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Health and justice: what’s 
happening?

What is coming over the wall?

What is going out of the gate?

What is under the radar?
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Health and justice environment

Patients

Politics

Providers

Populations

Pressures
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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
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Together we have achieved so much
to improve access to equitable healthcare

Strategy and workforce

H&J Clinical Reference 

Group (CRG)

Inclusive workforce

Funding

Well established CRG 

with refreshed 
membership

In line with NHS England 

transformation agenda

Funding for prisons has increased circa 9% over the last 3 years

2 year inclusive workforce programme to 

support regions tackle unprecedented 
workforce demands

Focus on promoting health and justice clinical roles and 

supporting recruitment of individuals with lived experience

3 year work programme 

across key areas

Aims: reduce 

inequalities, reoffending, 
improve continuity of 
care and transitions

Children and young people secure estate (CYPSE)

Framework for integrated 

care vanguards

Healthcare standards for 

CYP in secure settings

12 vanguards have started to 

receive referrals

Total of 3,348 referrals since 

April 22 (3148 accepted)

Refreshed this year

Framework for Integrated Care in 

the Community response to long 
term plan

NHS England core outcome based specifications benchmarked 

by these standards, have also been refreshed and are due for 
publication. 
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Together we have achieved so much
to improve access to equitable healthcare

Non-custodial

Courts healthcare and 

prison custody

Mental Health Treatment 

Requirements (MHTRs)

Liaison and Diversion

RECONNECT

Sexual assault services 

commissioning 

Enhanced peripatetic service now available  

in most criminal court cells 

Bi-annual review of prison healthcare national service 

specification nearly complete

82% coverage across 

England

Investment has risen from £1.0m to 

£7.2m over the last 3 years, with 
further investment due in 2023

80% coverage of primary care MHTR 

programme across England’s population
Programme on track for 100% coverage by summer 

2024

Delivering specialisedpathways of care for several different cohorts, 

including women, children and young people and veterans

Enhanced mental health pathfinders continue to 

be rolled out across regions
Aim for at least one site per region by the end of 2024

Embedded peer support 

Embedded peer support
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Together we have achieved so much
to improve access to equitable healthcare

Custodial

New Prisons - Prison 

Expansion 
Programme (NPPE) 

Medicine and 

vaccines

Substance misuse

Immigration removal 

centres (IRCs)

Mental health (MH) 

and neurodiversity 
(ND)

Government funding £4bn+ 

creating 22,000 additional prison 
places by mid to late-2020s 

Equitable, population health-based 

approach to the programme 
working with Government

Expansion of IRC estate 

requires additional planning 

Working with colleagues across the NHS 

including primary care to plan and manage 
care for those arriving on small boats

Autumn COVID vaccination 

programme underway and aligns 
with the community programme

COVID treatments for high risk 

detained people continue to be 
accessed via ICB-led services

Work progressing since 

October 2022, supported 
by an additional £21m

Prison programmes have 

benefitted from £7m 
additional funding

For MH, ND and 

trauma informed 
care pathways

Operation Safeguard 

impacting on IRC population

Priority 3: Improve continuity of care 

and alignment with RECONNECT for 
people leaving prisons

Ensuring healthcare facilities within 

new prison builds are fit for purpose 
and meet NHS regulations 

Work to enable buprenorphine within 

recovery pathways and other opioid 
substitute options by March 2024

Priority 2: Targeted 

support for those 
with complex needs

Priority 1: Need 

to improve early 
screening

To support the workforce 

meet the needs of these 
pathways/cohorts

To support meeting 

recommendations of Centre 
for Mental Health report
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Health and justice workforce – a hidden asset
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Levelling up: providing quality to deliver equitable care

Reducing 

health 

inequalities 

Opportunity

to address unmet 
healthcare needs 

Reduce the health gap 

between people in secure and detained 
estates and the wider population

Provide equivalence of care 

that is available in the community
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Coproduction Best 
practice

Resilient

Evidence  

based

Respected 
partners

Retained
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Thank You

@nhsengland

company/nhsengland

england.nhs.uk
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Forensic CAMHS NI – South 
Eastern HSCT

