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The State of the Prisons

Nursing services

RICHARD SMITH

A British prisoner who has a headache cannot take an aspirin
without seeing a prison officer. Nor can he stay in bed without
permission if he feels unwell. The prisoner is peculiarly helpless,
and it is thus especially important that he should have access to
good medical and nursing care. We know that people in the
community take only a small percentage of their health problems
to the doctor: most they suffer in silence or manage for them-
selves. A doctor is not needed for many problems and nor is a
nurse, but for the prisoner with his limited resources a nurse is
more necessary. So what sort of nursing care is available to
prisoners, and what is its quality ?

Organisation of nursing services

Male prisoners in England and Wales receive most of their
nursing care not from fully trained nurses but from hospital
officers, who are discipline officers who have received a 13 week
training in nursing. There are about 970 of these officers, all
men, and about 50 of them, by accident rather than policy, are
trained nurses-either state enrolled or state registered nurses.
The hospital officers tend to the prisoners either in their cells or
more commonly in the "hospital" that each prison contains. If,
however, the prisoner is being treated in one of the three prison
hospitals in England and Wales that offer surgical care then he
will be nursed by a fully trained nurse, who may well be a
woman. Women prisoners, in contrast, are always cared for by
fully trained nurses, of whom there are 190, and this has given
rise to accusations of unfairness.' 2

Prisoners in Scottish prisons are looked after by nursing
officers; they are discipline officers of at least a year's standing
who have completed an 18 month training. Most of this training
takes place outside the prison, and the course is organised and
examined by nursing colleges who are independent of the
Scottish prison medical service. There are 81 of these nursing
officers looking after about 2500 male prisoners, and six, one of
whom is a fully trained nurse, looking after the 100 women
prisoners. Scottish prisoners thus have proportionately more
nursing officers, as well as better trained ones, to look after them.
One reason for this is that only one of the Scottish prisons-
Barlinnie in Glasgow-has full time doctors. The system in
Northern Ireland is the same as that in England and Wales, and
hospital officers from Northern Ireland are trained in the
English schools at Wormwood Scrubs and Liverpool prison.

Traditionally, the two nursing divisions of the service in
England and Wales-the hospital officers in men's prisons and
the nurses in women's prisons-have been administered
separately within the prison department, although both divisions
are part of the prison medical service. But in 1974 the Home
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Office appointed a chief nursing officer to be head of both
divisions, and this seemed to signify the beginning of an attempt
to bring them together. Mr Ronald Strank, who was the man
appointed to the job, stayed for four years but eventually left
complaining that he was completely frustrated and was not
allowed to do the job for which he had been appointed-namely,
bringing the two divisions together.' 3

His job was then left vacant until early in 1983, when Mr Peter
Barker, who had been head of the hospital officers' division, was
appointed head of both. The five year delay in appointing a
successor to Mr Strank caused anger in both the nursing press3
and parliament.4 Various reasons have been suggested why Mr
Strank was frustrated and why nobody was appointed to succeed
him, and they are worth analysing because they give some insight
into the difficulties of organising the prison nursing services.
Firstly, the Home Office is not keen to rush into any reorganisa-
tion that might mean more training for hospital officers or more
fully trained nurses being appointed-presumably because of the
cost implications. Secondly, since the report of the May inquiry
in 1979 the prison department has had a committee considering
the provision of nursing services in prisons, and the department
argued that it would be unwise to appoint a chief nursing officer
while the whole organisation of nursing services was being
reviewed. After four years this committee has timidly suggested
that the training of hospital officers should be increased to 26
weeks. The existence of this lethargic committee might have
been seen as a good reason for appointing a chief nursing officer
rather than a reason for not appointing one. Indeed, Mr Barker,
who has now been appointed chief nursing officer, was on the
committee.
The third reason for delay was that Mr Strank was appointed

when Dr Ian Pickering was director of the prison medical
service. Very soon afterwards Dr Jim Orr took over as director,
and he seemed to have quite different ideas from Dr Pickering,
which mattered greatly because the nursing services are part of
the medical service and the nursing officers are responsible to the
director. This subservience of the nurses to the doctors irritates
the nursing press, which points out-with justification-that the
days are gone when nurses were seen just as handmaidens to
doctors. Furthermore, the director of the prison medical service
has a deputy director and four regional directors, all of whom are
doctors, to oversee 79 full time doctors and 100 part time doctors.
Mr Barker has no assistants and yet must oversee 970 hospital
officers and 190 fully qualified nurses.
The final reason for delay was probably fear of the Prison

