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Putting patients/people first

Looking inward: how unrelenting pressures
affect our own behaviour

The 3 Cs

From a Chief Nurse’s perspective:

my own experiences and reflections
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The entire health and social care workforce *"k
is under unrelenting pressure, caused by
years of underinvestment

and neglect.
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The 3 Cs...
* Curiosity
* Civility
* Collaboration
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17,000

copies of
reports
downloaded
in the last year

13 specialty 1

guidelines
referencing
an NCEPOD

report

NCEPOD
citations

18

changesin
national
systems
influenced by
an NCEPOD
report

/

NCEPOD

CEPOD theatres are well known

Trauma centres: Trauma, Who
Cares? (2007)

Think Kidneys : Adding Insult to Injury
(2009)

NICE guidelines : AKI, Acute
Pancreatitis, deteriorating patients,
sickle cell pain

Service specification for cancer care
in young people: On the Right Course
(2018)

Already we are working on the
impact for current studies

Lots of local examples too, it is not
just national The
OHealih

Foundation
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Aims of the study

To identify remediable factors in the clinical and organisation of
healthcare for people who died from a ‘natural’ or other ‘non-
natural’ death whilst detained in prison.

To produce focused, evidence-based recommendations to

improve the commissioning, monitoring, provision and quality of
healthcare in prisons.
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Data collection

Clinical case data collection for peer review

e A multidisciplinary group of clinicians from prison, acute and
community healthcare settings has reviewed a sample of
‘natural’ and other ‘non-natural’ deaths (as defined by the
PPO).

e The focus of the peer review was the management of long-
term health conditions, recognition of acute deterioration in
health and end of life care
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Study population
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Study Population

e Published PPO report by December 315t 2021
e Natural deathsin 2019-2020 (332)
e Non-natural deaths 2018-2020 (78)
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Age range

W Natural ® Other non-natural
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Age range
Natural (n=198) Other non-natural (n=49
Mean 63.8 40.4
Median 66 41
Range 21-93 22-67
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Percentage
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Long-term medical conditions

Natural Deaths Other 'non-natural' Deaths

m Yes m Yes

® No ®m No
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Health conditions
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Clinical pathways
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Number of patients

80
75
70
65
60
55
50
45
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25
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15
10

B Malignancy

10

Cause of death

B Advanced chronic M Acute CVS Infection ® Drugs M Arrest

41

12

6

Malignancy Advanced chronic Acute CVS Infection Drugs
(n=69) (n=52) (n=38) (n=74) (n=40)
Cause of death
Malignancy Advanced chronic Infection Acute CVS Drugs
Average age 64.4 66.5 61.0 61.6 40.5
Median age 66 70.5 64 61.5 41.5
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NCEPOD 3}

Areas for improvement

Frequency of clinical review
Medicines management
Investigations

Recognition of deterioration — NEWS2 scoring

Overall healthcare
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Mean 64.4
Median 66



End of life care planning (Natural deaths)

Case history:

An elderly prisoner developed progressive and profound
weight loss over a period of six months. The main focus of
healthcare was on nutrition including MUST scoring. Eventually
advanced metastatic cancer was diagnosed. No advance care
plan was made following diagnosis and there was no
documentation of the patient’s wishes for end-of-life care.

The reviewers thought that there was an opportunity to make
an earlier diagnosis. End of life care planning could also have
been improved.
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Areas for improvement by cause of death
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Medications

Was there room for improvementin the medicine(s) management

for this patient? Number of patients %
Yes 60 27.8
No 156 72.2
Subtotal 216

Unknown 16

Not applicable 15

Total 247

Was it recorded in the case notes that any time-critical doses were

missed? Number of patients %
Yes 30 25.4
No 88 74.6
Subtotal 118

Unknown 6

Total 124

124 patients required time critical medications: Oi)iates, Bronchodilators, Diabetes, Antibiotics
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Acute CVS

Areas forimprovement by cause of death
Acute CVS (n=38) 36.1
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Infection

Areas for improvement by cause of death
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Deterioration

Natural Other non-natural
Is there evidence of deterioration in the
patient's health before death? Number of patients| % |Number of patients| % | Total | %
Yes 158 82.3 10 21.3] 168 |70.3
No 34 17.7 37 78.7) 71 |29.7
Subtotal 192 47 239
Unknown 6 2 8
Total 198 49 247

Natural Other non-natural
Was the deterioration managed appropriately?

Number of patients| % |Number of patients| % | Total | %

Yes 101 65.6 4 44.4) 105 |64.4
No 53 34.4 5 55.6] 58 |[35.6
Subtotal 154 9 163
Unknown 4 1 5
Total 158 10 168
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NEWS

NEWS Scores used to assess NEWS Scores used to monitor

Number of patients % Number of patients %
Yes 135 55.8 96 40.5
No 107 44.2 141 59.5
Subtotal 242 237
Unknown 5 10
Total 247 247
In your opinion, could the use of NEWS scoring have
been improved for this patient? Number of patients %
Yes /3 30.7
No 165 69.3
Subtotal 238
Unknown 9
Total 247
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The
o Health
Foundation



Percentage

30.0

25.0

20.0

=
e
o

10.0

5.0

0.0

25.0

Frequency of clinical
review

Areas for improvement by cause of death
M Drugs (n=40)

20.5

18.8
17.5

Medicines Further NEWS scoring
management investigations

12.9

Overall healthcare

Oh

The
Health
Foundation

Age (years)
Mean 40.5
Median41.5



Avoidable deaths

Natural death Other 'non-natural’ death
Was the death avoidable? Number of patients| % [Number of patients| % |Total| %
Yes 23 13.3 23 67.6 | 46 |22.2
No 150 86.7 11 324 | 161 |77.8
Subtotal 173 34 207
Unknown 25 15 40
Total 198 49 247
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All deaths

Areas for improvement by cause of death

B Malignancy (n=69) ™ Advanced chronic (n=52) Infection (n=73) Acute CVS (n=38) M Drugs (n=40)
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Percentage
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e Organisational data

e NHSE clinical review

e PPO report

e Avoidability and prevention of future deaths
e Prison healthcare staff survey

o THhe Ith
ed
S cevoo ] e tin




Prison Healthcare staff survey

www.ncepod.org.uk
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Treatment for Substance Use
in Northern Ireland Prisons:

findings from rapid review and
consultation

NAT WRIGHT
RCGP 10TH HEALTHAND JUSTICE SUMMIT: BUILDING BRIDGES IN HEALTH AND JUSTICE
BELFAST 9TH-10TH OCTOBER



Background: evolution of prison-based
drug treatment systems

-0n any given day - approximately 1,500 individuals (at the time of review but is currently approximately
1800) residing within the prison estate in Northern Ireland and have experienced significantly above
average adverse childhood events during their formative years, thus placing them at risk of drug
deplendence, co-morbid severe enduring mental health problems, homelessness and wider social
exclusion.

oNorthern Ireland prison context - high remand population

oRegulation and Quality Improvement Authority (RQIA), Review of Services for Vulnerable Persons
Detained in Northern Ireland Prisons - October 2021 — highlighted a gap in service provision

oParallels with the wider UK context of drug treatment in prisons where in last decade methadone
provision has developed significantly

> Underpinned by the Principle of Equivalence to reduce illicit heroin use, within prison crime,
injecting and so aid wider recovery of the individual and reduce harm to wider society

> “Equivalence” not “sameness” principle supported by a number of national and international
declarations



Nat Wright: biographical details

Nat Wright trained as a GP and has over twenty-five years’
experience of working with drug users in both community and
prison settings. He has provided clinical leadership to the
Implementation of both local and national opioid maintenance
programmes into prison settings. He has over twenty years’
experience undertaking medicolegal work pertaining to issues
of alleged failings Iin the standard of care offered to prisoners.

natwright@nhs.net




The Brief

The then Health and Social Care Board (which from 1 April
2022 became the Strategic Planning and Performance Group,
Department of Health) commissioned Nat Wright to undertake
a rapid review and consultation to understand current issues
regarding demand and capacity in relation to OST and
substance use issues within the prison system in Northern
Ireland Including the link to community addiction services. The

prison system includes Maghaberry, Magilligan and Hydebank
Wood Prisons.




Rapid Review

Given the relatively short timeframe for the project, the
review guestions and scope were focused to enable an
efficient review of literature and data, without requiring
the time or resources needed to undertake a full
systematic review.

Setting the review within the context of both evidence

base and guidelines for OST nationally and
Internationally, recommendations for service
development are presented.




Stakeholder Consultation Exercise

Both face to face interviews and focus groups were conducted with leaders from the key
stakeholders and included key personnel:

o Service Users

o Policy Leads

o Commissioners

o Clinical Leads

o Service Managers

o Prison Health Care Team Members

o Community Addiction Service Team Leaders

o Community and Voluntary Sector Representatives

BIRD ET AL. (2015), MCDONALD (2016)



Findings and Recommendations

Fall into a number of categories, which include:
©OST and Substance Use Services In Prison

oTransitions between Prison and the Community
oLinks with Primary Care
oWorkforce and Training



OST and Substance Use Services in Prison

1. Capacity needs to be built to facilitate Opioid Substitution Treatment (OST) initiation in prison,
according to clinical need and without any significant waiting times, to support stability upon release from
prison. Recruiting more specialist addiction nurses will support such capacity building.

2. Upon starting OST in prison, initiate a process of psychosocial assessment to include meeting need
upon release from prison. This could be supported by formalised prison in-reach by the community and
voluntary sector underpinned by contract provision.

3. Clarify the healthcare practitioner status of pharmacy technicians to enable them to administer prison-
based methadone is common practice in other parts of the UK.

4. Consider that prescribing OST forms a requirement of training for every prison-based prescribing
clinician and may be included in job descriptions.

5. Implement a process of peer clinical supervision between prison-based clinicians to foster support,
competence and confidence in providing OST.

6. Provide training in the principles and practice of Cognitive Behavioural Therapy (CBT) to all staff
providing support to prisoners (e.g. clinicians, key workers)



Transitions between Prison and the
Community (1)

7. Ensure that prisoners receiving OST in prison have an appointment with either a community addiction
service or homeless GP practice upon release (subject to recurrent funding for such a practice being
made available), and that the appointment is given to the prisoner pre-release.

8. Enhance the offer of community addiction services to make some provision for open access/drop-in.
Further telephone/video appointments could be offeredto prisoners released homeless who are
temporarily re-housed in a region that is distant to the community addiction service where they access
OST, supported with the provision of link support workers to enable prisonersto access the full breadth
of necessary health, housing and social care services upon release.

9. Support a pilot of electronic prescribing (EPS) of opioid maintenance medication to ensure ex-
prisoners accessing telephone/video appointments do have accessto OST.

10. Provide fast-track OST induction services for those resident in the community and referredfrom
drug courts with a prison diversion community sentence, and consideration of associated impact on
community pharmacy requirements to deliver any such service.

11. Develop and implement an integrated health, housing and social care crisis support service for
people who are on remand and released from court unplanned at times of weekends and bank holidays.



Transitions between Prison and the
Community (2)

12. Break the cycle between ex-prisoners accessing temporary unstable accommodation
immediately post-release through funded enhanced pre-release planning to support uptake of
permanent accommodation upon release.

13. For people who are within a cycle of repeated episodes of imprisonment offer buprenorphine
depot treatment as it reduces the risk of treatment dropout when moving between community and
custodial settings. It also reduces the burden of supervised dispensing on an already stretched
community pharmacy network.

14. Scale-up access to Hepatitis C Virus (HCV) antiviral treatments through shared care
arrangements with specialist hepatology services such that prison and community addictions
teams, and also prison and community primary care teams, can prescribe antiviral treatments
under specialist hepatologist supervisory arrangements.

15. Consider providing dedicated residential therapeutic communities for ex-offenders.



Links with Primary Care

16. Develop and implement a contractual framework that makes provision for the
appointment of a salaried GP employed, if necessary, independently from a GP practice;
such a postholder should have GP lead status for homeless healthcare provision,
primary care and addictions treatment for homeless ex-prisoners and could also be
supported to develop shared care and wider GP engagement with community addiction
services.

17. Regularly audit primary care prescribing of opioids, gabapentinoids,
benzodiazepines and any other drugs which can be readily diverted and used
inappropriately as ‘currency’ within the prison population, and use results to set
performance targets for reductions in prescribing such that the time released can be
used to support repeat prescribing of OST for patient stabilised on such.



Workforce and Training

18. Provide training to all health, prison, social care, housing and probation staff regarding the
multifaceted nature of drug dependence and that an integrated health, social care, housing and
employment response is needed. Such training should be underpinned by training in values to
challenge the stigma and discrimination experienced by many prisoners.

19. Provide advanced (RCGP part 2 certificate in substance misuse, or equivalent) training for all
prison-based GPs, community GP leads, advanced nurse practitioners, nurse prescribers and
pharmacy prescribers.

20. Encourage prison-based healthcare staff to undertake non-medical prescribing courses.
However, buildin a tie-in period if funding is provided to facilitate training completion (typically
phased reduction of amount to be paid back over 2-4 years). As such prison-based clinicians with
new prescribing qualifications are more likely to be retained to support provision of prison OST
programmes.