Dr Phil Anderson
Consultant Forensic Psychiatrist

Forensic Child and Adolescent Mental 
Health Service for Northern Ireland 
[FCAMHSNI], South Eastern HSCT



A Profile of Referrals Made to the 
Forensic Child and Adolescent 

Mental Health Service for NI 
(FCAMHSNI) – A Five Year Cohort 

D R  P H IL  AN D E R S O N  – C O N S U L T AN T  P S YC H IAT R IS T  F C AMH S N I  ( S E  T R U S T )

D R  F R AN C E S  C AL D W E L L  - F O R E N S IC  P S YC H O L O G IS T F C AMH S N I  ( S E  T R U S T )

D R  C O L M W AL S H  – Q U E E N S  U N IVE R S IT Y B E L F AS T



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 management in 
recruitment) and admin



Regional CAMHS Stepped Care Model

The Forensic Element

Where do we sit?



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)







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

• 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]

• 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]

• 25% of young persons who offend have low IQs of less than 70 [Newman, 2016]



CONTEXT - NHS England FCAMHS Review 
and Wales FACTS review
LANE ET AL, (2023) STUDY OF 13 FCAMHS 
SERVICES IN ENGLAND 

▪1406 referrals 

▪26% of referrals led to direct case input in 
terms of assessment or therapeutic 
intervention

▪50.9% had experienced/witnessed multiple 
traumatic events 

▪30% were looked after children

▪26.5% diagnosis of autism

▪28% ADHD

KABELIC ET AL (2022) – 5 YEAR COHORT STUDY OF 
REGIONAL FORENSIC ADOLESCENT CONSULTATION 
AND TREATMENT SERVICE [FACTS] IN WALES

▪80 Referrals

▪Referrals exclusively had indirect consultative 
case input

▪44% had experienced/witnessed 4 or more 
traumatic events

▪69% were with birth family, 10% in other family 
arrangements, 30% in social care 
accommodation

▪26% diagnosis of autism

▪44% diagnosis of ADHD



Aims
▪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

▪Data includes 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

CAMHS, 34%

Social Services, 29.20%

Youth Justice, 17%

Secure Care, 

17.90%

Other, 1.90%

CAMHS Social Services Youth Justice Secure Care Other



Referrals by HSCT

Belfast, 20%

Northern, 17.10%

Southern, 
12.40%

South Eastern, 28.60%

Western, 21.90%

Belfast Northern Southern South Eastern Western



Presentations
▪Overall 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 issues and mental health 
comorbidity was statistically significant X2(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 
violence 

NI does not currently have such an approach

This evaluation supports the needs for such an 
approach and reflects the needs and risks of 
our young people as being potentially higher 
and more complex



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]





Thank you!
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Health & Justice

Emma Sweet
Lived Experience Lead 
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Head of Better Outcomes for 
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The National Women’s 
Prisons Health and Social 
Care Review – an early 
preview

October 2023
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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 national review

Commissioned by NHS England in partnership with 

His Majesty’s Prison and Probation Service (HMPPS)

Aims:

• To further improve health and social care outcomes and experience for 
all women in prison in England and upon their release

• Reduce health and social care inequalities

• Ensure equity of access
• To help improve the commissioning of health services and quality of care 

for women
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Core approach

Women 
with lived 

experience

Partnership  between HMPPS and NHS England

Equal partnership between professionals and lived experience

Development of strategic recommendations shared between 
NHS England and HMPPS

Reliance on voluntary sector and local authorities to inform 
and advise
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How?

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

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

Bespoke literature review that included a review of all existing health needs assessments, data analysis, 
inspection outcomes and related strategy and policy documents 
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Main findings

Main finding 1:

8 main findings and strategic recommendations

Health 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 
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.
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Overarching themes

Partnerships and 
Governance

“I was going to get an abortion – I 
didn’t know about MBUs. A few 
weeks in, healthcare came over 
and said we needed to get me 
ready for an MBU Board. I was 
like “OMG, can I keep my baby?!”

Communication Workforce

“I didn’t understand what the doctor 
meant. He tried to put me on these 
tablets, but didn’t tell me what 
they were for, so I stopped taking 
them.”

“It’s a shock when they say, you can’t 
have that (medication), no one 
really takes the time to explain, 
it’s just stopped – the withdrawal 
can be hard.”

