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From police stations to the courts, to prisons and probation 
programmes, offenders with mental health disorders pose 
enormous challenges for the criminal justice system.

Government policy is to divert mentally ill people from the 
criminal justice system in cases where the public interest does 
not require their prosecution. But advocates of this policy should 
not underestimate the difficulty of delivering it. Even those 
charged with improving specific sections of the criminal justice 
pathway have found this complexity challenging; Lord Bradley’s 
review of the diversion of offenders with mental health disorders 
was due to report six months ago but has been delayed until 
later in 2009.

Professor Brooker and Ben Ullmann highlight the current 
barriers to improved mental healthcare of offenders, highlight 
some of the most effective schemes from around the world and 
show how these schemes could save more than £100 million 
each year.
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Executive summary

From police stations to the courts, to pris-
ons and probation programmes, offenders
with mental health disorders pose enor-
mous challenges for the criminal justice
system. Surveys of custody records in two
London police boroughs show that in one
week, 14% of detainees had a self-declared
mental illness and around 13% of calls
made to the police each day were linked to
disturbances by people with perceived
mental disorders.1,2 Government policy is
to divert mentally ill people from the crim-
inal justice system in cases where the pub-
lic interest does not require their prosecu-
tion. But advocates of this policy should
not underestimate the difficulty of deliver-
ing it. Even those charged with improving
specific sections of the criminal justice
pathway have found this complexity chal-
lenging; Lord Bradley’s review of the diver-
sion of offenders with mental health disor-
ders was due to report six months ago but
has been delayed until later in 2009.
Although there are a number of services

available in police stations and magistrates’
courts to assess mentally disordered
offenders and advise on their diversion
from the criminal justice system, the cur-
rent provision is patchy. Three out of four
magistrates’ courts have no court diversion
schemes in their area to access.3 Since an
estimated 269,000 offenders are identified
with a mental health disorder at arrest
(12% of all arrested offenders), this means
that only 67,000 of them are able to bene-
fit from such schemes.4

There are three justifications for provid-
ing appropriate treatment for offenders
who generally have poorer mental health
than the general population: the moral case,
the public health case and the economic case.
The moral case is that mentally disordered
offenders should receive the same quality
of care as the general population. The pub-
lic health case is argued by those who see

the criminal justice system as an opportu-
nity for early mental health intervention.
The economic case is perhaps the least
well-developed of the three: that invest-
ment in mental healthcare for offenders
will ultimately lead to a reduction in crime.
Although the authors of this report have
produced evidence that the pre-sentence
costs of mental illness are more than £27
million each year, mental healthcare costs
are among the least studied costs of crime;
existing literature is often more than a
decade old and limited to case studies from
the United States. But studies that do exist
suggest that improved mental health serv-
ices can help to reduce crime.
This report catalogues the obstacles to

diversion and argues that early and more
structured interventions by the healthcare
and justice systems would improve care
and cut the cost of crime. It highlights
some of the best schemes in England and
Wales and the great potential of a new
model in mental health courts. (These are
already operating in parts of America and
are being piloted here, though on a very
small scale.) In a study of one mental
health court, the risk of offenders being
charged with any new offence was about
34 out of 100, compared with about 56
out of 100 for those who were dealt with
by a regular court, a 39% reduction. For
violent crimes the figures were 6 out of 100
compared with 13 out of 100 respectively,
a 54% reduction.5

Obstacles
The absence of clear accountability and
firm financial incentives has prevented
improvements across the criminal justice
system. But there are specific shortcomings
in the provision of mental health services
for offenders – from police stations
through to probation.
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Police and early diversion
Custody diversion teams were introduced in
England, as their name suggests, in order to
divert mentally disordered offenders away
from the criminal justice system because of
concerns about the amount of mental illness
in prison populations. Early diversion of the
mentally disordered from custody can be
achieved at the police station, particularly
for those arrested for minor offences and, in
theory, sufficient resources already exist to
do so. But there is evidence that the system
is failing: mentally disordered offenders are
being returned uncharged to the communi-
ty without the opportunity for psychiatric
or social intervention having been taken.
Police officers are often the first to be

called to any incident of a person experienc-
ing a mental health crisis, but they receive
very little training in awareness and recogni-
tion of mental illness. Indeed, mental illness
is a factor in many of the most serious cases
of police misconduct investigated by the
Independent Police Complaints Comm-
ission. Its predecessor, the Police Com-
plaints Authority, found that about half of
deaths in police custody are of people with
some form of mental health problem.
Police officers also have limited time to

process a person while in police custody; if
there were a requirement to conduct more
comprehensive health assessments, this could
reduce the amount of time available to inves-
tigate a crime. Many police buildings are also
unsuitable for providing healthcare to support
an individual with mental health disorders.

