our
recommendations?

* You don’t think we know what we are talking about
* Not a top priority

e Lack of resources

e Difficult to embed with frontline staff

* Not allowed to reject them?

* Nothing in it for you?

 PPO has no teeth
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What could you do differently?

* Be honest

* It’s good to talk

* Be imaginative

e Catch ‘em young

* Local training

e Share reports with those involved

* Healthcare recommendations

 Monitor implementation — PGDs, HQ, private prisons

28/03/2019 PPO/HMPPS Impact Symposium



Prisons &
Probation

Ombudsman

Independent Investigations

What could we do differently?

 Don’t have the resources to monitor implementation

* Generic vs bespoke recommendations

e Different wording

e Escalation

* Different processes? Who sees our recommendations?
 Listen to feedback
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What is our shared goal?

 Safer, more decent prisons

 |llustrated by:
— A reduction in the number of avoidable deaths.
— Better end of life care for those with terminal ilinesses.
— Fewer complaints.
— Procedural fairness for complainants.
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What'’s the point of a PPO
recommendation?

* Bring about genuine improvements;

* Lead to lasting changes to policy and practice,
locally and nationally;

e Put things right for individuals;
* Highlight good practice?
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The current process

e Fatal Incidents:
— Safer Custody Casework Team

 Complaints:
— Prisoner Casework Unit
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What works with this approach?

 HMPPS takes responsibility for deciding how best to
implement the recommendation.

e Straightforward recommendations that can be
easily accepted and actioned — along with evidence

of the action taken.
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What doesn’t work?

* Impactis limited to local level;

* No direct negotiation/conversation between PPO
and establishments;

* Time consuming

* Does that distance from negotiation mean that,
from the outset, both parties have less
investment in proposed solution?
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Rejected recommendations

 PPO/Michael Spurr worked hard to reach position

e But, has this led to a pressure to accept without
meaningful implementation?

 What impact does this have on our impact?

28/03/19 PPO/HMPPS Impact Symposium



Prisons &
Probation

Ombudsman

Independent Investigations

How might we do things differently?

* Could we/should we develop closer
relationships with PGDs?

* Alter some PPO internal processes
— E.g. complaint allocation process
— Handling of property complaints

* Are we making the right recommendations?
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Monitoring implementation

* HMIP

— Can be long delay between recommendation and
Inspection

— Currently, only follow up Fll recommendations

* IMB

— Could/should we develop their role?

28/03/19 PPO/HMPPS Impact Symposium



Prisons &
Probation

Ombudsman
tigations

Independent Inves

Implementation: What’s our role?

* Remit
e Resources
* Independence
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Agenda

* Overview on the Learning Lessons programme
 What works, where it falls short

 Thoughts on next steps

* Measuring impact

 What do you want to see from us to capture attention
and deliver change?
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Why a Learning Lessons programme?

e Use the outcomes of investigations to share more
widely

e Recommendations address particular incidents at a
particular establishment

* Bulletins share learning more broadly, encourage good
practice and influence policy
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What does the programme cover?

* First publication in March 2010 on learning from fatal
incidents in the previous year

* Two types of publications:

» Action focused bulletins on narrower questions

» thematic reports looking in depth at a broad theme

* 42 publications since March 2010
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Learning lessons bulletin

PPO investigations | issue 3

Transgender prisoners

This leaming lessons bulletin explores the care
end management of transgender individuals
while in prison. it draws on recommendations

staff in the “hyper-gendered” world of prisons, but law
nd policy are unequivocal thet this is whatis required.

from our investigations into deaths in custody, 85 This bulletin is timely, noi onty because of the two
well as our complaint investigations, and outfines  high profile deaths of transgender prisoners. but

six lessons we can learn from past cases.

My office has historicaly received few complaints from
prisaners idsnifying thamselves = iransgender, an,
fortunately, ha i
ransgencer indhicualsin custody Howeves, more
vecenty, these numbers have been dimbing Lastyear, in
quick surcession, two transgender women tragically ook
ther own lives while in cusiody. These events made the:
need o address this issue all the more pressing.

Prisons are always dificull environments, never mare
50 than in recent months, but they have a fundamental
responsibility 1o keep prisoners safe and o protect and

prisaners safely and fairly poses challenges for prison

Background

also because of much wider public debate about
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Fatal incidents investigations | Issue 13

Self-inflicted deaths among female prisoners

Foreword

and

ST I AT AT, A £AR b o SR o ot
ual comded

Novembor 2017

Learning lessons bulletin

Fatal in

ns | Issue 14

Approved Premises — substance misuse

umm«msummwmhm apane mmhmdw
‘will usually disti dyspht buse of Grugs o
gmdu—hasadmmmis aperia
law. According to the Gender Recognition Act  untilth
2004 {the Act), proof of gender i docum d
sither by the person's birth certificate, ora proces
gmﬂsrmmmmm ) symbo  Approved Premises (AR, previously known s
iing 8 GRC is set out in the. forex  probaton or bad hastels, hold indevdals who requine

for obtaining
mwsmmllimmm chooss

28/03/2019

additional support and

Infarmation sharing and In wellars checks. Emuring

critical partudardy for mansging substance masuse
where these in 3 cleas -mmmx.rhmrm
ool this
ddmwmﬂmﬁchmh*ﬂwzofw
FESidents are mnother IMporant way 19 Ensure the risk
MoTaled with nbilance sbute ae weld managed. but
e Tound chech b arried

on bail or
wourt orders. Tha publcaton looks o the learning bom
‘our invesSgatiom inen the deaths of seaidrnts in APy
whery abue of dn ot