“St Giles family worker/support have 
been amazing with me. I can't 
thank the ladies enough.”

“The chaplaincy are the ones who 
provided me the most support. I’ll 
be forever grateful for them.”

“The staff here are good, healthcare 
work hard and try their best. You 
feel looked after and that people 
care.”

“I’m lucky, my key worker is brilliant 
and has helped me get a job to get 
me out of my cell and always has 
time for me. Gym staff give as 
much support as they can.”
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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 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.

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.

1

2

3

4
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Picture by a woman from HMP Drake Hall
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Thank You



Sarah Hume
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Enda Kelly
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10th Annual Health & Justice Summit
Belfast, Oct 2023

From Protectionism to Progress

Enda Kelly, National Nurse Manager, Irish Prison Service

Sarah Hume, Acting Head of Psychology, Irish Prison Service



The Prompt for Change: Self Harm & 

Suicidality
Meaningless data

Risk responsibility 

Polarisation
Common goal / 

different approach

Tension

Conflict Low resources

Problem 
perpetuates

Shared cost



Where did we start?

Raised
problem at 

NSHPSG

Establish 
Working 
Group

Establish
Shared 

Vision/Goals

Commit to 
action

Deliver 
solution

Engaged
external 

stakeholders 
(NOSP/NSRF)





Typology

Contributory Factors

Intent

Quarterly 
review of data

Severity

Infographics

History

When, where

Annual report Research

What was the outcome?



https://www.nsrf.ie/strategic-research-

clusters/the-self-harm-assessment-

and-data-analysis-sada-project/



SILO 
WORKING

No 
Communication 

Unfair 
distribution

of work

O
ffice politics

Fe
ar

 o
f m

er
gi

ng
 o

r l
os

in
g 

pr
of

es
si

on
al

 id
en

ti
ty

Poor 
engagement 

Tasks duplicated 
across teams

Poor trust/respect 
between services 

Tension/conflict

Common goals/
different agendas 

Self serving

Competitiveness/
rivalry 

Protectionism

Poor engagement 

Work against 
each other



Food and/or Fluid refusal

Risk
responsibility

Late 
notification

Poor 
communication

Three separate 
policies

No 
information 

sharing

Common goal Low resources

Different
approaches

Shared cost



Ways we overcame challenges:

Maximise 
Resource

One weekly multi-agency meeting 

Share the load

External stakeholders

Information sharing

Shared formulation & approach

Joint policies

Engagement

Upward feedback & ongoing 
review

Reinforce
high value

Improve contact between 
managers

Early involvement of all services

Joint decision making

Good Mentalisation!







Common Unmentalized Cognitions (Other)

He/she wants to control me / take over

This is him/her being superior or knows better

He/she is empire building

People promise things but don’t do them

He/she is only trying to exert power and control

Others want to exploit me / me to do all the work

He / she is passing the buck

He/she thinks I am lazy or don‘t care about the clients/patients

He/she doesn‘t value my opinion 

He/she is blaming me



Mentalisation in action:

Non mentalizing
Interactions

Mentalizing
Formulation Sensitive 

Attunement between 
managers

Broadcasting 
intentions

Explicitly and 
proactively 
mentalizing

and checking 
the teams



Lessons learnt:

Involvement of 
‘front line’ staff at 

outset

Engaged earlier 
with external 

agencies

Informal ‘non 
threatening’ 

contact between 
teams

Plan for 
sustainability



Ongoing Challenges:

Lack of resources 

Miscommunication/
misunderstandings

Trust easily set back
Collaboration 

promotes threat of 
merging

Staff turnover

Sustainability



Ongoing Challenges:
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HMP Featherstone

Drug Recovery Wing – The Junction 

Health in Justice 

Prescribing information can be found at the end of the presentation 

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

Date of preparation:  Sept 23

https://yellowcard.mhra.gov.uk/
mailto:drugsafety.uk@ethypharm.com


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.



HMP Featherstone – Background - KEJ
PS stats – how the prison was / challenges / staffing 
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Service impact

• High number of Code Blues

• Use of Naloxone at a code blue

• Refresher training for Naloxone / 

opiate overdose?

