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FOREWORD 
 

Our reinspection of Risk of Harm work in Cambridgeshire showed negligible 
improvement over the original results of our Offender Management Inspection 15 
months previously. Once again we found Risk of Harm assessments of insufficient 
quality and inadequate management of Risk of Harm on an ongoing basis. 

Some work at Tier 4 was of a better standard, but it was apparent that there remained 
significant shortcomings in the area�s general work. Where pockets of good practice 
existed at Tier 4 and in Multi-Agency Public Protection Arrangements, they remained 
isolated. We were of the opinion that the staffing structures and internal organisation of 
the area promoted neither good end-to-end offender management nor dissemination of 
high quality Risk of Harm work across the organisation. 

We were pleased, however, that the area�s Board, managers and staff engaged well 
with our inspection process. Practitioners were keen to improve and Cambridgeshire�s 
leaders were open to the possibility of making fundamental organisational changes in 
order to remove the current inhibitors to good Risk of Harm work. 
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LIST OF ABBREVIATIONS/ACRONYMS 

HMI Probation Her Majesty�s Inspectorate of Probation 

HQ Head Quarters 

IDAP Integrated Domestic Abuse Programme 

LCJB Local Criminal Justice Board 

MAPPA Multi-Agency Public Protection Arrangements 

MARAC Multi-Agency Risk Assessment Conference 

NOMS National Offender Management Service 

OASys/eOASys Offender Assessment System/electronic OASys 

OMI Offender Management Inspection 

PPO Prolific and other priority offender 

RMP Risk management plan 

RoH Risk of Harm 

SFO Serious Further Offence 

SMB Strategic Management Board 
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REASONS FOR UNDERTAKING THE REINSPECTION 

The Cambridgeshire Offender Management Inspection report, published in July 2007, 
found that there were serious shortcomings in the area�s Risk of Harm work. 

These concerns were described in four of the report�s recommendations, which are 
listed below: 

Improvements are necessary as follows: 

(a) accurate and comprehensive Risk of Harm assessments are completed and 
regularly reviewed in all cases 

(b) the quality and timeliness of risk management plans meet the standard defined 
nationally, and are reflected in sentence plans 

(c) sentence plans and reviews are comprehensive and completed on time in all cases 

(d) victim awareness work is undertaken in all relevant cases. 
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1. ASSESSMENT AND SENTENCE PLANNING 

 
 

1.2 General Criterion: ASSESSMENT OF RISK OF HARM  
RoH is comprehensively and accurately assessed using OASys in each case 
and additional specialist assessment tools where relevant. 

  
(a)  A RoH classification had been recorded in 52 of the 53 cases (98%) 

in the sample inspected. In all of the eight high RoH cases this was 
clearly communicated to all staff involved in the case. 

(b)  A RoH screening was completed in 33 out of 34 community order 
and custody cases, and this had been done on time at the start in 28 
(85%) of them. A screening was completed on release in 15 of 19 
(79%) licence cases. The proportion overall with a RoH screening 
was 91%, an increase from 73% in the original OMI. 

(c)  The RoH screening was accurate in 41 cases, representing 85% of 
those where a screening was completed and 77% of cases overall. 

(d)  A full RoH analysis was necessary in 45 cases and completed in 40 
of these (89%), and also in a further two cases where it was not 
indicated by the screening. 

(e)  For community order and licence cases (excluding those that were 
low RoH) a RMP was completed in all but one of 17 and one of 16  
respectively. The RMP was structured according to the required 
format in 13 of the 16 community cases and 13 of 15 licence cases. 

(f)  In all three high/very high RoH community cases a RMP was 
completed on time and appropriately structured, although 
improvements were needed in relation to content as indicated below.

(g)  For cases sentenced to custody a RMP was completed on time and 
structured according to the required format in all three cases. It was 
sufficiently comprehensive in two of them. 

Strengths: 

(h)  In all five cases where it was appropriate, a referral was made to 
approved premises and four of these cases were accepted. This 
reflected the continuing use of approved premises in the protection 
of the public, as was evidenced in the original OMI. 

 

Areas for 
Improvement: 

(a)  Inspectors considered the classification of RoH (low, medium, high 
or very high) was incorrect in eight cases (15%). Three cases 
classed as medium should have been low, while five classed as low 
should have been medium. In some RoH analyses it was not 
possible to see how the classification had been determined, even 
though inspectors considered it was correct, because the evidence 
had not been thoroughly recorded. Practitioners were being 
encouraged to evidence decision making more thoroughly. Guidance 
had been issued to correct a problem detected by the inspection in 
which risk of self-harm was wrongly classified as RoH to a known 
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adult. 