Officers Association. Almost all prison officers and all hospital
officers belong to the powerful association, which is anxious not
to see any erosion of its members' status and pay. The association
is all for better training for hospital officers but does not like
suggestions that fully trained nurses should take over any of its
members' jobs or that nurses should be able to work in men's
prisons without working first as discipline officers. These fears
apply to other specialists as well: understandably, the Prison
Officers Association does not want its members to have their
specialised functions taken away from them so that they are left
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simply as turnkeys. But at the same time the kind of people who
feel comfortable as discipline officers often do not convert easily
to being carers.

Selection and training of hospital officers

Hospital officers in England and Wales and Northern Ireland
and nursing officers in Scotland all start as discipline officers and
must work in that job for at least a year. Those who want to
become hospital officers can then make an application for extra
training. They are then interviewed by the doctor and the chief
hospital officer of their individual prisons. According to Mr
Barker, the interviewers look mainly for motivation towards
helping the sick. Intelligence and a non-judgmental attitude
(which may be distinctly lacking in some discipline officers) are
also desirable attributes, but the initial interviewers are anxious
to sort out those who are applying for the job simply to get away
to a new prison, to achieve promotion, or for some other reason
apart from wanting to care for the sick. Those selected are then
interviewed again at one of the two schools for hospital officers,
in Liverpool and Wormwood Scrubs. About three quarters of
those who apply are admitted to the courses.
Most of the teaching on the 13 week course is given by chief

hospital officers, all of whom are also fully trained nurses and
whose main job is teaching; prison doctors, psychiatrists,
psychologists, and pharmacists also do some of the teaching.
About half of the course consists of lectures and demonstrations,

A nurse at work in Pucklechurch prison.

and the other half is spent learning on the job in prison hospitals,
NHS hospitals, special hospitals, and interim secure units. Each
trainee will get some experience of each. There are written, oral,
and practical assessments during and at the end of the course, and
about 90% of those starting complete the course and pass the
exams. Following the report of the prison department committee
the course has been doubled to 26 weeks. One important point is
that the course is designed and mostly taught within the prison
department. The exams, too, are set by the department, and
there is no external assessor. The United Kingdom Central
Council of Nurses and Midwives is unhappy with this training
and assessment.
Mr D H Rye, director of professional activities at the Royal

College of Nursing, wrote in a letter to Robert Kilroy-Silk
MP, chairman of the parliamentary all-party penal affairs group:
"In view of the large numbers of inmates who require medical
and psychiatric treatment while serving prison sentences, the
type and amount of training for prison hospital officers is
grossly inadequate.... Most of the training staffand officers with
whom one of the Royal College of Nursing's nurse advisers has

spoken agree that the current training is inadequate to equip
them with the knowledge and skills that are so essential these
days." David Evans, secretary of the Prison Officers'Association,
agrees: "Training is basically nothing more than an extended
first aid course . . . there needs to be a dramatic improvement in
the training."
As I have mentioned, the training in Scotland is much longer

-for 18 months-and is organised from outside the prison
service. It is 15 years since nursing officers in Scotland were
trained within the prison system.

The quality of the service

But will the new 26 week courses in England and Wales be
adequate? What is the quality of the prison nursing service?
The prison department hopes eventually to give the discipline
officers who want to become hospital officers training equivalent
to that of a state enrolled nurse, which seems to imply that the
department is not happy with present standards. But the usual
Home Office answer to questions about training is that it is
adequate because the officers do not have such extensive duties
as hospital or community nurses and are always supervised by a
doctor, and that fully trained nurses would be wasted in the
prisons.