21. Fund administrative support for the prison addiction service.



Conclusion

“In conclusion, whilst highlighting pockets of ﬁOOd practice in OST provision for both prisoners and ex-
prisoners, the key narrative to emerge from this review was of a system with significant barriers
regarding access and availability for vulnerable prisoner and ex-prisoner populations. Further, significant
numbers of the clinical workforce, in particular primary care, appear to have inconsistentengagement
with a shared care model when working with drug users, in part due to funding restrictions. However,
this review has also highlighted improvements that can be made through cost-neutral re-organisation of
currentservices rather than an additional resource requirement. One such example would be prison-
based primary care prescribing services reducing the volume of analgesic medication to drug users,
which would free up clinical time to provide OST.

However, having spoken to a wide variety of stakeholders representing prison and community service
provider, policy, commissioner and the service user voice, the concluding reflection of the author is that
where prisoners are fortunate to receive OST, the quality of such treatmentis high. Such treatmentis
underpinned by robust clinical and strategic policy documents. Therefore, in simple terms, addressing
the drug treatment needs of prisonersin Northern Ireland should entail a strategic focus upon quantity
(in addition to the achieved quality) of treatment provision. The increase in availability needs to occur
both in prison and upon release, with a particular emphasis upon supporting drug users make the
transition from prison into the community, and so reduce the current significant risk of re-offending and
re-imprisonment.”
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Essential Listening: Capturing the
voices of lived experts to ensure
equitable health for all
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MY EXPERIENCE

20+ years In social innovation, coproduction
and lived experience

Founded charities and social enterprises
all led by the people they serve, including:
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COPRODUCING SERVICES
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IN PRISON:
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Funded by the Economic and Social Research Council
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COUNCILS PEER RESEARCH PEER COMMISSIONING
4,000 elected Councilmembers in 100 peerresearch projects with Peer Commissioners in
1/5 prisons and 3/4 probation 20,000 participants procurement of healthcare in 40
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HM Inspectorate of Probation

Service User Engagement Strategy
2019-2022

SEPTEMBER 2019

JOB DONE?

Framework for
patient and public
participation in
Health and Justice
commissioning

INHS|

England

HM Prison &
Probation Service

Service User Involvement

A Toolkit to Support Excellence

“Service User invol provides a path to societal integration,
encouraging people to sina ity beyond
themselves whilst developing skills and opportunities to make a positive

contribution with their lives.”

Vice Chalr, Nacro Community Voice Councl
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HM Prison &
Probation Service

NPS Service User
Involvement
National Plan

January 2021

‘Working together

to protect the public
and help people lead
law-abiding and
positive lives.
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AGENCY?

/ ( ajonsé) /

Noun
The capacity to act independently and to make free choices. Human

agency is the capacity for people to make choices and to impose those
choices on the world. A person exhibits agency when they can act for

themselves even in the face of social structures that oppress them.

Definition from The Alphabet of Social Justice by
the SEAD Project




SIGN UP FOR UPDATES
www.livedpexpert.org

GET IN TOUCH
mark@livedexpert.org

FOLLOW ON X (TWITTER)
@livedexpert
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IRCs

Context, Challenges,
Chances

Dr Sarah Bromley Oct 23
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Nov 2021

RNLI lifeboat crew blocked from going out to Channel by mob angry about
refugees



September 2023

I B r 0 0 k The 'dream' of multicultural
H O u S e Britain is dead: Suella Braverman
warns West faces 'existential’
I - threat from uncontrolled
n q U I r v immigration as she says UK is
living with consequences of
people failing to 'integrate’

MatlOnline
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Rule 34

"Every detained person shall be given a
physical and mental examination by the
medical practitioner ... within 24 hours of his
admission to the detention centre.”



Rule 35 and Adult Safeguarding

“Immigration removal centre (IRC)
doctors must report to Home Office
caseworkers responsible for
managing and reviewing that
person’s detention:

e the likelihood of a detainee’s
health being injuriously affected by
continued detention

e g suspicion that a detained person
has suicidal intentions

e concernthat a detained person
may have been a victim of torture”

“Protecting an adults
right to live in safety,
free from abuse and

neglect”
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Meeting Population Health Needs for IRCs

Practice
Plus
Group

Multiple unmet health needs

Short stays

M | Managing continuity of care

<z —

i

High levels of trauma

First access to the service

Hig h First 3-day risk management and holistic assessment

throughput @RERVES R INSENS
requires:

Consistent handover of care
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Practice
Plus
Group

on healthcare system care?




(Exceptional Safety Assessment if high volume of short term holding patients)

First Night Screening —+ Complex

A

MDT Assessment & Rule

34

MH

SMS Overseen
RGN by GP

GP

Day 14 - Secondary Assessment
to identify unmet need and refer
to appropriate pathway

Q)

Practice
Plus
Group

Complex Patients Pathway
Co-morbidity

Opioid Substitution Therapy
Secondary Care Requirements
Bedwatch or recent discharge
MH Step 3+

Women

Non-complex Patients Pathway

Single LTC

Step1 &2 MH

Imms/vacs, BBV screening

Health promotion

Sexual health

SMS psychosocial groups (low level)
Drop-in triage
Physio/optometry/podiatry

Travel vaccs

Unscheduled Care Pathway (all patients)

Duty MH worker

Emergency response (paramedic/nurse)

Acute illness/injury




Clinical process

First night
assessment

No acute health
issues

Day 1 MDT holistic
Assessment & Rule 34

Appropriate
clinical pathway

v

Non-complex

Day 14 review

Discharge Planning

Acutely unwell

Complex patient

Complex

,

MPCCC

MH Assessment

Clinical Assessment

Hospital

History of
torture

Deteriorating
and/or Risk

Deterioratingand/or Risk

QD

Rule 35/safeguarding ~— Proctice

Plus
Group

Complex case team
IS91IRA Pt C
Book MDT/Rule 34 assessment

Rule 35 (1,2 or 3) assessment

Vulnerable adults Meeting

Rule 35 (1,2 or 3) assessment

ACDT/Constant Supervision

3" party concerns
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Foreign National Prisoners = bractice

Plus
Group

Status change to 1S91 (detainee)

|
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Foreign National Prisoners = bractice

Plus
Group

Status change to 1S91 (detainee)

\/_\

T N
Do -

Identifying vulnerabilities

Ensuring appropriate clinicians involved

Clarifying deportation
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Context

 World Health Organisation (WHO) regards mental health and
wellbeing as a global priority

«  WHO describe mental health as ‘a state of mental well-being that
enables people to cope with the stresses of life, realize their abilities,
learn well and work well, and contribute to their community’

« Lived experience of mental health is intersectional & impacted
by social and environmental factors, significantly exacerbated by
Inequalities

« ONS: 1in 6 adultsin England & Wales experienced moderate to
severe depressive symptoms (Attwell et, al. 2022)

 ONS: Prevalence of moderate to severe depression higher amongst
marginalised and vulnerabilsed group (Attwell, et, al. 2022)

« Lancet commission on ending stigma and discrimination in
Mental Health (Thornicroft et, al. 2022)
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Wellcome Trust Study: ‘Health inequalities amongst
people who use drugs in northeast England’

e Seed corn award — Wellcome Trust

« Semi-structured interviews with people who
use drugs

« Snowball & purposive sampling

* Primary drug class A & B: Heroin /
Crack Cocaine / Cocaine /
Amphetamine

* Age range: 20-49 years old
* n-24: 11 men/12women/1

Transgender

* Predominantly White British — northeast
England

* Frequent & dependent usage; past &
present
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STUDIES IN SOCIAL HARM

Theory & Concepts

« Mechanisms of stigma and machinery of
iInequality (Tyler 2020)

« Social Harm — psychological/emotional, HARMFUL SOCIETIES v feali
physical, sexual, financial, relational, i ugly reciings
autonomy (Pemberton, 2016)

« Social Harm — damaging and pervasive
amongst disadvantaged people (Dorling et,
al. 2005)

« ‘Ugly feelings’ are difficult to discuss —
almost unintelligible at times but felt ‘under
the skin’

« Social relations between people (Bourdieu,
1984)

A0
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Pre-existing mental health

conditions

| mean, if you're not feeling mentally well,
you can't work, you can't live a normal
life because your emotions are all tied
up. You don’'t know whether you're

coming or going. [Jack, 43 yrs]

w



Public Stigma

| walk down the street the other night and a couple of
lads called me a smack head because | didn’t have a
lighter on me to give them a light for a fag. And it
wasn't that they knew, they didn’t know, it's just that's
something that people randomly can’t get, and it's
classed as something that's degrading. So, like they
call you that to put you down. So, when the more
people do that, the more starts getting here. And the
more you start thinking right, well that’s what | am.
[emphasis from participant] [Samantha, 36 yrs]

II w




What is

stigma?
Personal &
Structural

]
Y Durham

University

‘Stigma has meaning and becomes
apparent through its effect on
people.

(Addison, 2022)

Addison, M. (2022) ‘They don’t even class me as a human being’: Understanding Stigma as
a Social Harm that Widens Inequality, The Sociological Review Special Issue



Relational Stigma

It was always, “There’s something wrong

with this kid”. So, my experience of mental
health interventions at that age had been
very, very negative and very accusatory

and shaming. [Haven, 30 yrs]

LS



Internalised Stigma

...It makes you mentally and emotionally
and spiritually not well. It just deadens
anything that’'s healthy really, any healthy

thoughts, feeling anything, emotionally
well about yourself and | think that’s what

it strips away from you [Karla, 49 yrs]

w



Stigma is harmful to mental health

I'm mentally ill with my emotions and depression
and anxiety and panic attacks and all that and |
get depressed [...] and then people pass
comment like as they do, and they don't realise
how damaging that is. That's put mein... it's
kKind of imprisoned me. It took my confidence
away from us and | didn't want... | don’t want
anything to do with people anymore. [Jack,

w




Stigma is harmful to mental health

mean sometimes it can make people feel really
ow and depressed. | mean they deal with the
nabit already and everything else and problems at
nome or whatever and then you've got the one

nlace where you go to get that same thing each
day and you know... you've got somebody looking
at you like you're a piece of s**t. [Kev, 41 yrs]

w



Living with stigma

...In terms of seeking psychological help, I'd say | just
feel like | went round in circles for years with the NHS.
| didn't really get anywhere with them, you're out
waiting at doctor’s rooms and Crisis, crying my eyes
out and they’'ve got three and a half minutes to speak
to you, if that, once they've typed your information into
the system and left themselves time to write notes. |
just never really thought, in fact, | still don't really feel
that the care is there publicly [Andy, 29 yrs]

w



Reflections: Stigma is harmful to
mental health

What does stigma look like?

Stigma enacted in multiple complex ways: structural (public,
systems, policy), internalised stigma (‘ugly feelings’),
relational (symbolic value, worth, judgement)

e Stigmatisation ‘normalised’ as everyday symbolic violence
towards marginalised groups = dehumanises people

* Impacts a person’s sense of self-worth and is harmful to
mental health

« Stigma generates multiple complex social harms —
emotional, physical, financial, (see also NHS Alliance:

Stigma Kills campaign) and impacts health & social
Inequality

Isolation, deteriorating mental health, barriers to accessing support, changes
in drug use, self-harm, suicidal ideation, prison sentences, survival crimes,
reduced social capital, estrangement from family/children




Palgrave Edited Collection

Addison, M. McGovern, W. and McGovern R. (eds) (2022)
Drugs, Identity and Stigma, Palgrave Macmillan

o How does stigma get ‘under the skin’?

o How isit negotiated, resisted and absorbed by people
who use drugs?

Book chapter (Forthcoming, 2024)

 Addison, M. and Lhussier, M. (2024) ‘If | wasn’t on drugs or |
didn’t take anything, | wouldn’tbe here’: Mental health
‘problems’ as an unfolding dimension of social harm generated
by stigma relations’in Weston, S. and Trebilcock, J. (eds.)
Mental Health, Crime and Justice, Palgrave Macmillan
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Drugs, Identity
and Stigma

Edited by

Michelle Addison
William McGovern
Ruth McGovern

palgrave

macmillan




Thank you

Dr Michelle Addison & Professor Monique Lhussier

Michelle.Addison@durham.ac.uk
Ay Durham @shelly_addison
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Review of drugs 2019-2021

Two exclusions from my remit:
* changes to the law
« treatment of drug-dependent people In prison.

| was asked to look at diversion from prison, and
continuity of care after prison.

| discovered when doing the Review that the community
and secure estate are closely related, the quality,
variety and therapeutic endeavours in one affect the
other, and people cycle between them.

| am now filling in that gap.



Usage and prison

In 2019 :

« around 3 million people in England and Wales took drugs;

e around 300,000 users of heroin and/or crack cocaine were
driving nearly half of all serious acquisitive crimes and

homicides:

« more than a third of the prison population were there for
drug-related crime.

We know that
engagement in good-quality treatment reduces crime



Prisons

In principle the prison system presents a huge opportunity
for positive intervention.

On a given day in 2019 c. 20,000 people, or nearly 1 in 4
prisoners, were detained because of offending related
to drug use, as opposed to being involved in supply.

Over a year this is 50,000 people, generally cycling in and
out of prison, on short sentences, largely for theft.