• 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 

• Strong Leadership- to steer the direction of the unit

• Good Management- to oversee and support daily practice

• Empowered and actively involved prisoners.

• Competent, supportive and actively involved staff.

• Promoting safety and security.

• Enhancing care and wellbeing.

• Enabling environments with a strong rehabilitative culture.

• 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. 
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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

81

• Sam’s role on the DRW

• Delivering structured interventions

• The DRW community



Peer support - Sam

82

• The importance of peer support on the DRW

• Building networks with community support and 
having key speakers come in



Successful stories and outcomes – Mark and Sam
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Our Naloxone mission - KEJ
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Thank you
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Morning Break, Networking 

& Refreshments



Kate Davies CBE
National Director for Armed Forces, Health and Justice 

and Sexual Assault Services - NHS England

Chairs Mid-Morning Address



Headline Sponsor Plenary

Dr Varinder Panesar-Talbot
Consultant Forensic 
Psychologist - HMP 

Wandsworth, Oxleas NHS 
Foundation Trust

Hannah Ronald
Head of Safety

HMP - Wandsworth

Jessica Bosi
Custodial Manager of 

Safer Custody - HMPPS



HMP Wandsworth’s 
Segregation: A Trauma-
Informed Approach
Gov. Hannah Ronald – Head of Safety

CM Jess Bosi – Custodial Manager of Safer Custody

Dr Varinder Panesar-Talbot – Consultant Psychologist 



“Inmates going weeks without time outdoors in overcrowded and rodent -
infested prison, report finds”

“Wandsworth prison break highlights chronic staffing shortages and lack of training in the service”

HMP Wandsworth



HMP 
Wandsworth 



The Context 

Cat B/C men’s local prison

Built in 1851 designed for 1000 men, current op cap. 1628

Remand prison, over 100 new prisoners a week

Almost 50% of population: immigration, deportation, repatriation, extradition cases 

1700 arrivals with self-harm history in last year

50% estimated to be neurodiverse 

90% estimated to have substance misuse or mental health needs

Around 70 open ACCTs 



The Segregation Unit

Houses 22 prisoners

All single cells 

Basement – E1

Historically a place of punishment where prisoners have no contact with others

Dedicated staff group – 1 CM, 2 SOs, 12 officers 

Separate exercise yard

Limited access to off-unit activities 



The Segregation 
(according to 
staff)

• Manic, fast-paced, very stressful, challenging 
prisoners

• I get mood swings, sleepless nights, I don’t want 
to engage with others when I leave work, I’m 
more angry, more aggressive, have a shorter fuse

• Lack of support from management, feels like I’m 
just a number

• A headfuck dealing with people we’re not trained 
to deal with, we’re not mental health nurses 

• We get to go home and have a drink, the 
prisoners don’t

• I don’t think we’re making much of difference 
here, I’m looking for other jobs

• I’ve been injured so many times, I’ve had a few 
broken bones, I wanna say it’s normal but it’s not



The Segregation 
(according to 
prisoners)

• It’s fucking shit, food portions are shit, 
regime is shit, staff are alright but some of 
them are dickheads

• It’s a cross between a madhouse and a 
funhouse, a nursery but prison, it’s better 
than most segs – vapes, canteen, extra 
food, a regime even when the prison is in 
lockdown 

• Getting stuck here is bad for your mental 
health

• A dungeon, all artificial light, no good for 
you, and the rats – they’re everywhere 



Trauma is widespread 



We can (inadvertently) re-traumatise those in our care 



Trauma affects the core of our functioning 



Repeated, 
prolonged, 

chronic 
adverse 

experiences  
EMOTIONS

self-attunement overwhelm
Suppression                        regulation 

dissociation

BODY 

conditioning re-experiencing
hypoarousal
hyperarousal

disconnection

THOUGHT
attention concentration                             

attribution      beliefs     threat focus

SELF

Self-worth identity
self-alienation fragmentation

fearfulness

mentalisation
hypervigilance
connection

Relationships 

with others

SYMPTOMS

Physical health needs
Substance misuse

Emotional dysregulation
Instability 
Self-harm
Avoidance

Chronic pain
Hallucinations

Delusions
Eating disorder
Domestic abuse

Control
homelessness

DIAGNOSIS



PTSD versus Complex/Developmental Trauma

PTSD COMPLEX/DEVELOPMENTAL TRAUMA

Single event/ series of events over a short period of 
time

Series of events that repeatedly occurred over an 
extended period of time; traumatic events start at 
young age; trauma occurs in the context of close 
relationships; pervasive