Court diversion schemes
Despite promptings from the Home
Office, Department of Health (DH) and
academic institutions, the quality of diver-
sion schemes is inconsistent.6

The Mental Health Act Commission’s
12th biennial report, published in 2008,
described current diversion schemes as hav-
ing no ring-fenced funding, no blueprint
and no clear accountability. As a result, there

are inconsistencies in delivery between areas
and even individual schemes.7 The reasons
for this situation include poor provision of
schemes; lack of funding and facilities; staff
shortages and lack of professional input;
poor inter-agency working; lack of judicial
awareness of court diversion schemes and
lack of national guidance.

Prison
Services for prisoners with substance misuse
problems and mental health disorders are
delivered by numerous teams, some commis-
sioned by the NHS and others by the Prison
Service (part of the Ministry of Justice). This
disjointed commissioning leads to teams (in-
reach, primary care, drug services) working in
relative isolation, with poorly co-ordinated,
ineffective services and a lack of throughcare.
The blurred line between primary and sec-
ondary care results in prisoners being passed
between the two or even lost completely.
Prison officers have the most contact with

prisoners day-to-day and as such can act as
their primary carers.With such a high preva-
lence of mental health disorder in prisons
(90% of prisoners have one or more mental
health disorders), it is essential that prison
officers have the skills to identify and deal
with it.Training is not sufficient and in some
cases is not compulsory. Consequently,
prison officers do not feel qualified to deal
with prisoners with mental disorders.

Probation
The problems that prisoners face on their
return to the community are well docu-
mented. Some reports suggest that 40% of
prisoners are homeless on release, but that
stable accommodation can reduce reconvic-
tion rates by more than 20%. Despite this,
research shows that only 19% of prisoners
received help with accommodation before
leaving prison and only a third of those who
were homeless received help in looking for
accommodation.8 Research into continuity
of mental healthcare for ex-prisoners with
psychosis found that of those who had been

6

6 Improving Health, Supporting

Justice: A Consultation

Document, Department of

Health, 2007

7 The Diversion of Individuals

with Mental Health Problems

away from the Criminal Justice

System and Prison, Partnerships

in Care, 2008
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released only 23% had an appointment
with a mental health professional.9

A 2008 study of released prisoners in
Washington State found that former prison
inmates, whether mentally disordered or not,
were at high risk of dying after release from
prison, particularly during the first two weeks
when the risk of death was almost 13 times
more than that for other state residents.10 The
leading causes of death among former
inmates were drug overdose, cardiovascular
disease, homicide and suicide. For offenders
withmental health disorders, these factors are
likely to be even more exaggerated.

CCoommmmiissssiioonniinngg
The NHS is not involved in commissioning
services throughout the pathway. For exam-
ple, Counselling Assessment, Referral Advice
and Throughcare Teams (CARATs) and pro-
bation services are commissioned by the
regional National Offender Manage ment
Service (NOMS) office. This has negative
implications for cost effectiveness, the provi-

sion of a more seamless service, service quali-
ty and information sharing.

Good practice
To address these obstacles, the authors looked
at good practice in England & Wales and
abroad, and highlighted a number of case
studies from which lessons can be drawn.

Recommendations
To address the obstacles for mental health-
care in the criminal justice system, and
drawing on the lessons learnt from the case
studies, the authors propose nine recom-
mendations which cover five areas: police
and early diversion, prison and commission-
ing, probation, courts and structural reform.
Much of the onus for change is on the DH
and Primary Care Trusts (PCTs). Across the
pathway there are differing but crucial roles
for the health service in changing the way
the criminal justice system deals with

8 Keil J, Bruton L, Thomas S

and Samele C, On the Outside:

Continuity of care for people

leaving prison, Sainsbury Centre

for Mental Health, 2008

9 Melzer D et al, “Prisoners with

Psychosis in England and Wales:

A one year national follow up

study”, The Howard Journal, 41,

(1), pp 1-13, 2001

10 Binswanger I et al. Release

from Prison – A High Risk of

Death for Former Inmates, N

Engl J Med 2007;356:157-65
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Case Study

Policing strategy for

mentally disordered

offenders – South
Wales and Memphis,
Tennessee

Mental health courts –

Brooklyn, New York
and San Francisco,
California

Summary

When addressing offender mental

health issues, the UK directs most

available resources to the prison sys-

tem. These case studies show how

much earlier intervention can stop

problems escalating

Mental health courts are one of the

newest forms of “problem-solving

courts” bringing new approaches to

difficult cases where social, human and

legal problems intersect

The judge, prosecutor, defence lawyer,

and other court staff often have special

training in the use of community men-

tal health services

The Brooklyn study looks at the struc-

tures and processes typical of mental

health courts while the San Francisco

study examines their effectiveness at

reducing recidivism

Lesson

Early intervention by the police-

led or healthcare-led crisis res-

olution teams at the pre-arrest,

arrest or custody stages, can

ensure appropriate service for

mentally disordered offenders

Mental health courts can

ensure that mentally disor-

dered offenders are linked with

mental health services that not

only provide them with the

appropriate care but also

relieve pressure on the prison

service and help to reduce

recidivism



offenders with mental illness. The key rec-
ommendations are outlined here. A full set of
recommendations is in Chapter 6.

PPoolliiccee  aanndd  eeaarrllyy  ddiivveerrssiioonn
Investment in offender mental health
should allow earlier intervention at every
stage of the pathway through the criminal
justice system. It could significantly reduce
the costs of acute admissions to either medi-
um or high-secure NHS forensic services.
The balance between community and cus-
todial sentencing needs to be dramatically
altered in favour of increased use of mental
health treatment orders with the accompa-
nying benefits of reducing the prison popu-
lation and providing more cost-effective
services. For example, the average cost of a
custodial sentence is £13,125 per head
while a community order costs £1,500-
£4,000. Even with mental health treatment
included the community order option

remains cheaper.11 Further savings are possi-
ble as such a model is likely to reduce re-
offending rates in some (but not all) cases. 

PCTs should commission police custody
diversion schemes
Offenders with a mental illness should be
assessed routinely in police stations and courts
and, where appropriate, taken into the NHS
for care and treatment. Community mental
health teams or assertive outreach teams could
be re-directed to staff custody diversion
schemes, both to assess and to provide assertive
community-based intervention packages.

Give PCTs an incentive to transfer offenders
with mental illness into treatment
PCTs should be given financial incentives
to take offenders with mental illness out
of the system at the earliest possible stage
(police stations and courts) and into the
NHS. However, the expert panel drew

11 Final report of the Strategic
Policy Team project on mentally
disordered offenders, Home
Office, Unpublished
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Case Study

Prison mental health

services – HMP Bristol

and HMP Nottingham

Offender healthcare

plan (including mental

health) – Derbyshire

PCT

Offender healthcare

plan (including mental

health) – Derbyshire

PCT

Summary

These case studies show that although

it is difficult for PCTs to prioritise funding

for prison mental health, it is possible.

The Bristol example highlights the way in

which primary care resources have been

integrated into an effective prison/provider

partnership, while the Nottingham exam-

ple shows the ability to articulate need to

commissioners and have an impact on

investment with clear clinical leadership

Although the offender population is

known to experience significant health

inequalities, often having needs which

exceed those of the general public,

few studies have examined the health

of offenders within community settings

The PCT and the National Probation

Service in Derbyshire assessed the

health needs of community offenders

in both Nottinghamshire and

Derbyshire. The findings have helped

to develop an offender healthcare plan

Lesson

Better integration of resources

can lead to more effective

healthcare and mental health

assessment for offenders in

prison and other criminal jus-

tice agencies. Making offender

mental healthcare a priority is

possible through clear clinical

leadership and the ability to

articulate need to PCT com-

missioners

Assessments of health needs

usually focus on offenders in

prison and yet research shows

that offenders in the communi-

ty also suffer significant health

inequalities. Assessing offend-

ers in the community and on

probation can inform the

development of a commission-

ing strategy for that neglected

population



attention to serious deficits in the crimi-
nal justice system in mental health aware-
ness, particularly among police custody
sergeants, magistrates, prison staff and
prison governors.