Prison provides accommodation and three meals per day,
and the person is ever present and available.

This provides opportunity for treatment, recovery, and
engagement with meaningful activity.



Prison —a missed opportunity?

HMI Prisons annual report 2022-23

Table 5: Purposeful activity outcomes in establishments holding adult and young

adult men

Good Reasonably good Not sufficiently good  Poor
Local prisons 0 0 6 8
Training prisons 1 0 9 11
Open prisons 0 0 1 0
High secure prisons 0 0 1 0
All men’s prisons 1 0 17 19

Table 7: Rehabilitation and release planning outcomes in establishments holding
adult and young adult men

Good Reasonably good Not sufficiently good Poor
Local prisons 1 7 6 0
Training prisons 0 6 11 4
Open prisons 0 1 0 0
High secure prisons 0 1 0 0
All men’s prisons 1 15 17 4

Some people will continue
to receive a custodial
sentence, or spend time
on remand. This could be
an opportunity to
Intervene, but for too
many that is not seized.

HMI Report shows that
people in prison are not
getting purposeful activity,
and rehabilitation and
release-planning
outcomes are mostly not
good enough.



Things that troubled me in 2019

« Addiction not considered a chronic health condition.
« Stigma and ostracisation
« Commissioning, Accountability and Leadership

« Mental Health and Trauma services
* Recovery

« Co-morbidities; drug deaths
* Young people

Most of these could
apply to prison

« Housing
« Employment and skills

 Workforce

* The ‘hamster wheel’ of prison: poor diversion & aftercare.



To reduce health harms,

and to help people achieve
and sustain recovery, and Employment |
live safely and well in

and support

treatment

society, a wide range of
services need to work -
Citizens

together. Advice | Mental
and other healthcare
» This can only happenif there is strong -

governmentleadership and investmen;

« The following Government Departments mt
work effectively togetherto provide services.
* Home Office

+ Deptof Health and Social Care Housing e
- Deptfor Work and Pensions and | T
 DLUHC support / communities
*  Ministry of Justice

- Departmentfor Education Physical

healthcare

Strong local structures and
processes are also needed.



Structure: Central Unit and Local Partnerships

» Successful delivery requires a central unit
with ministerial leadership and coordination
across the full range of local partners...

1
I Secretaries of State and Combating Drugs Ministerl

* .... awhole-system approach.

Central
government

t
| Drugs strategy departments* and the Joint Combating Drugs Unit |

X

Senior Responsible Owner

» 104 multi-agency Combating Drugs
Partnerships have been created covering
all areas in England.

National
Probation
Service

People affected
by drug harm

Substance
misuse
treatment

Local providers
authority ‘lJ:tIJLlI)Scentre

officials

+ Senior Responsible Officers (SRO) have a
direct line to government and are the
first point of contact to understand local
performance, held to account by the Drugs
Minister and JCDU, against the National
Combating Drugs Outcomes Framework.

Elected
members

(e.g. councillors,
mayors)

Secure
estate
(prisons,
YOls)

NHS

Combating Drugs Partnership
recommended core members

[

PCCs

S}IOMBLUEBIS SBWOdIN0
sbnug Bunequon [euoieN syl jo Aaaiap 10y Jayieboy Buiyiom

Key: WExternal DLUHC sector | DHSC sector| | DWP sector

*Home Office, DHSC, MoJ, DLUHC, DWP, DfE

» Departments will retain oversight of their
delivery partners and specific programmes.

* A new blueprint for local accountability. _ _ o 15
Also important are educational institutions, V-Cs, and

regional OHID



A whole-system response

£300m over 3 years to:
Break y
drug homicide

supply . C!ose more Cpunty Li_nes

. » Disrupt Organised Crime Group
chains (OCG) activity
Deny more criminal assets
Tackle drug supply in prisons

A Ten- Deliver a £2.8bn over 3 years to:
world-class * Prevent drug misuse

Year treatment & deaths
11 recovery * Improve quality and
Am bltl On system capacity of treatment and
recovery services
* Rebuilding the workforce

£30m* over 3 years to:

Generational » Reduce overall drug use
shift in * Reduce number of school
demand children using drugs

* Support young people and
families most at risk

This is the uplift i.e. the

* Reduce drug-related crime and

Outcomesexpected by
2024/25:

* Prevented 1,000 deaths

« Delivered 54,500 new high
quality treatment places

» Contributed to prevention
of 750,000 crimes

* Closed 2,000 more County

Lines

* 6,400 major and moderate
OCG disruptions (a 20%
increase)

By 2031, an ambition to:

* reduce overall drug use
towards a historic 30-year
low.

investment in new programmes
directly on reducing drug use



As a more cost-effective alternative

to short prison sentences ....

... more people should be diverted into drug treatment and
recovery services, when appropriate.

% referrals from

the criminal 2
justice system: i

X

xX

15

X

10

X

5

X

0%

W 2009-10 N 2010-11 m2011-12 W 2012-13
W 2013-14 W 2014-15 W 2015-16 2016-17
2017-18 2018-19 2019-20

Referrals to treatment from criminal justice, and community

sentences with Drug or Rehabilitation Requirements,
have both fallen substantially over 7 years.



The Review recommends

As to diversion into treatment;:

« MoJ, HO, DHSC, NHSE and OHID ensure improved treatment
pathways from CJ settings and more diversion into treatment
from CJ systems.

« DHSC and NHS England extend the CSTR (Community Sentence
Treatment Requirements) programme nationwide by 2025.

« Transparency and accountability of drug services inside prisons be
improved.

As to aftercare, as only a third of those who need treatment after
release from prison receive it:

+ All leaving prison have identification, bank account and access to
DWP support

* The new health and justice co-ordinators cover all English
probation areas.



Drug Rehabilitation Requirements (DRR)

Number of DRRs sentenced, and DRRs as a proportion of all requirements

sentenced under CO/SSO, England and Wales
Proportion of all requirements

Number of DRRs sentenced underCO/SSOthat are DRR
16,000 6%
14,000 5%

M

—

12,000
10,000 \_/ 4%
8,000 3%
6,000 .

4,000
2,000 I I I %
0 0%

2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022

mmmm Number of DRRs sentenced
== DRRs as a proportion of all requirements sentenced under a CO/SSO

Source: Ministry of Justice, Offender Management Statistics quarterly — October-December 2022



National continuity-of-care performance

IS Improving

Mational Continuity of Care Performance May 20 - June 23 - A 6.1 % point
rise since June 2022 - (Rolling 3mths)

1G0T

An improving outlook —
up 6.1% from June 22 - 7% o
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Information from OHID shows more referrals from prison to
community treatment, and greater numbers starting
treatment (May 2020 to June 2023).

| % Office for Health Improvement and Disparities



... but regional data show a North-South divide

Regional Continuity of Care Performance (%) May 22 - May 23 (rolling 3mths)

70.0%
60.0%

50.0%

40.0%
30.0%
20.0%
10.0% |“

0.0%
East Midlands East of England London and integrated North East North West South East South West West Midlands Yorkshire & the Humber

region and centre

m2022-05-31 m2022-06-30 2022-08-31 2022-09-30 2022-10-31 2022-11-30 2022-12-31 wm2023-01-31 wm2023-02-28 wm2023-03-31 m2023-04-30 wm2023-05-31

Cominiy el Ceve East Midlands | East of England London North East North West South East South West West Midlands VeIiSIilie & die England
Performance Humber
Baseline May 22 35.8% 35.5% 22.8% 58.4% 35.8% 39.3% 34.8% 31.3% 37.4% 36.2%
Latest Data (May 23) 35.1% 35.5% 27.9% 60.6% 51.8% 41.0% 37.1% 37.2% 45.8% 41.4%
Change since baseline -0.7% 0.0% 5.1% 2.2% 16.0% 1.7% 2.3% 5.9% 8.4% 5.2%

| @ Office for Health Improvement and Disparities



Challenges for achieving good continuity of care

— HMI Probation annual report

“hart 15: Sufficient delivery of specific resettlement services

Complex needs 64%
Mental health needs 62%
Drug misuse needs 55%
Alcohol misuse needs 69%
Needs as victim of domestic abuse 62%
Personal, relationships & community needs 55%

i 52%
Finance, benefit & debt needs _48% 0

ETE needs 56%

0
Accommodation needs % 74%

0% 10% 20% 30% 40% 50% 60% 70% 80%

mNo mYes

OHID lessons learned:

 Poor communication / information

sharing between prison healthcare
and community treatment services
causes clients to be missed.

Some regions e.g. London,
struggle with co-ordinating
communications with a complex
network of separately-
commissioned treatment systems
receiving referrals from a widely
dispersed prison population.

Prisons that draw population
from their local communities
(e.g. North East) have an
inherent advantage, of ability to
develop closer

working relationships with key
local treatment providers.

| % Office for Health Improvement and Disparities
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From Harm to Hope:

progress in the criminal justice system

« Drug Testingon Arrest — over 35 police forces are now establishing or
delivering Drug Testing on Arrest with improved data collection (4,064
referrals to treatment were reported between June 2022 and February
2023, enabling access to support to address drug misuse).

* Increasing police-ledreferralsinto treatment — over the next two
years the lead on drugs for the National Police Chiefs’ Council,
supported by HO and DHSC, will develop a national plan.

 Project Adder (Jan 21 — Mar 23) achieved 2,749 Organised Crime
Group Disruptions, 9,208 Out of Court Disposals to divert people into
treatment/recovery, plus 7,672 naloxone kits in the community, and
c.5,000 people benefited from ADDER-funded interventionsin
drug treatment.



From Harm to Hope:

progress in the criminal justice system

« Offenders' treatment engagement and continuity of care
— local authorities have recruited 476 additional criminal
justice workers and are looking at how DRRs can be used
more effectively.

* Prisons - recruiting 50 drug-strategy leads to bring together
heath and security in all male category B and C, and all
women’s prisons, expanding Incentivised Substance-Free
Wings — up to 100 by March 2024 - and engaging
prisoners with community treatment pre-release via video
calling, notification of releases, and recruiting Health &
Justice Partnership Coordinators



Intensive Supervision Courts

Pilots at Liverpool and Teesside Crown Courts (and for female
offenders in Birmingham) to divert offenders from short custodial
sentences into enhanced community-based sentences (Scotland
established such courts in the early 2000s).

Frequent random testing, increased supervision, regular court reviews.

Dedicated judge at the centre of sentencing, rehabilitation and
compliance, alongside a multi-disciplinary team

Pilots to run forl8 months, robustly evaluated for impact and value
for money.

W orking to ensure more offenders engage in high-quality treatment
and to improve continuity of care for leavers.



My approach to achieving Preparation

for

treatment and recovery for DWP employment o
prisoners Benefits treatment

Treatment

and Mental
recovery healthcare

The following must work effectively togetherto plan

provide services:
* judiciary . ,
- HMPPS Family \ Trauma
- prison officers support resolution
* probation officers
* NHSE, national teams, commissioners Housing
- DWP r workers, and

recovery
release pathways

» substance misuse service Education

- MH and trauma service ’ Physical and training Ns
+ housing services. healthcare | J
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Health and justice: what'’s
happening?

smm:  \\hat iISs coming over the wall?

What is going out of the gate? m:"

g What is under the radar?
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Health and justice environment
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Co-production

The voice of lived experience is loud and
clear in health and justice (H&J)

« Patient and public voice

« Lived experience network

« Service user representation through the
third sector

« Centring the lived experience voice

throughout service design




Together we have achieved so much
to iImprove access to equitable healthcare

Strategy and workforce

) Aims: reduce
H&J Clinical Reference il esEllErss CRE In line with NHS England inequalities, reoffending,

Group (CRG) an refreshe e transformation agenda improve continuity of
AEMIEE care and transitions

Funding

Focus on promoting health and justice clinical roles and

Inclusive workforce : : i o :
supporting recruitment of individuals with lived experience

Children and young people secure estate (CYPSE)

Framework for integrated 12 vanguards have started to Total of 3,348 referrals since
carevanguards receive referrals April 22 (3148 accepted)

Healthcarestandards for
CYPin securesettings




Together we have achieved so much
to iImprove access to equitable healthcare

Non-custodial

Courts healthcareand Enhanced peripatetic service now available
prison custody in mostcriminal court cells

Investmenthas risen from£1.0mto
RECONNECT £7.2mover the last 3 years, with —  Embedded peersupport

further investment due in 2023

0 :
AEIEL RS s 80% coverage of primary cfare MHTR Programme on track for 100% coverage by summer
Requirements (MHTRS) programme across England’s population 2024

Delivering specialised pathways of care for several differentcohorts, Embeddedpeersupport

including women, children and young people and veterans

Sexual assaultservices Enhanced mental health pathfinders continueto

e : Aim for at least one site per region by the end of 2024
commissioning be rolled out across regions > 2 Y




Together we have achieved so much
to iImprove access to equitable healthcare

New Prisons - Prison Equitable, population health-based Ensuring healthcare facilities within
Expansion approach to the programme — new prison builds are fit for purpose
Programme (NPPE) working with Government and meet NHS regulations

. Workjng wi.th colleagues across the NHS Operation Safeguard
including primary care to plan and manage - impacting on IRC population
care for those arriving on small boats
COVID treatments for high risk Work to enable buprenorphine within
detained people continue to be ~  recovery pathways and other opioid
accessed via ICB-led services substitute options by March 2024

Priority 1: Need Priority 2: Targeted Priority 3: Improve continuity of care

to improveearly - supportforthose - and alignment with RECONNECT for

screening with complexneeds people leaving prisons
Mental health (MH) For MH, ND and To supportthe workforce To supportmeeting
and neurodiversity trauma informed ~ meetthe needsofthese ~ recommendations of Centre

(ND) care pathways pathways/cohorts for Mental Health report




Health and justice workforce —a hidden asset

WE
RISO

o
wetearn 18 7
mu\ud\suv\“‘a
a

NURSES

u can help make a difference.