It is true that prison hospital officers do not have to gi- e blood
transfusions or run intensive care units, but they do give drugs,
by injection if necessary, monitor patients, and carry out a wide
range of procedures, including in some cases suturing. What is
more, they have to deal with many difficult problems that would
be quite unfamiliar to nurses outside the prison-n roblems of
violent, uncommunicative, and unwilling patients. A nurse
plucked from a general medical ward and placed in the "psy-
chiatric" wing at Brixton prison would, I suspect, find her skills
inadequate. So, for that matter, might a nurse taken from an
acute psychiatric ward. Thus, although the duties of hospital
officers are in some ways more limited than those of outside
nurses, in other ways they are more extensive.

Furthermore, although hospital officers do work under prison
doctors, no prison has a doctor on the premises all the time and
most prisons have only a part time doctor. Often the hospital
officers are the only people available who have any medical
training, and they must decide on the spot how to manage a case
and whether to call the doctor. The Home Office points out that
people in the community do not have fully trained nurses
immediately to hand 24 hours a day and that prisoners are thus
rather better off than most of the community. This attitude fails
to recognise that prisons are risky places containing strange and
dangerous people and that prisoners are especially helpless.
There cannot, of course, be any simple answer to the question:

How good is the prison nursing service? All doctors know how
difficult it is outside prison to determine the quality of medical
care, but inside prison it is especially difficult. The aims of the
prison nursing service are even more diffuse than the aims of
ordinary nursing as they certainly include some security compo-
nent. Even if objectives are defined who is there to measure
whether they are being achieved? Both the prison authorities
and the prison doctors keep a close eye on the hospital officers,
and both groups seem satisfied with the service-but then they
would be. Outsiders have little chance to audit the service. The
boards of visitors have a statutory right and duty to inspect the
prisons, but they are not qualified to inspect the nursing service.
Nor is the staff of the Chief Inspector of Prisons able to do much,
although it does include a doctor. In the spring of 1982 the
Chief Inspector's doctor, Dr Benjamin Lee, resigned, protesting
about the difficulties of his job.5 When he resigned he wrote in
the Lancet: "There was no doubt in my mind that some hospital
officers did take on, or were entrusted with, medical responsi-
bilities far greater than was warranted by their training, know-
ledge, experience, or aptitude."

I have gathered circumstantial evidence that reflects on the
quality of the prison nursing service. Firstly, none of the doctors
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I met seemed unhappy with the service, except, paradoxically,
the doctors at Holloway. I say paradoxically because the
Holloway nurses are fully trained, but they mostly seem to come
and go quickly and few have a long term commitment to the
prison. The major problem at Holloway, as in all prisons, is to
provide simultaneously for nursing and security needs.
The jobs of guarding a prisoner and caring for him or her do

not go easily together. Because the first concern of prison
authorities the world over is to keep prisoners in the prison,
they are not keen to have fully trained nurses from outside
the prison coming in and out of the prisons. This is not only
because they are expensive and because the more people from
outside going through the prison the bigger the security risk, but
also because an outside nurse's first commitment is not to
security and because without having worked as a discipline
officer she will not understand the importance of security.
There can never be any simple answer to the problem of fulfilling
both caring and security functions, but, remembering that many
of the 44 000 prisoners in English prisons are not much of a
security risk, many critics think that the prison authorities worry
too much about security and not enough about caring.
At Holloway nurses and discipline officers have been mixed

together since the early 1970s when Lady Megan Bull, a doctor,
took over as governor. She did not like the previous arrangement
where only nurses looked after prisoners in the hospital wing,
because when things became rough, as they often did with so
many disturbed inmates, a bell would be rung, the nurses would
stand back, and the discipline officers would rush in and quieten
things down. The discipline officers resented being used in this
way, and the nurses felt rather hopeless. So Lady Bull mixed the
two groups together, but she is aware that her solution is not
popular.
Another clue as to the quality of the English and Welsh and

Northern Irish service comes from comparing them with the
Scottish service. The senior doctor at Barlinnie, the Glasgow
prison, told me that he can remember the times before the
nursing officers had an extended training, and he thinks that the
nursing service is now very much better. Comparison with other
countries is more difficult, but all prison nursing in the Nether-
lands is done by fully trained nurses who have had at least three
years' experience in the community. To the Dutch prison
authorities it was unthinkable that prison nursing should be
entrusted to discipline officers with such a rudimentary training.
Both the Canadian and the federal systems in the United
States have fully trained nurses, and viewed from an international
perspective the service in England and Wales and Northern
Ireland looks anachronistic.