(b)  Of six cases where a full RoH analysis was indicated but not 
completed an acceptable reason was recorded in only one. 

(c)  Of 42 cases where a full RoH analysis was completed this was not of 
a sufficient standard in 23 (55%). Some analyses lacked clarity, 
and contained too much material, including out-of-date information 
from previous entries which needed to be précised. 

(d)  Where relevant the RoH posed by the offender was not accurately 
reflected in relation to children in nine out of 21 cases (43%), to 
known adults in six out of 22 cases (27%), to the public in eight out 
of 28 cases (29%), and to staff in seven out of 13 cases (54%). In 
some cases the �headline� classification of RoH was correct, but the 
classification in relation to particular groups (e.g. �children�, �known 
adults�) was wrong.  

(e)  In the eight MAPPA cases the MAPPA level was not clearly 
communicated to other probation staff involved in the three Level 1 
cases, although it was in all the others.  

(f)  OASys RoH assessments did not draw on other assessments, e.g. 
MAPPA, or assessments by other agencies, in 25 of the 37 cases 
(68%) where this was relevant. 

(g)  RoH assessments did not cover victim issues sufficiently thoroughly 
in 24 of the 44 applicable cases (55%), but this was an 
improvement from 69% in the original OMI. 

(h)  For community order and licence cases (excluding those that were 
low RoH) the RMP was not sufficiently comprehensive in 11 out of 
17 and ten out of 16 cases respectively. For the licence cases the 
plan was completed prior to release in only three of the 16 cases. 

(i)  Of the three high/very high RoH community cases the RMP was not 
sufficiently comprehensive in two of them. 

(j)  There was insufficient management involvement in high/very high 
RoH issues in five out of eight relevant cases, and insufficient 
oversight of child safeguarding issues in 16 out of 18 applicable 
cases. 

 
1.5 General Criterion: SENTENCE PLANNING 

The offender manager plans interventions in custody and the community 
with a view to addressing criminogenic factors and managing any RoH to 
others. The initial sentence plan or unpaid work assessment is designed to 
describe a structured and coherent plan of work for each offender. 

  
Strength: (a)  The roles and liaison responsibilities of all workers were clearly 

defined in sentence planning documents in eight of the nine high 
RoH cases, and in all cases at MAPPA Level 2 (there were no cases 
in the inspection sample currently at Level 3). The practice was less 
good generally as indicated below. 
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(a) Across the sample as a whole, sentence planning did not give a clear 
shape to supervision in 36 cases (68%), reflect the sentencing 
purpose in 23 (43%), or set relevant goals for the offender in 27 
(51%). Leaving aside those cases undertaking unpaid work only, 
sentence planning focused on achievable change in 28 out of 46 
cases (61%). Performance against these criteria was not markedly 
different in MAPPA Level 2 or high RoH cases. 

(b) In all 31 cases where it was relevant, sentence planning did not give 
appropriate consideration to restrictive conditions and requirements 
designed to minimise RoH to others in 19 (61%). This was a 
deterioration against the figure in the original OMI of 43%. 

(c) For 35 community cases where an initial sentence plan was 
prepared and the RoH was other than low, interventions to reduce 
or contain the RoH were identified in 25 (69%), but the sentence 
plan outlined how any RoH posed by the offender would be managed 
in only four (11%). This may have reflected the finding in Section 
1.2 that while in the majority of cases RMPs were completed and 
used the required headings, they were insufficiently comprehensive. 
This may also have given rise to the insufficient sequencing of 
interventions according to RoH and likelihood of reoffending noted in 
Section 2.1. 

Areas for 
Improvement: 

(d) While performance was good in relation to high RoH and MAPPA 
Level 2 cases (see above), in the sample as a whole the roles and 
liaison responsibilities of all workers were not clearly defined in 
sentence planning documents in 34 out of 50 cases (68%). 
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2. IMPLEMENTATION OF INTERVENTIONS 

 
2.1 General Criterion: DELIVERING THE SENTENCE PLAN  

The offender manager facilitates the structured delivery of all relevant 
elements of the sentence. 

  
(a) Custody reports (e.g. parole reports) were prepared in three of the 

four custody cases inspected, and in all three they incorporated an 
accurate RoH assessment. In two cases they were clear and 
thorough and contributed to the decision making process within the 
required timescale. 

(b) In all five Level 2 MAPPA cases inspected these arrangements were 
used effectively, and in four of them offender managers and other 
relevant staff had contributed appropriately. 