E ARE
RISON NURSES

re about how you can help make a difference.

w
PRISO URSES

Find out more apout Find out mo

how
You can help Mmake 3 difference

INHS |

As a prison nurse, you'll begin your
career with one of the most varied career
experiences nursing has to offer. The role
can be challenging, but the rewards and
skills you develop are much greater.

A role in prison nursing provides:

* the opportunity to work with some of society’s most
vulnerable people and be a positive force in helping
people in prison to change their lives and achieve
better health and wellbeing outcomes

« experience in a wi
needs - from lon:
palliative care -

* access to unparal
and training, wol
teams including ¢
physiotherapists,

« the chance to w(
long-term, delivi
course of their s

Find out more ab(
make a difference”

Search prison nui




Levelling up: providing quality to deliver equitable care

ATA Provide equivalence of care
—— that is available in the community

Reduce the health gap

between people in secure and detained

estates and the wider population Reducing
7|'[ health
Inequalities

Opportunity
to address unmet

healthcare needs
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Introductions to FCAMHSNI

FCAMHSNI is a regional service (ie covers all 5 HSCT’s)

Managed by South Eastern HSCT and based in Newtownards, County Down,

We are a specialist [tier 4] CAMHS service who provide liaison, consultation, risk assessment and
risk management support to services caring for young persons presenting with complex needs
and high risk behaviours

MDT made up of psychiatry, psychology, (forensic practitioner, operational managementin
recruitment) and admin



Regional CAMHS Stepped Care Model

Step 1:

Self directed help
and health and
wellbeing services

Support at this level
usually involves
responding to stress
and mikd emotional
difficuities which
can be resolved
through making
recovery focused
lifestyle adjustments
and adopting new
problem solving and
coping strategies

Step 2:

Primary Care
Talking Therapies

Support at this level
usually involves
responding to
mental health and
emotional
difficulties such as
anxiety and

Step 4:

Highly Specialist
Condition Specific
Mentai Health Services

Support at this level
usually involves
providing care in

response to
compilex/ specific
mental health
needs. Care at this
step involves the
delivery of specialist
programmes of
recovery focused
support and
treatment delivered
by a range of
mental heaith
specialists




Referral Criteria

Complex needs
Significant risk of harm to others (violence / sexual / fire setting or other relevant risk)

Under 18 and living in NI

Gatekeeping role for secure CAMHS referrals



Background




Prevalence of Complex Needs and ACEs

“A young person with complex needs has two or more needs affecting their mental, emotional,
social or physical well-being. Such needs typically interact, are severe and difficult to manage.

*Young persons in contact with the youth justice system and secure care have significantly higher
levels of complex needs than their peers, including; developmental trauma, mental health
difficulties, intellectual disability, neurodiversity and substance misuse (Dent, 2013)

“This population are recognised to have needs are often mis-or-undiagnosed and not well
understood. Thus interventions to address the high risk behaviours must understand and
address complex needs as part of improving outcomes [Khan, 2010]

“Extensive research has found an association between experiences of ACEs, attachment issues
and offending behaviour in both adults and young people - eg 77% of YP known to Youth Justice
reported 4 or more ACES (Malvaso et al, 2022)



70/30 CAMPAIGN: EMPOWERING COMMUNITIES TOPROTECT OUR CHILDREN

Adverse Childhood 4 or more ACEs

the levels of lung disease the level of intravenous ‘ll
E ri s 3x and adult smoking 11x drug abuse
: :p E E : E = 14 the number of suicide oo a as likely 1o have begun
Traumatic events that can have O X attempts ﬁ X intercourse by age 15
negative, lasting effects on health and -

s e likely to e . .

wellbein s the lavel of liver disease "
g 4.5x develop depression k 2x oy ‘ '

“ Adverse childhood experiences are the
single greatest unaddressed public health
threat facing our nation today ”
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By Andrew Madden

MORE than 200 voung offenders
0 Northern [reland have been
referred to mental health servic-
es im the last three years. new fig:
ures show

The Youth Justice Agency
(YJA) runs the Woodlands Ju-
venlle Justice Centre. which
provades custedial facilities for
‘Children and young people re-
ferred by the court system. It has
the capacity 1o house 48 bovs and
girls between the ages of 10 and
17 im custody.

Woodlands Child and Ado-
lescent Mental Health Services
(CAMHS) is a dedicated mul-
by the South Eastern Trust. with

Belfast Telegraph Pg 24

Concern as 200 young
offenders are referred
for mental health care

Executive urged to roll out policies to tackle offending

CAMHS: 78 over the course of
the 201X/19 financial vear. 68 in
200920; and 60 in 202021,

Back in March 2019. a sen-
ior mental health practitioner
was appointed in the Southern
Health Trust area and in Octobor
2021 a sumalar armungement was
extended to the Western Trust
area.

Established on a pilot basis,
the role of these practitioners s
“deliver direct services to chil-
dren, help Enk chadren to other
CAMHS services, con-
sultation w0 YIA and to help
YIA staff o devedop their kvowd
edge. skills and confidence in
dealing with the mental health
needs of children”. according to
Justice Mmuter Naomi

Since their inception the
end of December 2021 » total of
I7S referrals have been made to
both of these services

Woodllands is in the constitu-
ency served by Greea Party MILA
Rachel Woods. 3 memsber of Stor-
mont’s Justice Commitiee. who

meatal
heaith is a serious issve in our
society.

“The five-party Executive has
much to do 10 ensure that men-
tal health support is adequately
funded.” she said.

“The Executive parties should
be downg more to rofl out policses
proven to reduce youth offend.
mg such as investiog in youth
services and tackling depriva-
won
“Northern Ireland has one of
the lowest ages of cruminal re-
sponsibiicy io Europe.
'lt'snuwx!::lchl&t' nas
young as 10 can be brought be
fore the courts and held as fully

IMarvaay March 3 2022

responsible for their actions as if
they were an adult

“In 2006 the UN Committes
on the Rights of the Child rec-
ommended that Northern lre
kand should raise the osinimum
age of cricainal responsibility in
sccordance with acceptable in-
ternational standards.

“I's time for Ministers to take
ready action to redece
offending and cnsure all
young people have access 1o

.

cuts, | do
be possible.”

but with the
uouhmk.' that

cuts will start 1o bite

“That work prevents re-of-
fending, but it is mot required by
statute, and we will need 10 re-
duce it as budget cuts bite. par-
Goularly from year two on”



Neurodiversity

It is widely recognised that there is a very high prevalence of neurodiversity amongst young
persons involved with secure care and justice settings

J Research has indicated that incidence rates of speech and language disorders can be as
high as 60 - 90%. The prevalence rates range from 1% to 7% in the general population [Hughes,
2012]

J ASD incidence rate in youth custody is 15%. This compares with reported rates of
between 0.6 and 1.2% in the general population [Hughes, 2012]

o 25% of young persons who offend have low 1Qs of less than 70 [Newman, 2016]



CONTEXT - NHS England FCAMHS Review
and Wales FACTS review

LANE ET AL, (2023) STUDYOF 13 FCAMHS B8 ORENSIC ADOLESCENT CONSULTATION
SERVICES IN ENGLAND AND TREATMENT SERVICE [FACTS] IN WALES
=1406 referrals =80 Referrals
"26% of referrals led to direct case input in =Referrals exclusively had indirect consultative
terms of assessment or therapeutic case input

intervention "44% had experienced/witnessed 4 or more

*50.9% had experienced/witnessed multiple traumatic events
traumatic events “69% were with birth family, 10% in other family

. il .
=30% were looked after children arrangements, 30% in social care
accommodation

#26.5% diagnosis of autism

=28% ADHD

"26% diagnosis of autism

"44% diagnosis of ADHD



Alms

“The primary aim of the current study is to address the regional gaps in how the needs of those
accessing FCAMHSNI are understood

=Specifically, this study will provide a regional picture of service activity and the characteristics of
young persons accessing FCAMHSNI

"A secondary aim is to organise and present data that is comparable on a national and
international level.



Method

“Data analysed was taken from a standardised referral form as well as from the clinical
consultations and assessment for referrals from April 2018 — April 2023

=Dataincludes details regarding the referral source, the reason/s for referral, current and
previous engagement with clinical services, known mental health difficulties and any diagnoses,
and a range of demographic details (e.g., gender, age, educational status and social care status).

“Where data was captured but specific variables were missing, these were coded as ‘unknown’

“All young people accepted as meeting the FCAMHSNI referral criteria, whether for direct or
indirect support were eligible for inclusion. Clinical data was screened and anonymised before
being shared with the lead researcher

“Exploratory analyses include chi-square tests of independence, one-way Anova, and t-tests for
independent groups to understand differences between groups



Results

*“ n =107 from 5 years of referrals [April 2018 — April 2023]

= Mean age 15.1 years old and ranged between 8 and 17 years old

“Majority of cases were male (81.1%, n=86), compared with less than one-in-five who were
female (18.9%, n=20)

=89.6% self-identified as ‘white’, 5.7% who identified as ‘Irish Traveller’ and 4.6% who identified
as either Black, Mixed Ethnicity or Other Ethnic Group



Results

"61% were Looked After Children (LAC)
"61.3% were involved with the Youth Justice Agency

“Missing data but majority come from Catholic/Nationalist backgrounds (15.9%) and
Protestant/Unionist backgrounds (8.4%). However, 75% missing data

"25% not in education or training



Referring Services

Other, 1.90%

=

@

B CAMHS ® Social Services ™ Youth Justice ™ Secure Care ® Other




Referrals by HSCT

-

m Belfast ™ Northern ™ Southern ® South Eastern ™ Western




Presentations

=QOverall 79% had a diagnosed mental health condition

=20% had diagnosis of ASD
"48% had diagnosis of ADHD
“4.4% had a diagnosis of Foetal Alcohol Spectrum Disorder [FASD]

=18% had diagnosis of Intellectual Disability



Traumatic Early Life Experiences

“Almost all of the sample are known to have experienced at least one
traumatic early life experience (95.2%). This compares with 37% who are
known to be exposed to at least one adverse event in the general youth
population (Bunting, 2020)

“The association between known CSE issugs and mental health
comorbidity was statistically significant X“(1, N=104)=5.89, p=.015)
indicating greater mental health difficulties for victims of sexual
exploitation



Risk of harm to others

FCAMHSNI NHS England FCAMHS FACTS Wales
Violence and Aggression 48 (62.3%) 1125 (80%) 60 (75%)
Multiple Offences 10 (13%) 522 (37.1%) Not Given
Harmful Sexual Behaviour 3 (3.9%) 424 (30%) 41 (51%)
Fire Setting 5 (6.5%) 147 (10.5%) 20 (25%)
Other 1(1.3%) Not Given Not Given
Second Opinion in a Complex Case 10 (13%) 434 (30.9%) Not Given




Discussion points

“Disproportionately high numbers of young people from the Irish Travelling community (5.7%)
were referred to FCAMHSNI comparative to the relative Irish Traveller population, which was
estimated at 0.14%in the 2021 Census (Equality Commission for NI, 2021).

“The majority of young people being referred to FCAMHSNI come from Catholic or Nationalist
backgrounds (15.9%), as opposed to Protestant or Unionist backgrounds (8.4%).

“There were gaps in available data, however these findings mirror outcomes from previous
studies—a majority of young people referred to the Youth Justice Agency come from Catholic
backgrounds, and that the majority of young people who are sent to custody are from Catholic
backgrounds. (McAlister, McNamee, Corr & Butler., 2022)

“FCAMHSNI and NHS England data found around a quarter of young people referred were not in
education, employment or training

“Almost all of the sample are known to have experienced at least one potentially traumatic event
(95.2%) — comparatively higher than NHS England findings (64.2%)



NI Context

NI has experienced significant adversity, conflict and violence over last 50 years not seen
elsewhere in UK or Ireland

Communities are still segregated and many communities are still recovering and impacted by
sectarianism, paramilitarism and connected violent crime

NI has relatively higher levels of social deprivation than those found in England, Scotland and
Wales (Bywaters, 2018]

It would be of future interest to compile data on specific experiences of young people in NI
which may differ from trends in terms of violence exposure or exploitation elsewhere; such as
considering community threats such as paramilitarism, through which vulnerable young people
may be easily exploited, harmed or exposed to organised crime or violence

There is certain transgenerational trauma which continues to impact young people today, as a
result of parental and grand-parental experiences in the conflict. There is therefore arguably an
additional layer to the complexities of our young people.