Pilot Mental Health Crisis Resolution Teams
A number of organisations have proposed
the creation and development of “assess-
ment suites” or “places of safety” separate
from police custody suites.12,13 A report
from South Wales proposes that staff at
these suites should have training in con-
trol and restraint, de-escalation and
assessment. Their primary functions
would be to prevent self-harm and sui-
cides in custody, and to provide multi-
agency assessment, detoxification facili-
ties and liaison with non-healthcare serv-
ices such as housing.14

Courts
Our expert panel noted that courts had lit-
tle accountability in relation to the sen-
tencing of offenders with mental health
needs. Judges have a number of options in
relation to offenders with mental illness –
court diversion, court assessment and
referral, mental health courts, mental
health liaison schemes – but no incentive
to use one rather than another. Evidence
about the effectiveness of these different
options or models is sparse.15 Courts
require dedicated mental health staff to
work with them, so that offenders can
either be placed in forensic secure accom-
modation or, where the mental disorder is
less serious, be referred to an appropriate
mainstream mental health/drug service
with appropriate monitoring. Brooklyn
Mental Health Court, which requires peo-
ple on treatment orders to return to court
every week, provides an example of such
arrangements.

Expand mental health court pilots
Mental health courts have the potential to
reduce reoffending by those with severe

mental illness. The relationship between
offending and mental health status is not
necessarily straightforward. Improved
mental healthcare will not automatically
reduce reoffending, nonetheless when
offending is not “goal-directed” and clearly
results from the impact of a mental health
disorder, such an outcome is likely.
The reduction in reoffending among

clients of the San Francisco Mental Health
Court was between 25% and 39% after 18
months. If a similar reduction in reoffend-
ing were seen among offenders with severe
mental illness in England & Wales, the
number of recidivists would fall by 1,500-
2,700 each year. In terms of recidivism
costs this would result in an annual saving
between £95 million - £180 million.16 The
authors recognise that mental health courts
are not appropriate for all mentally ill
offenders and that they are not without
costs. But evidence reviewed in this report
suggests that the Department of Health
and Ministry of Justice should radically
expand the very small-scale pilots planned
for later in 2009.

Prison and commissioning
Since taking over the commissioning role
for offender health in 2006, PCTs have
had much to do. Not only have they
received little incentive to invest in offend-
er mental health, but also very little sup-
port to undertake this function in what is
a specialised area of healthcare that is new
for many of them. Yet PCTs should be
commissioning services for offender men-
tal health across the whole criminal justice
pathway and not focusing resources solely
on the prison population.
Prison mental health services are still

underfunded and they have little national
guidance on how they should operate.
Most in-reach teams are provided solely by
nurses, however as this report shows,
sound clinical leadership within a multi-
disciplinary team, as in Nottingham, can
be highly effective. That strong clinical

12 South Wales police model

13 Bather P, Fitzpatrick R,

Rutherford M, Briefing 36: Police

and Mental Health, Sainsbury

Centre for Mental Health, 2008

14 South Wales police model

15 Scott D, et al. The

Effectiveness of Criminal Justice

Liaison and Diversion Services

for Mentally Disordered

Offenders: A Systematic Review

of the Evidence, Unpublished

2008

16 See Appendix 1

Executive summary
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leadership is urgently required is underlined
by the fact that not one mental health nurse
consultant works as a specialist in prison
mental health. This report also shows that
a sound commissioning provider partner-
ship and an integrated use of resources, as
in Bristol, can lead to a well-funded service.
Even if prison mental health were ade-

quately funded, the commissioning of such
services would still be taking place in an
environment that is too complex. Drug
treatment services in prison, for example,
are currently commissioned through both
the health service and the prison service.
The authors understand that Lord Patel is
currently reviewing the way that funding is
allocated to drug treatment services in
prison; we hope that he recommends clear-
er commissioning pathways.

Integrate mental health services in PCT
commissioning
Services for prisoners with mental health
disorders are delivered by numerous teams
some commissioned by the NHS (such as
in-reach teams), others are commissioned
by the Prison Service, part of the Ministry
of Justice. This disjointed commissioning
leads to poorly co-ordinated, ineffective
services. Where possible all mental health
services and resources should be delivered
by one team, commissioned by the NHS.