Wi sl idessfied an overasching need for the Natinal

Some ol the d

AP rarnusd o e wtall

peachie by AP staffin the masagement and care givess
0 those who misuse drugs and sicohol. However,

e abs s s wilh oo Ml bz oo e ik of
refapse and overdose. As & resut, this buletin idemies.

better quidance on NPS use. information sharing and

w:w«diendmcmma heighaened risk of death
this

mlemwlhevi?mﬂmlhetmwbww

e thvmrersa, o g i i AP

The e of e Bryhoacion Scbtare M85 wie

recognised, in the words of the previcus Ombudsman,
50 “pame changer”! , 05 cleae fenm cor

e
eatate have not yet been fully undersinnd of adeireased
oy thom Blaticanal Brosuationn Sewvicn

0 ackions T ek faclors meccieled wih ...A.z.--
misuse.
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Flizabeth Mooty
Acting Prisons and
Probation Ombudsman
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Complaints investigations | Issue 9

Complaints about discrimination

Foreword

This bulletin contributes to an emerging conversation
about how prisans can better engage with and
s about

invastigation. This risks undermining prisonars’

Prisons &
Probation

Ombudsman

Ingapandent Investigations.

May 2016

Learning lessons bulletin

Use of force — further lessons

This Leaming Lessons Bulletin examines the
use of force on prisoners by prison staff. itis
the Ombudsman's secand bulietin on this topic.

In is reassuing that
complaints to my office about alleged physical abuse of
I staff. In 2014-15, of 2,303 eligible

Prisons can be wiolent places and recorded levels of
prisoner-on-prisaner and prisoner-on-staff assaults are
atan alltime high. Staf face enormous challenges
iin heeping order and control, 5o use of force must
always be an option. Howeve, it is only lawhd if it is
e, necessary,involves o mere force than is
ofthe

nd accapied for invest only
jabions.

1ong the most serious and
that receive, as they go o the
andlegiimacy of the prison sysiem.

ry action on & rumber of occasions.

In my view, use of force should always
be & measure of last resort, deployed only once all
avenues of de-escalation have been exhausted.

In complaints about the issue, whether force was used
s rarely in doubt, but there can be questions about
whether it was justified and the tests of lawfulness met
The learning in this bullefin buids on that in a Learning
Lessons Buletin on use of force published in January
20M. and isintended to contribute further to ensuring

my provided
force by staff was appropriate and
T dary in difficult circumstances.

CBE
Prisons and Probation
Ombudsman

B

on the use of force is sat

liey.
confidence in the effectiveness and lagitimacy of the  jea Ordar (PSO) 1600, Use of
i that:

complaints procass.

resolve prisoners’ ci i
It logks at more than 200 complaints about
nlscrlm\nauanm prisons investigated by the Prisons
tion Ombudsman (PPO) over the past
e and a half yaars. It analyses recurrent issues
and idaniiflas four lessons which wa hopa will haip
improve the way prisons prioritise and investigate
complaints about discrimination.

IR 1 . oubic booy, M Prison and Probation Service

(HMPPS) has a duty to ensure equality and prevent
discrimination. One important way in which HMPPS
can fulfl its responsibilities s by ensuring complaints.
about discrimination are investigated promptly and
effectively and, where necessary, taking action

10 address any problems identifled. What our
investigations show, however, is that all too often
discrimination complaints are not investigated
promptly, that the staff who investigate them oftan
lack the training and confldence to addrass equalities
issuas affectivaly, and that prisens oftan fail o collect
the equalities data needed to camry out a meaningful

prisons need to .
gation of justified and therefore

il ufficient resources to the

‘complaints about discrimination; and they need to

ensure that the staff responsible for investigating
these complaints (whether dedicated Equalities
Officers or managers generally) are properly trained,
that allegations of discrimination are addressed

fein the drcumstances

)
* than is necessary isusad
nate 1o the seriousness of

directly and notignored or glossed over, and that ~ mces”

equalities data s routinely collected. We recognise
that this Is not always easy to do when resources

are tight. Unless these steps are taken, however,
prisons — and the wider public - cannot be sure that
they ars traating prisonars fairly and equally.

i el
Elizabeth Mq

loady
Acting Prisons and Probation
Ombudsman

Background B

The Equality Act 2010'
characteristics: age, disabilty, gender

10 elfimi rimination and advance equality
g

of

pregnancy or matemity, race, religion or belief,
sex, and sexual orientation. The public sector
equality duty gives public sector

However,
evidence that suggests there

are disproportionate outcomes for people in
the criminal justice system with some of these

like prisons, spacific respansibilities under the Act

PSO 1600 makes clear that it s important to

particular circumstances they are faced with.