Future Planning

“Promotion of FCAMHSNI through regional clinic model — beginning in end of 2023 to address
differences in numbers of referrals coming from different Trust areas

“Highlights complexities and vulnerabilities of our YP — reinforces need for a highly trained,
specialist community based, multidisciplinary team to support management of YP

"26% of NHS England referrals led to direct case input. FCAMHSNI direct case input is currently
limited due to resources and service operates largely on a consultative model. Plan for review of
this and development of more direct assessment /intervention work to align with NHS England.



Public Health Approach

England, Scotland and Wales have a stratified
Public Health Approach to addressing youth e ST S
violence

NI does not currently have such an approach BTN [Fosi ) or
This evaluation supports the needs for such an e
approach and reflects the needs and risks of e mmd"'

our young people as being potentially higher

and more complex Tertioy ~ Indicated  Hasal

condition




Public Health Approach

Most effective way to reduce problem behaviours is to work with families whose children are at the
highest risk, at the earliest point possible [Khan, 2010]

Poor parenting and family dysfunction explains up to 40% of problematic behaviour in children,
indicating a need to focus predominantly on strengthening parenting skills and on building the child’s
resilience [Khan, 2010]

Interventions specifically aimed at reducing problem behaviours. Parent training for parents of
primary school children [Scott, 2005] and MST for older adolescents [Fonaghy, 2018]

There is clear evidence of the potential long-term costs efficiencies of early intervention, with costs
estimated at £70,000 per head. [Hughes, 2012]



‘If we started thinking
about offending as a

trauma—spectrum
condition, then...

people might start being
viewed as wvictims of
past injustice, rather
than just perpetrators’

TRAUMA AND YOUNG
OFFENMDERS

A REVIEW O THE RESEARCH
MDD PRACTIE LITERATURE
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“Women are and have different issues to men in prison.

Some of us are mothers, carers, home makers, sisters, girlfriends,
daughters. Social expectations of women are different.

When we make a mistake - shame, guilt and embarrassment is piled
on us because we are women, because we 'should' know better.

These feelings can make us feel so belittled that reaching out for help
can be difficult. It is important services understand this better.”
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For today

@ A preview of the nationalreview

Aims:

* Ensure equity of access

* To help improve the commissioning of health services and quality of care

for women

Commissioned by NHS England in partnership with
His Majesty’s Prisonand Probation Service (HMPPS)

» To further improve health and social care outcomes and experience for
all womenin prisonin England and upon their release
* Reduce health and social care inequalities

WE WANT TO
KNOW.....

What do you
think of healti %=
and social '
care services
in this prison?

Your views can
shape the future
of women's

A services in

prison. <
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Core approach

Partnership between HMPPS and NHS England

WO m e n Development of slt\eratSegEir(]:grFacnodngwgrllld@g%nss shared between
with lived
experience

Reliance onvoluntary sectorand local authoritiesto inform
and advise
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How?

Established a Women’s Review Board — Independent Chair and a dedicated programme manager

Seven task and finish groups:

Early days in custody, resettlement, health and social care needs assessment, clinical models,

performance and quality, prison perinatal care, substance misuse, fabric and environment (from where
health and social care are delivered)

Production of 13 detailed chapters as outputs from the task and finish groups

A lived experience steering group to guide the lived experience element of the review — over 2,250
contributions from women with a feedback loop

Stakeholder engagement events, eg north region and south region events with dedicated events for social
care professionals, voluntary sector providers, pharmacists and prison governors

Bespoke literature review that included a review of all existing health needs assessments, data analysis,
iInspection outcomes and related strategy and policy documents
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Main findings
8 main findings and strategic recommendations

Main finding 1:

(I—Iealth and social care services across the 12 prisons are inconsistent and not always gender specific or \
sensitive to women with protected characteristics. The prison environment is experienced as unfit for
purpose by many women and health and social care providers.

“I went to four different prisons throughout and each healthcare doesn’t have consistency, so it’s all very
different. Either they would deal with things very quickly or it can get delayed, so there should be

\ consistency throughout prisons. My main concern was about my medication.” /
Strategic recommendation 1:
(Health and social care services for women in prison should be underpinned by an approach that is gender R

specific, gender compliant, considerate of protected characteristics, personalised, accessible, equitable,
and consistent between all womens prisons. Fabric improvements across the womens estate should be
made as needed.

\_

g
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Overarching themes

Partnerships and Communication Workforce
Governance
( \ [ 113 H 1 )
“| was going to get an abortion — | St Giles famlly Worker/support have

didn’t know about MBUs. A few been amazing with me. | can't
weeks in, healthcare came over L thank the ladies enough. )
and said we needed to get me
ready for an MBU Board. | was - - )
like “OMG, can | keep my baby?!” The chaplaincy are the ones who

\ ) provided me the most support. I'll

be forever grateful for them.”
4 ) N g

‘It’s a shock when they say, you can’t
have that (medication), no one
really takes the time to explain,

“The staff here are good, healthcare
work hard and try their best. You

it's just stopped - the withdrawal feel looked after and that people
o can be hard.” care.”

s NHS I 0 )

EEbZ?;inS&emice England (“I didn’t underst_and what the doctor ) (“|’m lucky, my key worker is brilliant )
meant. He trle_d to put me on these and has helped me get ajob to get
tablets, but didn’t tell me what_ me out of my cell and always has
tney were for, so | stopped taking time for me. Gym staff give as
them.” much support as they can.”

\ J . PP Y J
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Next steps and implementation

A new national Women’s Health, Social Care and Justice Partnership Board will be established. The
board will oversee the delivery of the 8 strategic recommendations made in the report and accepted
by NHS England and HMPPS. Underpinned by a comprehensive programme of work that will be
delivered over the next three years.

A commitment to co-design and co-production with women with lived experience will be a hallmark of
the delivery of the recommendations of the women's review. This is an important legacy for future
commissioning strategies and partnership working.

The new Board will also set out clear governance and assurance processes, including lived
experience. This will include arrangements for the new Women’s Prisons Learning Network and the
National Social Care Implementation Group.

A bespoke, enhanced health and social care model for the women’s estate will be developed during
2024/25. This will be reflected in a new service specification for healthcare in women’s prisons, which
will seek to further improve the quality of care for women in prison.
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The Prompt for Change: Self Harm &
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Where did we start?

Raised
problem at

NSHPSG




Accommodation

[
e Cell Type
- I tence Length

oW SERVICE Gender [N

Method of Self Harm [
Date/Time of Incident [ MR ost Serlous Offence
an of Incident [N Sclf-harm As Monitoring Level

Regime Level

Brief description of Incident

Incident involved a
Please categorise incident conscious intent to
as sither of tha following:

BN Tevel of Tntent - tvigenc g
of thaughts, ideation, premeditation and

INYYH OL IN3ILNI

ENVIRONMENTAL

PROCEDURAL

RELATIONAL

BEREAVEMENT /L

MEDICAL
Chronic pain.
Terminal iliness.

MENTAL HEALTH

0sis, personality disorder
* Where MH1 is

d be s




What was the outcome?




Self-harm in Irish Prisons 2019

Self-harm in Irish Prisons 2019: Third Report from the Seif- order to enhance the treatment and management of individ
Harm Assessment and Data Analysis (SADA) Project pre uals in custody who pose a risk of self-harm and suicide and
sents the full findings of the third year of the SADA Project’ for to protect individuals in their care

the year of 2019. This forms part of the work of the Nationa
g HPG) and is The Health S

the prison cide Prevention (NOSP)

Jicide and Harm Prevention Steering Group (NS
orted by the multi-disciplinary teams acro

who play a pivotal role in analysing the i

ervice Executive's

Su

nal Suicide Re arch

’S with data manag

dence and Foundation (NSRF) a

le of self-harm in pris 1s. This project uniquely collects data analysis and repor

information on the level of medical severity and suicida

tent for each 2 of self-harm, Identifies in«
g to self-harm and e

oth fatal and non-fat

Wy

context-specific factors re

patterns of repeat self-harm

data continues to inform policy and practice development in Prison Serv

In Irish prisons in 2019...

RATE FEMALE SUICIDAL

RATE INTENT
203 2.9 per 100 .
EPISODES prisoners x8.2 1 in 3

e >male rate was > cimatel
of self-harm equates to i;(')m ale \r& 1'1(, ."1: {\F)K\)f());k,vﬂiﬂf(»_’w
IHVO]VII‘IQ 1in every 34 2 times higher in three (31%)

than rate among were deemed to
1 indivi I s
09 individuals prisoners male prisoners have suicidal intent

AGE TIME DAY

. https/AMWWW. NSI.ie/strategic-research-

among prisoners aged 18-29 years

(A 1690 <11 #omey 29 priscrmes clusters/the-self-harm-assessment-

MALE FEMALE e . .
E & > a f & s 1f-heé > (19¢
31perioo Y 103peri00 | overnaitofsiseitharm | Onefifth (9% and-data-analysis-sada-project;

prisoners prisoners between 2pm and 8pm on a Thursday

METHODS REPETITION

5.7
m S
TREATMENT

Prisoners Prisoners -
Sentenced on Remand 1 ln 7 One-third (33.9%)
The rate of self-harm required of individuals
64.7¢ was lower among hospital engaged in non-fatal
involved self-harm prisoners sentenced _‘K 2 self-harm more than
by self-cutting or than those on remand treatment once during the
scratching (2.3 versus 5.7 per 100) calendar year
(2 in every 3)

I;CONTRIBUTORY FACTORS

‘ @ ‘ ‘ ‘
21.1%

Mental Health Relational Environmental Procedural Medical

involved self-harm by
attempted hanging The majority (56.2%) of factors related to mental health issues;
(1in every 5) 17.6% to relational issues; 11.9% to environmental issues
10.1% to procedural issues; 4.1% to Medical issues




Protectionism

Poor engageme

SILO

Tasks duplicated
across team

Poor trust/respect
between services

WORKING

Work against
each other

Tension/conflict

Common goals/
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Food and/or Fluid refusal

4 I

Risk
responsibility
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Ways we overcame challenges:

Maximise
Resource

Engagement

One weekly multi-agency meeting

Share the load

Joint decision making

Good Mentalisation!




What is Mentalizing?: A meeting of
minds

Thoughts
Feelings
Desires
Hopes
Memorie
5

Needs
Intention
- —

Thought
S
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Why is mentalizing important?

Thoughts
Feelings
Desires

NeedS | sy MOTIVES smsp BEHAVIOUR
Plans 1. Manage

Dreams emotions

Intentions
Etc.

3. Relationships




Common Unmentalized Cognitions (Other)




Mentalisation I1n action:

Explicitly and
proactively
mentalizing

and checking
the teams




| essons learnt:

Involvement of
“front line’ staff at
outset




Ongoing Challenges:

Lack of resources
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Thank you for listening

Any Questions?
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Adverse events should be reported. Reporting forms and information can be
found at https://yellowcard.mhra.gov.uk/ or search for MHRA Yellow Card
in the Google Play or Apple App Store.

Adverse events should also be reported to Martindale Pharma, an Ethypharm
Group Company. Tel: 01277 266 600. e-mail: drugsafety.uk@ethypharm.com

UK-GP-105b

Prescribing information can be found at the end of the presentation Date of preparation: Sept23



https://yellowcard.mhra.gov.uk/
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Presenters:

Kayleigh Evans-James, Deputy Head of Healthcare for Practice Plus Group

Mark Grantham, Drug Strategy Lead and Local DRW Project Lead for HMPPS

Sam Evans, DRW Recovery Lead for Inclusion
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Declaration of Interest

The symposium was funded by Ethypharm as part of their
sponsorship package for the event. The speakers have received
an honorarium for their time. Ethypharm has had no input into the

content of the presentation but has been given the opportunity to
review its contents.
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HMP Featherstone — Background - KEJ

PS stats — how the prison was / challenges / staffing

Under the influence Incidents
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HMP

. NHS
mcluslqn

Fulfilling Potential. Forg

Supporting all to fulfil
potantial

Service impact

High number of Code Blues
Use of Naloxone at a code blue

Refresher training for Naloxone /

opiate overdose?

Please 1o s 1o g0,

Psychosocial / Mental Health

demand

Staff morale
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Abstinence-DRW Concept and Ethos

In line with the Governments 10 year ‘Harm to Hope’ plan to tackle drugs, HMP
Featherstone was one of 6 prisons in the country successful in its bid to deliver an

Abstinence-Drug Recovery Wing.

This was a significant project for the prison and did come with additional resources such
as staff, a budget of £50,000 to improve or modify the environment and additional
Psychosocial Recovery Workers funded by NHS England.

The unit is designed to support prisoners in recovery, to maintain abstinence. Primarily
focussing on those that have detoxed from OST but also currently supporting a
secondary cohort of prisoners who are in recovery and maintaining abstinence from all

substances.

There is a specific entry criteria and all the prisoners must sign a contract whereby they
agree to be drug tested twice per month. In order to support the community any
breaches of the contract would lead to a multi-disciplinary review of the individual's

suitability for the unit.