Strengths: 

(c) Two high RoH cases inspected had been transferred between areas, 
and in both the RMP was reviewed and updated by the receiving 
area within five working days of contact with the offender. 

 

(a) There was insufficient sequencing of interventions according to RoH 
and likelihood of reoffending in 19 out of 42 cases (45%), for all 
classifications of RoH and all MAPPA levels, and this may have 
reflected the finding that most sentence plans did not outline how 
any RoH posed by the offender would be managed (see Section 
1.5). 

Areas for 
Improvement: 

(b) Out of 52 cases, two cases did not have a sentence plan, and in 20 
(39%) of the remainder the plan was not reviewed within the 
required timescale. The proportions for medium and high RoH cases 
and MAPPA Level 2 cases were similar. In the 50 cases with a 
sentence plan, work with the offender flowed from it coherently in 
17 (34%), and objectives and milestones gave a clear direction to 
the sentence in 16 (32%). The continuing ownership by the offender 
was sought by the offender manager in 13 cases (26%), while 
reviews of the plan integrated other plans as appropriate in ten 
(30%). 

 
2.2 General Criterion: PROTECTING THE PUBLIC BY MINIMISING RISK OF HARM

All reasonable actions have been taken to protect the public by keeping to a 
minimum the offender�s RoH to others. 

  
Strengths: (a) For cases in the community the RoH to others had been reviewed no 

later than four months from the start of sentence in 33 out of 45 
cases (73%), and at least every four months thereafter in 14 out of 
20 cases (70%). 
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(b) In all four custody cases the RoH to others had been reviewed no 
later than 12 months after sentence, and in preparation for release. 
In one case it was also reviewed following a significant change. The 
picture was not as good after release, as indicated below. 

(c) Four cases on licence were recalled in relation to RoH issues and in 
all of these this formed an appropriate part of the risk management 
process and was actioned properly. 

 

(a) For cases in the community the RoH to others had been reviewed 
following a significant change in circumstances in only eight out of 
20 applicable cases (40%). 

(b) Where it was relevant to protect the public from RoH when there 
were changes in acute factors, out of 17 cases they were acted upon 
appropriately in five. It was possible to anticipate and identify these 
factors in only 16 cases, and this was done in six and five of them 
respectively. 

(c) In three of the seven high/very high RoH cases resident in the 
community (but not at approved premises), home visits were 
carried out within ten working days of sentence or release, and at a 
later stage in a further two. In two of these cases, home visits were 
repeated subsequently as part of the risk management process. In 
two of the seven cases no visits were made at all. There was no 
evidence of purposeful home visits being used as part of risk 
management in medium RoH cases, and visits were used to monitor 
children�s safeguarding concerns in only two of the 18 cases where 
this was applicable. 

(d) Where relevant there was no ongoing planning to address the RoH 
posed by the offender to children in 11 out of 21 cases (52%), to 
the public in 12 out of 28 cases (43%), to known adults in ten out of 
22 cases (46%), and to staff in seven out of 11 cases (64%). 

(e) There was evidence that the offender manager and the offender 
supervisor had engaged with internal risk management processes in 
only one of the four custody cases. 

(f) In the three MAPPA Level 1 cases inspected there was no effective 
contribution to the MAPPA, reflecting the absence of any formal 
process for the review and management of these cases within the 
MAPPA. Whilst such cases would rightly be managed within a sole-
agency framework there should have been high quality monitoring 
of RoH issues and additional management support for practitioners 
holding them. 

(g) In only one of the three custody cases that had been released had 
the RoH to others been reviewed at least every four months. 

Areas for 
Improvement: 

(h) Arrangements for the review of RoH in Tier 1 cases (community 
orders where the only requirement was unpaid work) were minimal 
and case records did not evidence a repeat structured screening of 
RoH. 
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offender. 

(g) As noted in Section 1.2, the timeliness and quality of RoH 
screenings in the sample was generally sufficient. The area expected 
exemptions from completing a full RoH analysis to be documented in 
case records and was aware of the importance of this. Guidance on 
this was being developed. However, there was no quality assurance 
process to ensure either that exemptions were properly recorded, or 
that they were given appropriately. The inspection found five 
instances of undocumented exemptions (of six cases where a full 
analysis was indicated but not completed) and there were concerns 
in other cases that some exemptions should not have been granted. 

(h) Managers reported that satisfactory completion of RoH assessments 
was hampered in some locations by problems with the timely receipt 
of case papers from the Crown Prosecution Service, and the LCJB 
had been made aware of this problem. 