*Harm’ may cover all of the following risks:

« risk to the good order of the establishment.
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Learning from
PPO investigations

Prisoner
mental health

June 2017

January 2016
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Who uses our publications?

General Stakeholder Survey asks about our publications

The survey tends to be completed by Governors
Mol

Other Ombudsmen and scrutiny organisations

Students and academics

But we don’t think officers on the landings see them
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What does the programme achieve?

e Opportunity to share our unique voice
e Distillation of the cases we have investigated

e Comment on the worst, and the best, of what we have
seen

* Influenced policy
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What could we do differently?

* People appreciate bulletins ... but so what?
* There is value in sharing the learning from cases

* We want to provide something that will make a
difference

 We want to provide something that gives you what you
and your teams need
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What could we do differently?

e There’s a wealth of lessons

 The issue isn’t so much knowing what the problems are

* The issue is getting the traction for dealing with them
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What impact are we having?

el The Investigator

Probation News and views from the Prisons
Ombudsman -4 probation Ombudsman

Independent Investigations

Quarterly Newsletter
January.2019
Issue1

Subscribe: http://eepurl.com/04et9
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What impact are we having?

* We still expect to produce bulletins and thematics
 We are also looking at one-page infographic summaries
* A toolkit for Governors

* Look out for publications on:

» Natural cause deaths of younger men

» Our field work project on why men complain
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What impact are we having?

* Collaborating with academics on measuring impact

e Giving more data to Governors, directly

e Quarterly updates to PGDs, comparing similar prisons
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* What do you think?

* What else could we do to get our
learning across?
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Discussion:

« Concerns

 Process Implemented

« Oversight

 Improvements
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Preventing victims by changing lives




Caveats

This process is not perfect

This process may not work for every
group

/ Atal pobl rhag dod yn ddioddefwyr trwy newid bywydau
Preventing victims by changing lives




Concerns

‘The number of self-harm incidents was high and
significant recommendations from the Prisons and
Probation Ombudsman (PPO) on deaths in custody had
not been met.

‘There had been four self-inflicted deaths in the period before the 2014
inspection. The Prisons and Probation Ombudsman (PPO) had made
a number of recommendations as a result of those deaths. On this
occasion we found that since that inspection there had been four more
such deaths, but significant and highly relevant PPO recommendations
had not been implemented. This was inexcusable.’

Atal pobl rhag dod yn ddioddefwyr trwy newid bywydau
Preventing victims by changing lives




Process, what we changed:

Immediately following a death in custody:

* Worked with GLD and PPO to develop a checklist of items
required following a death in custody.

On receipt of the initial PPO draft report:

* Prison Group Safety Lead liaises with the establishments
and organises a multi-disciplinary team to discuss the

actions and recommendations.

Preventing victims by changing lives
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Process, what we changed:

On receipt of the initial PPO draft report:

» Following the multi-disciplinary meeting the Prison Group Safety Lead develops an
initial draft of the actions and receives approval from the team before submission.

On receipt of the initial PPO draft report:

» The Prison Group Safety Lead works with the Safety Team caseworker to re-draft the
actions and receives a final approval from the multi-disciplinary team.

Requests to Alter / Reject Recommendations:

« Work with the Safety Caseworker and the PPO Investigator to discuss
concerns and appropriate methods of escalation.
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Process, what we changed:

On receipt of the final PPO Report:

* The final report, recommendations and actions are
shared with all establishments in Wales from the
Director, with a request that they all take action to
ensure they are complaint

On receipt of the final PPO report:

* The Prison Group Safety Lead adds the
recommendations and action to the overall PPO
recommendations for the establishment

/ Atal pobl rhag dod yn ddioddefwyr trwy newid bywydau
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Process, what we changed:

Ongoing Actions:

* On a regular basis establishments are asked to provide
an update against their PPO recommendations and
provide evidence of them being undertaken.

Ongoing Actions:

* Quarterly meeting with the Executive Director to challenge
and provide oversight of actions being completed

Preventing victims by changing lives
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Improvements Experienced:

* Reduction in workload for the establishments

» Consistent approach to developing actions:
» Awareness of similar recommendations
» Awareness of repeat recommendations for the group

 Awareness and Collaboration between establishments

 Earlier awareness of actions allowing establishments to take
proactive measures — issue guidance / training etc.

» Working together on repeat recommendations

 Number of recommendations now implemented
» February 2018 — 60% fully implemented
« 17 from 28
* February 2019 — 85% fully implemented
« 36 from 43

: / Atal pobl rhag dod yn ddioddefwyr trwy newid bywydau
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Questions to consider

*How can we learn from failure?

*What hinders or prevents getting it right?
*Where can PPO add most value?

*How can we help?
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Than k you for If you have any further

questions or suggestions on
yOu r ti me, you r the topics discussed:
participation and [

o u r id eas If you have yet to do so, please do subscribe to
y = receive The Investigator, PPO’s quarterly
newsletter, at:
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