Inevitably, even if the quality of nursing in prisons is low
disasters will not happen every day. But GeoffCoggan and Martin
Walker, both members of the prisoners' union, PROP, have
argued in their book Frightened For My Life: An Account of
Deaths In British Prisons6 that there are enough suicides and
suspicious deaths each year in prison to suggest that nursing and
medical care is inadequate.
Mr Strank, who was the prison department's chief nursing

officer and who resigned in frustration, has frequently argued
for a prison nursing service staffed by fully trained nurses. "The
present structure," he wrote, "which allows health care to be
delivered by two quite separate and different services, is at best
uneconomic and, in my opinion, potentially dangerous."' He
sympathises with the hospital officer who is likely to be badly
stressed by constantly having to do a job for which he is not fully
trained. I must say, however, that none of the many hospital
officers that I met said that they felt unduly stressed by their
responsibilities. Many felt unappreciated and that the public did
not realise what a difficult job they were doing, but generally they
seemed more content than their discipline colleagues.

The number of nursing officers

The prison nursing service in England and Wales has prob-
lems not only with quality but also with quantity. It is at the
moment short of about 100 hospital officers, and the shortage will
be aggravated by the lengthened training, which will mean fewer
hospital officers being produced each year. Mr Barker is pleased
that the training has been extended but is worried about how to
keep the service going with fewer hospital officers. One answer
would be to increase the capacity of the training schools and put
more officers through the course. But this would be expensive,
and to try suddenly to recruit more officers into the nursing
service would mean an inevitable drop in quality. A second
answer would be to employ fully trained nurses from outside the
prison service. Mr Barker finds this answer attractive, but it
would raise costs and the Prison Officers Association is opposed
to direct recruitment of nurses. What is more the rules would
have to be changed so that the nurses could start working right
away without doing a year as discipline officers. A third answer
would be for the existing hospital officers to work more overtime,
but, like most prison officers, they already work a great amount
of overtime. A fourth answer is for the hospital officers to reduce
their workload-for instance, by stopping accompanying
prisoners to non-urgent outpatient appointments. This is the
most likely way that 970 hospital officers will be made to do the
work of 1070.
A fifth answer would be to reduce the number of prisoners.

Time and time again analysis of the answers to problems within
the prison service leads back to this one answer. Cutting the
number of prisoners should not be seen as a panacea, but it
would make many problems that look very difficult at the
moment much easier to answer.

Conclusions

Many people within the prison service in England and Wales
would defend strongly the quality of the nursing service, but
most would agree that better and longer training, preferably
organised by teachers outside the prison system, would be a good
thing. Yet to staff prisons with fully trained state registered
nurses might present problems: the nurses might feel that their
skills were underused and the inevitable security problems
might make them unhappy. Caring and guarding do not go
easily together, and the Scottish system of carefully selecting
motivated discipline officers and giving them a generous
training seems to be a good one. One way then to keep up
standards and at the same time to lighten and brighten the
atmosphere of the prison hospital is to appoint an experienced,
female sister. For the English and Welsh system at the moment
the problem of quantity is as severe as that of quality: there are
not enough hospital officers. The best solution to this problem
would be to reduce the nLimber of prisoners, not increase the
number of imperfectly trained officers.

References

l Strank RA. Nursing care in prison. AMBoV Quiarterly 1983; April: 8.
(Association of Members of Boards of Visitors.)

2 Fisher RF. Prisoners' medicine. Br Med3r 1982;285:737.
3 Dopson L. Suspended sentence. Nursing Times 1982;July 7:1125.
1 Kilroy-Silk R. MP criticises delay in prison nursing appointmrent. London:

House of Commons, 3 November 1982. (Press release.)
Lee B. On standing up and being counted. Lancet 1983;i:1268-9.
Coggan G, Walker M. Frightened for my life: an account of deaths in

British prisons. London: Fontana, 1982.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.288.6416.554 on 18 F

ebruary 1984. D
ow

nloaded from
 

http://www.bmj.com/