The ambition and framework for the unit is built around 8 key components..
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8 Components of the DRW

e Strong Leadership- to steer the direction of the unit

e Good Management-to oversee and support daily practice
e Empowered and actively involved prisoners.

e Competent, supportive and actively involved staff.

e Promoting safety and security.

e Enhancingcare and wellbeing.

e Enablingenvironments with a strong rehabilitative culture.

e Strengthening continuity of care.
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Building a Recovery Culture and Cultivating Community on the DRW

The power of community in recovery is well documented and has been a key focus throughout the project to date.

By bringing like-minded prisoners together and educating staff we have taken great steps to nurture a strong sense of
recovery culture and community amongst the men on the unit.

This has been achieved through community forums, structured group work sessions, enrichment activities such as
games days, celebrations and competitions. We have nominated community reps and mentors in place who deliver
sessions to their peers and offer support to men arriving on the unit.

At every step of the journey, we sought to engage the prisoners, including consulting with them on how the £50,000
should be spent to support a recovery culture. But also, and importantly, the naming of the unit- which is now called
The Junction.




¥

P NHS |
ti o Q) s .
Group < g Potentil, Forging Succe

Partnership working

The key to our success for the DRW is co-production

« HMPPS, Practice Plus Group and Inclusion
* Project group attendance

« DRW business case for staffing
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Inclusion — Psychosocial support - Sam

« Sam’s role on the DRW

» Delivering structured interventions

« The DRW community

<

SMAR

Recovery
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Peer support - Sam

* The importance of peersupporton the DRW

» Building networks with community supportand
having key speakers come in
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Successful stories and outcomes — Mark and Sam

Under the Influence of illicit drugs HMP
Featherstone 22-23
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Prezcribing Information for Prenoxad (naloxone hydrochloride) lmeg/ml Solution for Injection in a prefilled syringe
Pleasze refer to the Summary of Product Characteriztics (SmPC) before prezeribing.

Prezentation: 4 stenils, clear and colourless hquid mm 2 2ml prefillad sytings, each 1 ml of solution contame 1 mg of naloxones hydrochlonde. Indications: Prencxad Injection
1z intended for emergency use in the home or other non-medical sathing by appropriate individueals or in a health facilify sathng for the complete or partial reversal of respiratory
depreszion mduced by natural and synthetic opioids, including methadone and certam other opioids such as dextroproposyphenes and certain mrtad agonist/'antagonist analgesics:
nalbuphme and pentazocine. Prenoxad Imjection should be carned by perzons at nisk of such events. [t may zlso be used for the diagnosiz of suzpected acute opoid overdose.
Dozage and Administration: Prenoxad Injection iz for adminiztration by intramuscolar injection. Pranoxad Injection may only be mads available once the prascriber has
aszseszad the suitability and competence of a client or reprezentatrve to administer naloxone mn the appropriate circumstancss. Prencxad Injection 1= admimistered a= a part of a
rezuscitafion interventon in suspectad overdose cazualtiss, where opiced drugs may be imvolved or suspected. It may need to be used m a non-medical sethinz. The prescriber
should taks appropriate steps to ensure that the patisnt thoroughly understands the indications and use of Prenoxad Injection. The prescniber should review with the patient or
any other perzon who might be in 3 position to admmister Prenoxad Injection to a patient experiencing a suspected opicid overdose evant. In patisnts where breathing doez
not appear to be normal: Administration of Prencwxad Injection should be preceded by calling emergency sarvices and requesting an ambulance. Following this, 30 chest
compressions and if poszible 2 rescue breaths (Bazic Life Support SINGLE CYCLE) should be ziven; 0 4ml Prencxad Imjection sclution should then be admunistered b
inframuscular injection imto the outer thizh muscle or musclaz of the upper amm, through clothing if necessary. A further 3 cyeles of chest comprezsions and rescus breaths
zhould then be grven followead by admimstration of 0. 4ml Prenoxad Imjection. Three cyvelaz of chest compression zand rezcue breaths should take approxmmately 2 mimatez. Thiz
should be repeated until an ambulance armves or the patient begms= breathmg normally / regamms consciousness. The patient when breathmmeg normally or has rezaimed
conscionsness should be placed in the recovery pozition (lyving on therr side, mouth open pointing towards the pround) and observed contimuously. In patientz where breathing
iz normal but the patient iz unrounzable or zuzpected to be unconzcious: Patient should be placad m the recovery posrhion (lymmg on their side, mouth open pointng towards
the ground). (1 4ml Prencxad Injection solution should be admmistered by mtramuscular injection mto the outer thigh muscle or muscles of the upper amm, through clothmsz if
necessary, and an ambulanes should be called, 1.4ml Prenoxad Injaction solntion should then be admimstered every 2-3 mmutes and contirmed until the ambulancs arrives and
or the patient regains conscionsneszs. The patient should be contmuously observed but particularly their breathing. If there 12 a decreaze m breathmg it 1= pnportant that 0.4ml
Prenoxad Injection solution 1= given every 2 -3 mmutes. Parenteral drug products should be mspected visually for parficulate matter and discolouration prior to admpustration
whenaver solution and contammer permut. Adults: Opicid overdozage (known or suzpected). Uze by individualz in the community. 400 micrograms or 0.4ml of Prencsxad
Imjection solution by mbamuscular imjechion mitoc the cuter thizh or musecles of the upper arm as part of the rezuscitahion mtervention. The dozs of 0.4ml can be repeated every
2-3 minutes in subsequent resuscitation cycles until the content= of a syTinge are usad up. The duration of action of certain opicids can cutlast that of an I'V bolus of Waloxone,
2.z dextropropoxyphene, dihydrocodeine and methadone. In situations where one of these opioids 1= known or suspacted it iz recommendad that an infusion of Waloxone be
uzad to produce sustamed antagonizm to the opioid without repeated mjecton. Children: The Prenoxad Imjection prezentation 1= not mmtended to be used for cluldren in the
home setting other than by an appropriately trained healthcare professional. In the event of a child being grven or takaing an oproid inappropnately an ambulance should be called
and resuscitation startad if required. Neonatal Uze: Malexone should only be used i Meonates under medical supervizion. Elderly: Usze az for adults. Conzult SmPC for
further information. Contra-Indications: Encwn bypersenzihivity to Waloxone or any of the excipientz. Warnings and Precautions: Patiants must be instructed i the proper
uze of Prenoxad Injection (see above). Prenoxad Injection 1s mtended as= an emergency freatment and the patient should be advised to seek medical help immediately. It should
be administered cantiously to patients who have received larps doses of opioids or to thoza physically dependent on opioids sinee too rapid reversal of opioid effacts by Prencccad
may precipitate an acute withdrawal syndrome m such patiants. The same cantion iz needed whan giving Prencxad fo neonates delivered to such patients. Hypertension, cardiae
arrhythmias, pulmonary pedsma and cardiac arrest have been described. For signs and symptoms of opioid withdrawal in a patient physically dependent on opioids please see
SmPC. Patients who have rezponded satizfactonly to Prenoxad chould be kept under medical observation for at least I hours. Fepeated doses of Preanoxad may be neceszary




I Practice
Plus
Group

zmea the duration of action of zome opioids may excead that of Prenoxad Injection. Prencmad Injecton 1= not affactive against raspiratory depression caused by non-opioid
druzs. Feversal of buprenorphme-mduced respiratory depreszion may be meomplete. If an mecomplete response ocours, respiration should be mechanically aszisted. Abrupt
postoperative revarsal of opioid deprezzion may result in nansea vomiting, sweating, trammlonsness, tachyeardia, increased blood prazsure, seizures, ventricular tackyeardia and
fibrillation, pubmonary cedema and cardiac arrest which may result m death. Several metances of bvpotansion, bvpertension, ventricular tachyeardia and fibrillation, pulmonar:
oedema and cardizc arrest have been reported m postoperative patients. Dieath, coma and encephalopathy have been reportad as sequel of these aventz. Although a direct causze
and effact relationship has not been establishad, Prencead should be used with caution in patients with pre-emisting cardiac dizsaszs and in those receiving medications with
potential advarse cardiovascular effacts 2.z, hypotension, ventricular tackyeardia or fibnillation and pulmonary cedema Caution should be exercized, and patients moniforad
when Prencxad Injection 1= administered to patients with renal insufficiency/fatlure or liver disease. 1 ml of naloxons hydrochloride contains 3.497 mz of sodium whach iz lazz
than 1 mmel sodnem (23 mg) per dose, 1.2. eszantizlly 'sodimm- free’. Consult SmPC for further information. Interactions: The effact of nalexone hydrochlorids 1s dus to the
interaction with opioids and opioid agonizts. When admimistered to subjects dependent on opioids, 1 some subjects the admmistration of naloxone hvdrochloride can canze
pronounced withdrawal symptoms. Hypertenszion, cardiac arrhythmiaz, pubmenary pedama and cardiac arrest have been dezenibed. With a standard naloxone bvdrochlonds dosze
there 1= no mteraction with barbiturates and tranquillizars. Datz on mteraction with alechol are net unamimeous. In patients with mulh-mtexication ,L.ls 2 result of opioids and
sedatives or aleohol, depending on the cansze of the intoxication, one may pozzibly observe a lesz raped rezult after admmistration of naloxone hydrochlornids. When admimistering
naloxone hydrochleride to patients who have received buprencrphine as an analzesic complete analzesia may be restored. It is thought that this effect is 2 result of the arch-
shaped dose-response curve of buprencrphine with decreasing analgesia in the event of high deses. However, reversal of respiratory depression caused by buprencrphine 1=
limited. Severe hvpertsmsion haz been reported on admimistration of naloxone hydrochleride in cazss of coma duee o a clomidine overdoze. Pregnancy and Lactation:
Fregnarncy: The safetyv of this medicmal product for use in human pregnancy has not been establizhed. Animal studies have shown reproduoctive toxicity. The potential rizk for
hornans 1= unknown, tharefore, Pranoxad should not be used during pregnancy unless clearly necazsary. In a pregnant woman who 15 known or suspected to be opioid-dependant,
rizk banefit must be considered bafore Prenoxad Injection 1= admimstersd, smece maternal dependence may be accompaniad by foetal dependence. [ thi= fype of circumstance,
the necnate should be monitored for respiratery rate and signs of opioid withdrawal. Lse in labowr and delivery: Prencead may be admmisterad to mothers during the zacond
staga of lzabour to comrect respiratory deprez=ion canszad by oproids used to provide obstetnical analgesia. It 1= not known if Malomone affects the duraton of labour and/or dalivery.
Breazi-feeding: It 1z not knoon whether MNaloxone 1= excreted in homan milk Becanse many drugs are excrated in human milk cantion should be exercized when Prencxad
Injection is admmisterad to 2 nursing mother. Therafore, breast-fasding should be avoided m the first 24 hours after treatment Effects on ability to drive and nze machines:
Patient= who have recerved Prencxad to reverse the effactz of opioids should be warned to aveld read taffic, operate machinery or enzage 1 other activities demanding phy=ical
or mental exertion for at least 24 hours, smee the effect of the opioids may retum. Undeszirable Effectz: Conzult SmPC for the full izt of undesirable effects. Fary commorn
(=1180): nanzea. Cowonon (21100 1o <110} dizziness, headachs tachveardia, hvpotension, hypertension and cardize arrhyvthmia (incloding ventricular tackyveardia and
fibrillation) have alzo oceurred with the postoperative use of naloxone hydrochlonide. Adverza cardiovaseular effects have cccuwrrad most Fequently in postoparative patients
with a pre-existing cardiovascular dizeaszs or m thoze recelving other drugs that produce similar adverse cardiovascular effects. Vomiting. Postoperative pam. Overdoze: There
iz limited eliniczl experience with Maloxone overdosage in humans. Consult SmPC for manzgament gnidancs. Product Licence Number: FL 12064/0125 Produect Licence
Holder: Aurum Pharmacenticals Ltd, Bampton Foad, Harold Hill, Eomford, Eszsex EW3 83UG. Basiec NHS Price: £153.00 Legal Category: PON. Further information:
Iiartindzle Pharma, Bampton Foad, Romford, EMZ 3UUG. Tel: 01277 266 600. Date of Preparation: April 2023, Job Bag Number: UE-FEEN-47

Adverse events should be reported. Reporting forms and information can be found

at https:/ fyellowcard. mhra.gov.uk/ or search for MHRA Yellow Card
in the Google Play or Apple App Store.

Adverse events should also be reported to Martindale Pharma, an Ethypharm
Group Company. Tel: 01277 266 600. e-mail: drugsafety.uki@ethypharm.com
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SONAR

Case Management System

10th Health and Justice Summit : Building Bridgesin Health and Justice
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John White - th SONAR?

é Y

¢ 2000 — John had served 13 years in the Military in various operations and conflicts and to
this day suffers from PTSD. His situation after leaving the Forces was disposed to

become a “Service User”.
¢ 2014 — All began with the Metropolitan Police Service.

¢ 2015 - Programme CORTISONE.

¢ 2018 — JWPM came into its own.

¢ 2020 — COVID-19 and the start of the journey for SONAR CMS.

¢ 2023 — SONAR will address not only the medical needs but also the social care needs.
This could include Offender Accommodation post release, Probation appointments, Link &
Peer Support to reduce recidivism.