Unpredictable Predictable

Fear Shame

Specific Generalised

Restoration of healthy self Creation of healthy self



Suffering Inside

Created by a prisoner at HMP Pentonville



Trauma can be misunderstood or altogether missed



The divisions between services do not exist within people



Our service systems have evolved without trauma in mind 



So, what can we do? (i.e., to become trauma-
informed) 

We can recognise and actively avoid re-traumatisating practices 



We can use our human capacities 



We can maximise people’s capabilities 



We can work together 



We can use the science instead of falling back on assumptions & old ways 



We can challenge the status quo 



Our Segregation: What we’ve started

A needs-led regime

Reintegration planning

Integrated working – MDT presence in GOOD reviews, CSiP reviews with healthcare 

Investing in staff – reflective practice, upskilling, management 

Risk-assessed structured activity 

In-cell laptops

Key working 



The Barriers

• Managing expectations – changing culture is the 
long game!

• An old, Victorian prison – physical environment 
foundation is archaic

• Old prison, also old attitudes 

• Never enough resource to match need

• Prison officer training 

• Remand nature 

• Population nature 

• Not meeting needs of young adults 



What next?

Safer Custody Nurse 

An ESS-type service 

A Neurodevelopmental needs pathway 
including ND unit 

Wider key working 

Improved complex case management 

Scaling up 



Big 
mountain, 
small steps

• Relationships shape our 
experiences

• Our brains change through 
these experiences 

• Every interaction matters 

• Marginal gains, small wins 

• It has to be a whole-prison 
approach otherwise we 
burn out



Headline Sponsor Plenary



SONAR 
Case Management System

John White – Founder & CEO

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



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

RIGHT PERSON RIGHT INFORMATION BETTER CARE

Agenda

Why SONAR?

Beginnings

Need for Change –
2016 to 2023

SONAR – The Team

SONAR - Story So Far

Principles of an Ideal 
System

SONAR – Building the 
Bridges in Health & 
Justice

SONAR – Built So Far

SONAR – Future 
Bridges to be Built

SONAR – I don’t have 
all the answers.



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

RIGHT PERSON RIGHT INFORMATION BETTER CARE

John White – Why SONAR?

• 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.



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

RIGHT PERSON RIGHT INFORMATION BETTER CARE

Beginnings

2012 2013 2014 2015 2016

Early 2012

JWPM Established 

Started working with the NHS.

2012 Through To 2014

Metropolitan Police Service 

NHS integration in Custody, with a wider awareness of 
veterans’ struggles and healthcare needs.

Early 2015

MoD launches Project CORTISONE

Integrating the Armed Forces Healthcare IT 

with the NHS.

2017 2018

Later 2018

Prison Transformation

Prescribing and administration system 
upgrades and hardware refresh.

December 2015

Change of Mind 

NHS England’s commissioning of police custody 
healthcare does not go ahead.



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

RIGHT PERSON RIGHT INFORMATION BETTER CARE

Need for Change - 2009 to 2023

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.” 

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.”

Lord Bradley - April 2009

“My recommendations… will, I hope, establish a 
new baseline of services for the future.  

I 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...”



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

RIGHT PERSON RIGHT INFORMATION BETTER CARE

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



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

RIGHT PERSON RIGHT INFORMATION BETTER CARE

SONAR - Story So Far

2020

Summer 2022

NHS Digital approved SONAR Custody Portal for 
NHS Smartcards, Patient Demographic Service (PDS) 
and Summary Care Record (SCR).

April 2021

Development work commenced 
on SONAR Custody Portal.

Spring 2020

Work commenced on the design, specification and 
functionality of SONAR Custody Portal, for use by 
healthcare professionals in Police Custody and Courts.

2021 2022 2023

September 2022

Development work commenced 
on the  SONAR Data Portal.

Autumn 2023

SONAR Custody Portal Development work completed.

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.