PPrroobb aattiioonn
Although very little is known formally
about the prevalence of mental health dis-
orders among offenders who are being
managed in the community, the general
health inequalities that they experience are
among the highest of any group. The assess-
ment of health needs in Derbyshire suggests
that up to 30% of probation caseloads are
people who, in the past, have had formal
contact with mental health services. The
prevalence of both alcohol and drug prob-
lems is higher than this. There have been no
formal estimates of personality disorder in
this group. A further difficulty, restricting

even those known by probation services to
have a mental health disorder, is their lack
of access to services, especially psychological
therapies. 

The Department of Health should instruct
PCTs to provide full health needs assessments
for offenders 
Resources for offenders with mental health
disorders are focused myopically on the
prison population. The prevalence of men-
tal illness for offenders on probation is also
high and if health is to be improved (and
costs reduced) resources must be spread
along the whole pathway. The offender
health directorate of the Department of
Health should instruct PCTs to conduct
health needs assessment for offenders on
probation in order to include them in
PCT’s offender mental health strategy.

SSttrruuccttuurraall  rreeffoorrmm
Responsibility for policy relating to the
mental health of offenders rests with the
Department of Health and specifically its
offender health directorate. The fact that
offender health is a separate directorate
makes it difficult to integrate mainstream
health developments in prisons, such as
increasing “access to psychological thera-
pies” and “reducing health inequalities”. For
example there is scant reference to offenders
in the DH’s review of progress in reducing
health inequalities. 

Amalgamate offender health into the
Department of Health 
As long as offender health remains a sepa-
rate unit, offenders with mental health
needs will not receive equivalent services to
those available in the community. We rec-
ommend that offender health should be
integrated into the department as a whole
and its resources reassigned to major policy
programmes, such as mental health and
public health. If such a change were made,
it is likely that wide-ranging offender health
plans, such as the one in Derbyshire, would

Inside out
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Executive summary

spread across the country more quickly
than at present.

This report is a call to action on behalf of
a forgotten minority, not simply because it

is right to promote equality of care for the
individuals concerned, but also because it
would reduce the cost of offenders with
mental illness to their victims and to tax-
payers as well.



1
Introduction

Nine out of ten prisoners in England and
Wales are estimated to have at least one mental
health disorder. In July 2007, Policy Exchange
published its first report on mental health in
the criminal justice system, Out of Sight, Out of
Mind, which assessed the state of mental
healthcare in prisons. The report concluded
that although treatment had improved over the
past decade, mental healthcare in prisons was
not receiving the attention it deserved, and it
made a number of recommendations for
improving the situation.

But the story of offenders with mental ill-
ness is not confined to prisons. There are a
number of other places where offenders with
mental illnesses come into contact with the
criminal justice system, including police cus-
tody, the courts and probation.

Table 1 highlights the large number of
offenders with Mental Health Disorder
(MHD)who are coming into contact with the

criminal justice system but not ending up in
custody. And there is evidence to suggest that
these offenders are being treated differently
when charged. Across all but one type of
offences, offenders with MHD have a higher
rate of charge after arrest than those without
MHD (Figure 1).

This report focuses on contacts at these
“non-prison” locations, outlining their limita-
tions in dealing with the mentally disordered,
and using examples of good practice from the
UK and abroad to suggest improvements.
First, we summarise briefly the academic litera-
ture on the impact of mental health disorder
on offending and its associated economic costs.

TThhee  rreellaattiioonnsshhiipp  bb eettww eeeenn  mmeennttaall  iillllnneessss,,   ccrriimmee
aanndd  ooffffeennddiinngg  
The link between mental disorder and
crime, especially violent crime is a subject
of frenzied debate in the media. It is also a

12

17 Final report of the Strategic

Policy Team project on mentally

disordered offenders, Home

Office, Unpublished
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Introduction

central question for criminal justice policy-
makers. What is the relationship between
mental health disorders and violent behav-
iour? And would improved treatment of
mental health reduce levels of offending?