RIGHT PERSON RIGHT INFORMATION BETTER CARE ®\/\

10th Health and Justice Summit : Building Bridges in Health and Justice A WP PRODUCT



Beginnings

4 ) ( )
2012 ThroughTo 2014 December 2015
Metropolitan Police Service Change of Mind
NHS integration in Custody, with a wider awareness of NHS England’s commissioning of police custody
kve’[erans' struggles and healthcare needs. ) kheal’chcare does not go ahead. )

( ) e ) (

Early 2012 Early 2015 Later 2018

JWPM Established MoD launches Project CORTISONE Prison Transformation

Started working with the NHS. Integrating the Armed Forces Healthcare IT Prescribing and administration system
5 ) \with the NHS. J | upgrades and hardware refresh.

RIGHT PERSON RIGHT INFORMATION BETTER CARE ®\/\
/ SONAR

10th Health and Justice Summit : Building Bridges in Health and Justice R JWPM PRODUCT



Need for Change - 2009 to 2023

Lord Bradley - April 2009

“My recommendations... will, | hope, establish a
new baseline of services for the future.
| hope they will ensure that over time offenders
with mental health problems or learning
disabilities are properly identified and assessed,
appropriately sentenced and helped with their
rehabilitation and resettlement...”

Report of the

Independent Review of
Deaths and Serious
Incidents in Police Custody

Rt. Hon. Dame Elish Angiolini DBE QC

\_

Dame Angiolini - January 2017

“NHS commissioning of healthcare in police
custody was due to have commenced in April
2016, but was halted by the Government earlier in
the year.

This report strongly recommends that this policy
is reinstated and implemented.”

J

RIGHT PERSON RIGHT INFORMATION BETTER CARE

10th Health and Justice Summit : Building Bridges in Health and Justice

1)

National Audit Office

REPORT

Improving resettlement
support for prison leavers
to reduce reoffending

Ministry of Justice, HM Prison & Probation Service

SESSION 2022-23
12MAY 2023
HC 1282

\_

NAO - May 2023

“We identified differences in the information
stored in HMPPS's three IT systems which
support the resettlement process.

It was difficult to track the progress of prison
leavers’ resettlement and whether their identified
needs were met.”

J
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SONAR - The Team

We are a team of twelve

Collectively 50 years and more of experience in Health &
Justice

Skills, Knowledge and Experience

Primary Care
Community

Mental Health

Police, Courts and Prison
» Custodial Detention

Expert Knowledge on

» Current Health & Justice IT Systems
* HJIS Programme
. » Others including Community and Mental Health )

RIGHT PERSON RIGHT INFORMATION BETTER CARE ®\/\
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SONAR - Story So Far

Spring 2020 Summer 2022 Late 2023
Work commenced on the design, specification and NHS Digital approved SONAR Custody Portal for SONAR Custody Portal to be deployed to
functionality of SONAR Custody Portal, for use by NHS Smartcards, Patient Demographic Service (PDS) Bedford Crown Court as a proof-of-concept
healthcare professionals in Police Custody and Courts. and Summary Care Record (SCR). in December 2023.

July 2023

SONAR Data Portal
Development completed

2020 2021 2022 2023 2024

( )
April 2021 September 2022 Autumn 2023
Development work commenced Development work commenced SONAR Custody Portal Development work completed.
on SONAR Custody Portal. on the SONAR Data Portal.

SONAR Data Portal to be deployed to 13 prisons across East of
England to Collate, Analysis, Measure, Report and Train on the data
quality of the record keeping in the SystmOne Prison EMR.

SONAR Primary Care Portal Development commenced.

RIGHT PERSON RIGHT INFORMATION BETTER CARE
SONAR

10th Health and Justice Summit : Building Bridges in Health and Justice R JWPM PRODUCT



Principles of an Ideal System

2 SONAR

A JWPM PRODUCT

Tailor-made
for the
Criminal Justice
System
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SONAR - Building the Bridges in Health & Justice
— > (' SONAR Data Portal | ¢ 1

Primary (GP) &
Social Care

The SONAR Data Portal

Originally designed to:

) 0@ [ cusiody ]
Collate, Analyse, Measure and

Report on data quality and KPI

performance.
] Will improve current healthcare
[ Prisons ] [ Courts ] and will enable future
forecasting of healthcare trends
v and needs.
— SONAR Data Portal | {— Sk :

RIGHT PERSON RIGHT INFORMATION BETTER CARE ®\/\
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SONAR - Built So Far

o\
m B
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SONAR - Future Bridges to be Built

Courts
2 Providers

Other
Restorative Justice

Youth Justice

Addiction Services
Prog. CORTISONE

RIGHT PERSON RIGHT INFORMATION BETTER CARE W\
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SONAR - I don't have all the answers.

- What are the key challenges in healthcare IT and data
sharing, within the CJS?

- Can we achieve better outcomes — not only healthcare but
also housing, employment and family ties?

*  How can commissioning support a joined-up system?

«  For England, should NHS England take responsibility for the
commissioning of healthcare in police custody?

- How can the healthcare CJS community help design
systems that work best for practitioners?

RIGHT PERSON RIGHT INFORMATION BETTER CARE W

10th Health and Justice Summit : Building Bridges in Health and Justice A WP PRODUCT



Thank You!

For a chat, for more information, fora demo, please visit our stand or:

jwhite@sonarcms.co.uk
+44(0) 7850020 106
Saxon House, Chelmsford, CM1 THT

WWWw.sonarcms.co.uk

@EINARCMSLtd
SR cMS Ltd

RIGHT PERSON RIGHT INFORMATION BETTER CARE

10th Health and Justice Summit : Building Bridges in Health and Justice
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Central and

North West London
NHS Foundation Trust

Working with Complexity and
Keeping Hope Alive

Dr Frances Maclennan and
Dr Sarah Allen

Health and Justice Summit

1 O " 1 O " 2 O 2 3 Wellbeing for life
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Complexity Central and
North West London

NHS Foundation Trust

« Complexity in the people
« Complexity in the system
— Inthe Long Term High Secure Estate
Traumatised systems
. . . . N Y ’ D
« Complexity in relationships across the system ~“'f’v<?~‘5‘z’sf\\

« Complexity in us )

‘ -

~v}'\‘ 2
S i

Wellbeing for life
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Responses to complexity Central and

North West London

NHS Foundation Trust

Fragmentation
— Primary tasks
— Goals

— Governance

Othering

Hardens prison life

Urge to work in silos

Inhibits creativity, connection and change

Wellbeing for life




. Alternative responses -

North West London

NHS Foundation Trust

« Collaboration and integration across systems
e Cultural curiosity

 Respect

* Relationships

* Flexibility

 Trauma informed systems

e Shared thinking

« Attainability and sustainability?

Wellbeing for life




. Keeping hope alive -

North West London

NHS Foundation Trust

 Meets people where they are at
e Stabilisation

 Progression

 Rehabilitation

 Qutreach

 Formulation driven
 Founded in the relational
« Embedded inthe CJS — Progression is not a separate clinical goal

Wellbeing for life




Flexible funding
Positive risk taking

Energy

Supportive system enabling thinking
Culture carriers

Early success
Playful
Different
Safety

What makes this possible?

NHS

Central and
North West London

NHS Foundation Trust

FINDING
RHYTHMS

Wellbeing for life




OUtC O m ES Central and

North West London

NHS Foundation Trust

|

Fewer segregation episodes
Reduction in violence
Progressive moves

QI project

Anecdotal success — enthusiasm, energy, hope

« Shifting narratives
— View of the men
— View of the staff

« Change in who we are seeing — addressing health inequalities
« Gatecrashing groups!

Wellbeing for life




NHS

Central and

another madness”

“ At last someone is listening”

“This makes a difference”

“The programme has given me some hope”
“If you and the team, ever question why you
are here... remember you have given me hope,
change and self-belief”

“l have never been the person on the stage
being clapped until last week”

“We had a wonderful celebration — it
really was a boost and encouragement
for all of us! | hope it is both the little
moments and the big moments that
help us make prison a transformative
experience for the men in our care
(and the staff!!)”

Wellb - [ife



. OUtCO m ES Central and
North West London

NHS Foundation Trust

* Four high quality albums

FINDING
, [RifYTHMS

FINDING
o [RHYTHMS

Wellbeing for life
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An exploration of food in
prison by the Pentonville
Prison Art Group

Guy Atkins
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“They say a picture speaks a
thousand words. If only my taste
buds could paint a picture.”

Ahmed M



Download ‘We Are What We Eat’ from
https://www.museumoflondon.org.uk/discover/
we-are-what-we-eat-food-prison

or email me at guyatkins@gmail.com
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The Place of Prison Mental Health

Services in the National Model of
Care

Harry Kennedy, Professor of Forensic Psychiatry, Trinity College Dublin;
Hon. Skou Professor of Forensic Psychiatry, University of Aarhus, Denmark;
Hon. Visiting Professor of Forensic Psychiatry, University of Bari ‘Aldo Moro’, Italy.



The Place of Prison Mental
Health Services in the National
Model of Care

How we deliver planned purposeful health services is increasingly set out in written, structured models of
care. Goals, pathwaysand processes, treatment delivery and evaluation are the four essential elements of a

model of care.

The history of forensic psychiatry and mental health in prisons is currently in the form of custom and practice
shaped by reports, commissions and inquiries dating back to Butler amongst many.

What has been achieved? For prisons, the emphasis has been almost exclusively on diversion. But the
incidence and prevalence of severe mental illnesses in prisons remains unchanged or incressed.

What is the situationin other countries?

What is the de facto ‘custom and practice’ model of care for psychiatricand mental health services in prisons
now?

What should it be for the future?

Trinity College Dublin, The University of Dublin



Models of Care: definition

— A “Model of Care” broadly defines the way health
services are delivered. It outlines best practice care
and services

— for a person, population group or patient cohort as

they progress through the stages of a condition,
injury or event.

— Itaims to ensure people get the right care, at the
right time, by the right team and in the right place

— Oftenincludesa ‘logic model’ relating inputs
(resources) to ‘outputs’ (health gains)

NSW Agency
for Clinical
Innovation

Understanding
the process to develop

a Model of Care

An ACI Framework

NEMHS

National Forensic
Menlal Health Service



A National Model of Care?

g Rialtas na hEireann :
WA Government of Ireland
M- -

Implementation Plan
2022-2024

Sharing the Vision

A Mental Health Policy for Everyone

Trinity College Dublin, The University of Dublin



Model of Care

— 13,000 words

— Plain English National Forensic
— To be read by all staff e.g. during induction Mental Health
Services

Model of Care

— All policies, procedures and guidelines must be
compatible

— All parts of the system are inter-dependent

— “If you can’t measure it, you can’t see it or it
doesn’t exist” Chris Webster

— Not a brochure for patients or their families

— Not a contract document

Trinity College Dublin, The University of Dublin



Model of Care

1. Goals not Principles

2. Pathways and processes

3. Treatments

4. Evaluation and logic models

Trinity College Dublin, The University of Dublin



History of current custom and
practice in prison psychiatric /
mental health services

Victorian inquiries

Glancy & Butler (1975) — medium secure units
Reed (1992) — diversion

Trinity College Dublin, The University of Dublin



A Time of Change

Psychiatry or mental health?
Psychiatry or neurology?
Psychiatry or metabolic medicine / gerontology?

Trinity College Dublin, The University of Dublin



Goals

To divert everyone with a severe mentalillness from the criminal justice system
to mental health services

even if the offending is not related to severe mentalillness?
even if mental responsibility is not reduced
Personality disorder?
Substance misuse and intoxication?
Too vulnerable for prison
too disruptive for prison?
Mental illness is not ‘severe’?
mental illness is not treatable?

Trinity College Dublin, The University of Dublin



Diversion as primary goal for a model of psychiatric care in
prisons....

Has Failed

Trinity College Dublin, The University of Dublin
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In addition, we found no differences in depressionrates between men and women, detainees (or

remand) and sentenced prisoners, or other study characteristics that may have explained
SeenaFazel and heterogeneity.

Katharina Seewald 2018

Theoverall prevalences of 3.7% of male and female prisoners with a psychotic iliness, and
11.4%with major depression have not materially changed sincea 2002 review based on 56
publications of mentalillness

Trinity College Dublin, The University of Dublin


https://www.cambridge.org/core/journals/the-british-journal-of-psychiatry/article/severe-mental-illness-in-33-588-prisoners-worldwide-systematic-review-and-metaregression-analysis/18239F7903DAB0571892799999C58F33
https://www.cambridge.org/core/search?filters%5BauthorTerms%5D=Seena%20Fazel&eventCode=SE-AU
https://www.cambridge.org/core/search?filters%5BauthorTerms%5D=Katharina%20Seewald&eventCode=SE-AU

The pooled percentage for psychotic disorderwas 3.6% [95% confidence
interval (CI) 3.0—4.2%], for affective disorder4.3% (95% CI 2.1-7.1%), for
alcohol use disorder28.3% (95% CI 19.9-37.4%)), for substance use
disorder50.9% (95% CI 37.6—64.2%)

Trinity College Dublin, The University of Dublin
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Severe mental illness and substance use disorders in prisoners in low-
income and middle-income countries: a systematic review and meta-
< analysis of prevalence studies

Gerg0 Baranyi, MPH « Carolin Scholl, MSc « Seena Fazel, FRCPsych « Vikram Patel, PhD « Stefan Priebe; FRCPsvch «
Adrian P Mundt, PhD &

Trinity College Dublin, The University of Dublin



We identified 23 publications reporting prevalence estimates of
severe mental illness and substance use disorders for 14 527
prisoners from 13 LMICs. In this population, the estimated pooled 1
year prevalence rates for psychosis were 6-2% (95% Cl 4-0-8-6),
16-0% (11-7-20-8) for major depression, 3-8% (1-2-7-6) for alcohol
use disorders, and 5:1% (2:9-7-8) for drug use disorders. We noted
increased prevalence at prison intake and geographic variations for
substance use disorders. For alcohol use disorders, prevalence was
higher in the southeast Asian region than in the eastern
Mediterranean region; and drug use disorders were more prevalent
in the eastern Mediterranean region than in Europe. Prevalence
ratios indicated substantially higher rates of severe mental illness
and substance use disorders among prisoners than in the general
population (the prevalence of non-affective psychosis was on
average 16 times higher, major depression and illicit drug use
disorder prevalence were both six times higher, and prevalence of
alcohol use disorders was double that of the general population).