Late 2023

SONAR Custody Portal to be deployed to 
Bedford Crown Court as a proof-of-concept 
in December 2023.

2024

July 2023

SONAR Data Portal  
Development completed 



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

RIGHT PERSON RIGHT INFORMATION BETTER CARE

Principles of an Ideal System

Tailor-made 
for the

Criminal Justice 
System

Physical Healthcare 
Mental Wellbeing 

Social Care

Full Criminal 
Justice Journey

Full Technology 
Stack - AI

Designed 
by You!
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SONAR – Building the Bridges in Health & Justice

Primary (GP) & 
Social Care

Custody

CourtsPrisons

Release 
Support

The SONAR Data Portal 

SONAR Data Portal

Originally designed to: 

Collate, Analyse, Measure and 
Report on data quality and KPI 

performance.  

Will improve current healthcare 
and will enable future 

forecasting of healthcare trends 
and needs.

SONAR Data Portal



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

RIGHT PERSON RIGHT INFORMATION BETTER CARE

SONAR – Built So Far

Police Custody

• 4 Sites Go Live – Dec 2023

• 4 Sites Go Live – Jan 2024

Courts

• Pilot 

Prisons

• Data Portal

• Data Quality – Dec 2023 

Release Support Hub

• OPCC Discussion Ongoing



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

RIGHT PERSON RIGHT INFORMATION BETTER CARE

SONAR – Future Bridges to be Built

Police Custody

• Partnerships

• Police Scotland

• PSNI

Courts

• 2 Providers

Release Support Hub

• Pilot 

GP IT

• GPIT/DSICS

Prisons

• HJIS/DECITS

• Home Nations

Other

• Restorative Justice

• Youth Justice

• Addiction Services

• Prog. CORTISONE



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

RIGHT PERSON RIGHT INFORMATION BETTER CARE

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?



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

RIGHT PERSON RIGHT INFORMATION BETTER CARE

Thank You!

jwhite@sonarcms.co.uk

+44(0) 7850 020 106

Saxon House, Chelmsford, CM1 1HT 

www.sonarcms.co.uk

@SONARCMSLtd 

SONAR CMS Ltd

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



Keynote Presentation

Dr Sarah Allen
Lead Psychologist for CNWL 
Health and Justice Services 

- CNWL NHS Trust

Dr Frances Maclennan
Consultant Clinical 

Psychologist - North West 
London NHS Trust



Working with Complexity and 

Keeping Hope Alive

Dr Frances Maclennan and 

Dr Sarah Allen

Health and Justice Summit

10.10.2023



Complexity

• Complexity in the people

• Complexity in the system

– in the Long Term High Secure Estate

– Traumatised systems

• Complexity in relationships across the system

• Complexity in us



Responses to complexity

• Fragmentation

– Primary tasks 

– Goals

– Governance 

• Othering

• Hardens prison life

• Urge to work in silos

• Inhibits creativity, connection and change



Alternative responses

• Collaboration and integration across systems

• Cultural curiosity

• Respect

• Relationships

• Flexibility

• Trauma informed systems

• Shared thinking

• Attainability and sustainability?



Keeping hope alive

• Meets people where they are at

• Stabilisation 

• Progression

• Rehabilitation

• Outreach

• Formulation driven

• Founded in the relational 

• Embedded in the CJS – Progression is not a separate clinical goal



What makes this possible?

• Flexible funding

• Positive risk taking

• Energy

• Supportive system enabling thinking

• Culture carriers

• Early success

• Playful

• Different

• Safety



Outcomes 

• 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!



“Without the support of SPaR I’d have done 
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” 
“I 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! I 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!!)”



Outcomes 

• Four high quality albums



Guy Atkins
Artist-researcher

Keynote Presentation



An exploration of food in 

prison by the Pentonville 

Prison Art Group

Guy Atkins

Artist-researcher

















“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



Dr Sunil Lad
National Clinical Director for Health and Justice -

NHS England

Chairs Closing Address for Plenary Sessions



Lunch, Networking & 

Refreshments



Keynote Presentation

Professor Harry Kennedy
Consultant forensic psychiatrist, Professor of Forensic 

Psychiatry - Trinity College Dublin



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.



Trinity College Dublin, The University of Dublin

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, pathways and 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 situation in other countries? 