(i) The inspection found offender supervisors and offender managers 
whose working knowledge of OASys, both technically and as a 
professional tool, was insufficient to ensure effective offender 
management. Not all staff were seeing OASys as a tool to guide and 
assist with assessment, but rather just as a recording instrument. 
While in the majority of cases, RMPs were completed under the 
required headings, further work was needed to improve their 
content. Attention was also required to improve the quality of 
sentence plans; the majority of which did not set out how any RoH 
posed by the offender would be managed (see Sections 1.2 and 
1.5). 

(j) The inspection found that in MAPPA Level 1 cases there was no 
effective contribution to the arrangements and there was no formal 
process for the review and management of these cases within the 
MAPPA (see Section 2.2). The MAPPA manager had a role in 
supporting local managers with Level 1 cases, but the area needed 
to ensure that all potential Level 1 cases were referred, and systems 
were in place to ensure that they were reviewed by line managers 
(in supervision with the offender manager) and that the MAPPA SMB 
was able to monitor that this was happening effectively. 

(k) The area needed to build further on the progress made on victim 
awareness with offenders (see above). Although inspectors 
observed structured materials being used with some offenders on an 
individual basis (see Section 2.3), and such materials were clearly 
available in some places, the area needed to spread their use to all 
cases where it was relevant. 
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APPENDIX 1 
Reinspection model, methodology and publication arrangements 

Model  

• The OMI programme started in May 2006. All NOMS areas in England and 
Wales are being inspected over a three year cycle, region by region. We 
identify and promote effective work with offenders and disseminate information 
about good practice.  

• In their original inspections probation areas are being assessed on how well 
they have met defined inspection criteria focusing on: 
! assessment and sentence planning carried out on offenders 
! implementation of interventions delivered to offenders 
! achievement and monitoring of outcomes  
! leadership and strategic management. 
Particular attention is given to RoH issues � it is performance against these 
measures which will determine whether a re-inspection is carried out. 

• Each reinspection takes place over one week and has a clear focus on RoH 
issues. The area is asked to identify a sample of approximately 55 offenders 
(more in the largest areas) who have been managed by a probation offender 
manager for approximately six months. We then ensure that there is a 
minimum number of the following types of cases: high/very high RoH; PPOs; 
approved premises residents; statutory victim contact; black and minority 
ethnic offenders. The cases are drawn from community orders, licences, and 
those in custody. 

Methodology 

• During the reinspection we examine the probation case file and carry out an in-
depth interview with the offender manager.  

• We interview senior and middle managers, Board/Trust members of the 
probation area, and relevant partners, e.g. MAPPA SMB.    

Publication arrangements 

• Summary verbal feedback is given to the area at the end of the reinspection 
week.  

• A draft report is sent to the area for comment four to six weeks later. 
Publication follows approximately 12 weeks after inspection. A copy is sent to 
NOMS HQ and is placed on our website. 

• Reports on offender management in Wales are published in both Welsh and 
English. 
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APPENDIX 2 
Role of HMI Probation 

Statement of Purpose  

HMI Probation is an independent Inspectorate, funded by the Ministry of Justice and 
reporting directly to the Secretary of State. Our purpose is to: 
! report to the Secretary of State on the effectiveness of work with individual 

offenders, children and young people aimed at reducing reoffending and 
protecting the public, whoever undertakes this work under the auspices of the 
NOMS or the Youth Justice Board 

! report on the effectiveness of the arrangements for this work, working with other 
Inspectorates as necessary    

! contribute to improved performance by the organisations whose work we inspect 

! contribute to sound policy and effective service delivery, especially in public 
protection, by providing advice and disseminating good practice, based on 
inspection findings, to Ministers, officials, managers and practitioners 

! promote actively race equality and wider diversity issues, especially in the 
organisations whose work we inspect 

! contribute to the overall effectiveness of the criminal justice system, particularly 
through joint work with other inspectorates. 

Code of Practice  

HMI Probation aims to achieve its purpose and to meet the Government�s principles for 
inspection in the public sector by: 
! working in an honest, professional, fair and polite way  

! reporting and publishing inspection findings and recommendations for 
improvement in good time and to a good standard 

! promoting race equality and wider attention to diversity in all aspects of our work, 
including within our own employment practices and organisational processes 

! for the organisations whose work we are inspecting, keeping to a minimum the 
amount of extra work arising as a result of the inspection process. 

The Inspectorate is a public body. Anyone who wishes to comment on an inspection, a 
report or any other matter falling within its remit should write to: 

HM Chief Inspector of Probation 
2nd Floor, Ashley House 

2 Monck Street 
London SW1P 2BQ 