Trinity College Dublin, The University of Dublin



Scientific Modelling in Clinical
Practice

Trinity College Dublin, The University of Dublin



2. Covid-19, SARS-CoV-2 and The
Emergency.

Trinity College Dublin, The University of Dublin
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16 March 2020 Imperial College COVID-19 Response Team

Impact of hon-pharmaceutical interventions (NPIs) to reduce COVID-

19 mortality and healthcare demand

Neil M Ferguson, Daniel Laydon, Gemma Nedjati-Gilani, Natsuko Imai, Kylie Ainslie, Marc Baguelin,
Sangeeta Bhatia, Adhiratha Boonvyasiri, Zulma Cucunuba, Gina Cuomo-Dannenburg, Amy Dighe, llaria
Dorigatti, Han Fu, Katy Gaythorpe, Will Green, Arran Hamlet, Wes Hinsley, Lucy C Okell, Sabine van
Elsland, Hayley Thompson, Robert Verity, Erik Volz, Haowei Wang, Yuanrong Wang, Patrick GT Walker,
Caroline Walters, Peter Winskill, Charles Whittaker, Christl A Donnelly, Steven Riley, Azra C Ghani.

On behalf of the Imperial College COVID-19 Response Team

WHO Collaborating Centre for Infectious Disease Modelling
MRC Centre for Global Infectious Disease Analysis

Abdul Latif Jameel Institute for Disease and Emergency Analytics
Imperial College London

Correspondence: neil.ferguson@imperial.ac.uk

Summary

The global impact of COVID-19 has been profound, and the public health threat it represents is the
most serious seen in a respiratory virus since the 1918 HIN1 influenza pandemic. Here we present the
results of epidemiological modelling which has informed policymaking in the UK and other countries
in recent weeks. In the absence of a COVID-19 vaccine, we assess the potential role of a number of
public health measures — so-called non-pharmaceutical interventions (NPIs) — aimed at reducing
contact rates in the population and thereby reducing transmission of the virus. In the results presented
here, we apply a previously published microsimulation model to two countries: the UK (Great Britain
specifically) and the US. We conclude that the effectiveness of any one intervention inisolation is likely
to be limited, requiring multiple interventions to be combined to have a substantial impact on
transmission.
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Figure 3: Suppression strategy scenarios for GB showing ICU bed requirements. The black line shows the
unmitigated epidemic. Green shows a suppression strategy incorporating closure of schools and universities,
case isolation and population-wide social distancing beginning in late March 2020. The orange line shows a
containment strategy incorporating case isolation, household quarantine and population-wide social
distancing. The red line is the estimated surge ICU bed capacity in GB. The blue shading shows the 5-month
period in which these interventions are assumed to remain in place. (B) shows the same data as in panel (A)
but zoomed in on the lower levels of the graph. An equivalent figure for the US is shown in the Appendix.

DOI: https://doi.org/10.25561/77482 Page 10 of 20

Trinity College Dublin, The University of Dublin




16 March 2020 Imperial College COVID-19 Response Team
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Figure 4: lllustration of adaptive triggering of suppression strategies in GB, for Ro=2.2, a policy of all four
interventions considered, an “on” trigger of 100 ICU cases in a week and an “off” trigger of 50 ICU cases. The
policy is in force approximate 2/3 of the time. Only social distancing and school/university closure are
triggered; other policies remain in force throughout. Weekly ICU incidence is shown in orange, policy

triggering in blue.

Trinity College Dublin, The University of Dublin
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Number of psychiatric in-patients and
prisoners in Ireland, 1963-2003

Kelly B. Penrose’s ‘Law’ in Ireland: An Ecological Analysis of Psychiatric
Inpatients and Prisoners. Ir Med J. 2007 Feb;100(2):373-4

Trinity College Dublin, The University of Dublin
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C O’Neill et al

Trinity College Dublin, The University of Dublin



Endemic modelling

An infectious disease is said to be endemic when it can be sustained in a
population without the need for external inputs. This means that, on
average, each infected personis infecting exactly one other person (any
more and the number of people infected will grow sub-exponentially and

there will be an epidemic, any less and the disease will die out). In
mathematical terms, that is:

R,S =1.

Trinity College Dublin, The University of Dublin



Ultra High Risk of Psychosis

Pat McGorry et al, Origen Service, Melbourne
Stage schizophrenia in the way that oncologists stage cancer
Stage 0 = ultra high risk — intervene to prevent or at least

defer onset.
All research concerns ‘help-seekers’

Trinity College Dublin, The University of Dublin
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Flynn et al. BMC Psychiatry 2012, 12:100

http://www.biomedcentral.com/1471-244X%/12/100 BMC

Psychiatry

RESEARCH ARTICLE Open Access

Ultra high risk of psychosis on committal to a
young offender prison: an unrecognised
opportunity for early intervention

Darran Flynn', Damian Smith', Luke Quirke', Stephen Monks' and Harry G Kennedy "

Abstract

Background: The ultra high risk state for psychosis has not been studied in young offender populations. Prison
populations have higher rates of psychiatric morbidity and substance use disorders. Due to the age profile of
young offenders one would expect to find a high prevalence of individuals with pre-psychotic or ultra-high risk
mental states for psychosis (UHR). Accordingly young offender institutions offer an opportunity for early
interventions which could result in improved long term mental health, social and legal outcomes. In the course of
establishing a mental health in-reach service into Ireland’s only young offender prison, we sought to estimate
unmet mental health needs.

Methods: Every third new committal to a young offenders prison was interviewed using the Comprehensive
Assessment of At-Risk Mental States (CAARMS) to identify the Ultra High Risk (UHR) state and a structured interview
for assessing drug and alcohol misuse according to DSM-IV-TR criteria, the Developmental Understanding of Drug
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Trinity College Dublin, The University of Dublin



Conjecture

Psychosis in sentenced prisons is a stable equilibrium R,S=1

Trinity College Dublin, The University of Dublin



Conjecture

Psychosis in sentenced prisons is a stable equilibrium R,S=1
Psychosis prevalence in prisons is the equilibrium between susceptibility (UHR)
and exposure to

Trinity College Dublin, The University of Dublin



Conjecture

Psychosis in sentenced prisons is a stable equilibrium R,S=1

Psychosis prevalence in prisons is the equilibrium between susceptibility (UHR)
and exposure to

(a) Intoxicants — cannabis, stimulants, others

Trinity College Dublin, The University of Dublin



Conjecture

Psychosis in sentenced prisons is a stable equilibrium R,S=1

Psychosis prevalence in prisons is the equilibrium between susceptibility (UHR)
and exposure to

(a) Intoxicants — cannabis, stimulants, others

(b) Violence threat of violence (which is also related to drugs in prison

Trinity College Dublin, The University of Dublin



Conjecture

Psychosis in sentenced prisons is a stable equilibrium R,S=1
Psychosis prevalence in prisons is the equilibrium between susceptibility (UHR)

and exposure to

(a) Intoxicants — cannabis, stimulants, others

(b) Violence threat of violence (which is also related to drugs in prison
Diversion cannot reduce it

Trinity College Dublin, The University of Dublin



Conjecture

Psychosis in sentenced prisons is a stable equilibrium R,S=1

Psychosis prevalence in prisons is the equilibrium between susceptibility (UHR)
and exposure to

(a) Intoxicants — cannabis, stimulants, others

(b) Violence threat of violence (which is also related to drugs in prison
Diversion cannot reduce it

Trinity College Dublin, The University of Dublin



SCREENING AT POINT OF RECEPTION

The major intervention should be education about drugs
and alcohol.

A drug-free environment is essential —

A violence free environment is essential

Mental health education, motivational counselling and cycle
of change work

Prevent homelessness on release.

Community follow-up programmes — social care.
Interventions for UHR

Trinity College Dublin, The University of Dublin



A right to a drug-free environment for those who want it.
A duty of care to all — prevent deaths from accidental overdose.
A progressive programme -

— Culture change by ‘nudging’ — prevent spread of misuse and
addiction

— Incentivise those who volunteer for a drug-free wing — privileges,
remission.

— Prosecute those who bring drugs in.
— Secure perimeters.
— Closed visits

Drug Free Prisons

Trinity College Dublin, The University of Dublin



. Screening: Are all new remands screened on committal? How long does

it take?
. Identification: Identify major mental illness in keeping with expected
rates?

. Diversion: s healthcare arranged in appropriate locations? How long
does it take? Is this the best use of resources?

. Efficiency: Ratio of assessments to psychosis cases and diversion
outcomes

. Acts of Self Harm: Data collection and audit

. Risk-Need Responsivity: Are diversion outcomes appropriate in terms of
risk and clinical need?

. Mapping: Are all patients accounted for? “Counting in, counting out”.

Outcome Standards:



Health services are not an alternative to criminal justice
(don’t medicalise normality).

Diversion for all mentally ill is not possible; diversion for
severe mental illness has failed.

An opportunity for public health interventions aimed at
screening and active engagement in a high risk group

An obligation to ‘nudge’ towards mental health
A duty of care to keep safe from drug use and drug culture
(preventing death by accidental overdose and suicide)

Preventing schizophrenia is NOT on offer in the present state
of knowledge, but lessening the disability is.

Juvenile Justice: an opportunity and a duty of care

Trinity College Dublin, The University of Dublin



Pathways 1

Psychiatry will merge back into neurology, metabolic medicine, public health,
primary care. Value: excellence — continuously improving outcomes.

Mental Health Legislation progressively raises the threshold for involuntary
detention and treatment.

Mental Health Legislation makes it progressively less easy to prevent violence by
means of restrictive practices — seclusion, restraint, medication without consent.

Secure hospitals have lower staff to patient ratios, lower skills mix and more
violence by patients against patients and by patients against staff.

Secure hospitals are filling with long term slow-stream patients. Quality of life
not better outcomes.

Trinity College Dublin, The University of Dublin



Pathways 2

Prisons — never more populous. Value good order and discipline.

Decades of diversion have not reduced the prevalence of psychosis, drug misuse
or rates of suicide.

Prisons have lower staff to patient ratios and higher rates of violence by inmates
against inmates and by inmates against custodial staff.

Trinity College Dublin, The University of Dublin



Precision medicine and
personalised medicine:
Excellence and hope

At Risk Mental States — staging
Drug Induced Psychoses— largest effect sizes.
Schizophrenia and bi-polar disorder — scientific progress for hope

Neurodegenerative disorders — Genetic e.g. Huntington’s, Alzheimer’s, Vascular Cognitive

Impairment, Parkinsonism, Post-viral / retroviral, Post-concessional, Alcohol related, drug-
related

Trinity College Dublin, The University of Dublin



Reformed Prisons

Violence free

Drug free

Address psychological and personal resilience

Motivational work to end cycles of domestic violence
sobriety

education and occupational training

Culture and dignity — e.g. New Zealand & Canada first nations projects — for all

Trinity College Dublin, The University of Dublin



Future Prison Model of Care:
Goalsvfor a model of care

Respect for rights and dignity
Intoxicant free

Violence free
Restore normal life expectancy and general health
Build resilience — self-actualisation and self-transcendence

Trinity College Dublin, The University of Dublin

e e



Future Prison Model of Care:
Pathways

1. Stratified therapeutic security to prevent violence
2. Incentivise sobriety and peaceful behaviour

3. Divert to psychiatric services only for acute treatment — then return to safe ‘landing
pads’ and fixed tariffs

4. Divert to community measures only while successful—sober / clean, non-violent,
adherent to conditions.

5. Dangerous offenders dealt with under criminal law, not mental health law.

Trinity College Dublin, The University of Dublin



Future Prison Model of Care:
Treatment

1. Psychiatric treatment will be increasingly biological and successful
— for mental illnesses.

2. Psychological treatments must be goal directed and must
demonstrate effectiveness.

3. Social supports are the bed rock of any treatment plan — housing
first, sober / clean, primary care and benefits, education and

occupational training

Trinity College Dublin, The University of Dublin



Future Prison Model of Care:
Evaluation

Logic model

— Resources in, health gains out
- Resources in, social gains out?

Trinity College Dublin, The University of Dublin



Hermes, the messenger

Hermenoia —
blaming the messenger!
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