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

What should it be for the future? 



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. 

– It aims to ensure people get the right care, at the 
right time, by the right team and in the right place

– Often includes a ‘logic model’ relating inputs 
(resources) to ‘outputs’ (health gains)



Trinity College Dublin, The University of Dublin

A National Model of Care?



Trinity College Dublin, The University of Dublin

Model of Care

– 13,000 words

– Plain English

– To be read by all staff e.g. during induction

– 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 mental illness from the criminal justice system 
to mental health services

even if the offending is not related to severe mental illness?
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

Our main findings were that rates of psychosis in prisoners were significantly higher in low- and 

middle-income countries than in high-income ones (5.5% in low–middle- v. 3.5% in high-income 
nations). 

Contrary to expert opinion, 119 there were no significant differences in rates of psychosis and 
depression between male and female prisoners or between detainees (or remand) and sentenced 

prisoners. 

In the 17 US samples included, there appeared to be an increasing prevalence of depression over 

the 31 years covered by these particular studies (1974–2005). 

In addition, we found no differences in depression rates between men and women, detainees (or 
remand) and sentenced prisoners, or other study characteristics that may have explained 
heterogeneity. 

The overall prevalences of 3.7% of male and female prisoners with a psychotic illness, and 

11.4% with major depression have not materially changed since a 2002 review based on 56 
publications of mental illness

Seena Fazel and

Katharina Seewald 2018 

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


Trinity College Dublin, The University of Dublin

The pooled percentage for psychotic disorder was 3.6% [95% confidence 

interval (CI) 3.0–4.2%], for affective disorder 4.3% (95% CI 2.1–7.1%), for 
alcohol use disorder 28.3% (95% CI 19.9–37.4%), for substance use 
disorder 50.9% (95% CI 37.6–64.2%) 



Trinity College Dublin, The University of Dublin



Trinity College Dublin, The University of Dublin



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



Trinity College Dublin, The University of Dublin



Trinity College Dublin, The University of Dublin



Trinity College Dublin, The University of Dublin

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

Dynamic Data 1983-2013-Ireland: General Psychiatric 

Admissions vs Prison Committals

C O’Neill et al



Trinity College Dublin, The University of Dublin

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 person is 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:

R0 S   = 1.

Endemic modelling



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’



Special issue: youth mental health. March 2015





Trinity College Dublin, The University of Dublin

Relative Risk (95% CI) for UHR psychosis
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Trinity College Dublin, The University of Dublin

Number of ‘problem use’ substances 
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Trinity College Dublin, The University of Dublin

Conjecture

Psychosis in sentenced prisons is a stable equilibrium R0S=1
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Conjecture

Psychosis in sentenced prisons is a stable equilibrium R0S=1
Psychosis prevalence in prisons is the equilibrium between susceptibility (UHR) 
and exposure to 
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Conjecture

Psychosis in sentenced prisons is a stable equilibrium R0S=1
Psychosis prevalence in prisons is the equilibrium between susceptibility (UHR) 
and exposure to 
(a) Intoxicants – cannabis, stimulants, others
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Psychosis in sentenced prisons is a stable equilibrium R0S=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
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Conjecture

Psychosis in sentenced prisons is a stable equilibrium R0S=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 R0S=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

Interventions for UHR

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.



Trinity College Dublin, The University of Dublin

Drug Free Prisons

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



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

it take? 

2. Identification: Identify major mental illness in keeping with expected 

rates?

3. Diversion: Is healthcare arranged in appropriate locations? How long 

does it take?  Is this the best use of resources?

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

outcomes

5. Acts of Self Harm: Data collection and audit

6. Risk-Need Responsivity: Are diversion outcomes appropriate in terms of 

risk and clinical need?

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

Outcome Standards: 



Trinity College Dublin, The University of Dublin

Juvenile Justice: an opportunity and a duty of care

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.



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

1. Respect for rights and dignity
2. Intoxicant free
3. Violence free
4. Restore normal life expectancy and general health
5. Build resilience – self-actualisation and self-transcendence



Trinity College Dublin, The University of Dublin

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?



Hermes, the messenger

Hermenoia –
blaming the messenger!



Seminars



Close of Day 2
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