The most robust work in this area suggests
that although most people with mental
health disorders are not violent, the likeli-
hood of their being so is greater than for those
without. Persons with severe mental illness –

most particularly schizophrenia and schizo-
affective disorder – are at increased risk, com-
pared to the general population, of commit-
ting violent crimes. Research groups working
in societies at very different levels of develop-
ment, with distinct cultures, health, social
service and criminal justice systems have
independently made the same finding.19, 20

The proportion of all crimes and of vio-
lent crimes committed by persons with major

18 Final report of the Strategic

Policy Team project on mentally

disordered offenders, Home

Office, Unpublished

19 Arseneault et al, 2000;

Brennan et al, 2000; Tiihonen et

al,1997; Wallace et al, 2004

20 Researchers have examined

different cohorts and samples

using various experimental

designs including prospective,

longitudinal investigations on

birth cohorts and population

cohorts, follow-up studies com-

paring patients and their neigh-

bours, random samples of incar-

cerated offenders and complete

cohorts of homicide offenders

Table 1: Rates of identified mental health disorder (MHD) at different stages
of the Criminal Justice System (CJS)18

CJS stage (national Proportion identified as having Number of mentally disordered

totals for all offenders a mental health disorder/Action taken offenders (annual estimations)

where available)

Arrests Between 7% and 15% of 269,000

arrestees are identified by

custody officers as having MHD

Pre-charge disposals

No further action 17% of those identified with MHD 46,000

have no further action

taken following arrest

Caution 9% were cautioned 24,000

Fixed Penalty Notice 6% were issued a PND 15,000

for Disorder

Charged 40% of those identified with 108,000

a MHD by police are charged

Community sentences 33% of OASys assessments 56,000

(169,000 sentences given completed at Pre-Sentence

annually to general Report (PSR) or during supervision

population) in the community had a psychological

or psychiatric diagnosis at the start of

their community sentence

Custody 28% of OASys assessments 28,000

(99,000 sentenced to completed at PSR or during

custodial sentences supervision on licence had

annually) a psychological or psychiatric

diagnosis at the start of licence



mental disorders varies from one country to
another. There is also a growing body of evi-
dence showing that persons with severe men-
tal illness are at increased risk of being victims
of aggressive behaviours and crimes.21 Rates
of victimisation vary from place to place, but
the factors involved are similar and include
the victim’s own aggressive behaviour
towards others, illicit drug use, a co-existing
personality disorder, homelessness and the
combination of different factors.22

TThhee  ccoossttss  ooff  mmeennttaall  hheeaalltthh  ddiissoorrddeerr  aanndd
ooffffeennddiinngg
Cost-benefit analysis measures both the
effectiveness of an intervention and whether
its benefits are greater than the costs.
Despite the widespread use of economic
techniques in other policy domains, there
have been very few economic evaluations of
criminal justice interventions so far.
Preliminary unpublished research by

Symmetric SD, a consultancy specialising
in managing change in health and social
services, suggests that appropriate early
invention for dual diagnosis before or at
the time of arrest could reduce reoffending
by 14%; it would be many times more
effective at reducing reoffending than
intervention at a later stage along the
criminal justice pathway.23 Further analysis

of these figures will be available later in
2009. 
The costs of mental healthcare are among

the least studied costs of crime. Most of the
literature is more than a decade old and lim-
ited to case studies from the United States.
But the studies that do exist suggest that
improved mental health services can help to
reduce crime. For a £1 investment in treat-
ment, studies have found savings of £4 to £7
on crime and criminal justice costs. In 1985
it was estimated that the cost of mental illness
in America was $129.3 billion. Over $17 bil-
lion of these costs were related to crime. The
National Mental Health Association’s Labor
Day 2001 Report concluded that the US
economy could cut its losses by half with an
increased investment in the prevention and
treatment of mental illness.
A study examining the public mental

health system in King County, Wash -
ington (including Seattle) showed that
changes in treatment affected not only
mental health outcomes, but also incarcer-
ations for violent and non-violent crimes.
The study of 47,300 people examined jail
utilisation, health services provided in jail,
use of state mental hospitals and county
mental health outpatient services.24 It sug-
gested that changes in public mental health
treatment may lead to reductions in crime.

Inside out
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21 Silver et al, 2005; Teplin et al,

2005; Walsh et al, 2003

22 Honkonen et al, 2004

23 www.symmetricsd.co.uk

24 Norton E, Domino M,

Morrissey J, “How Mental Health

Treatment Reduces Crime”,

Academy Health, 21, no 1576,

2004

25 Home Office, Flows & costs

model of identified Mental

Health Need in the Criminal

Justice System, Unpublished

Pre 
conviction/ 

pre 
sentence

Non 
custodial & 
Custodial 
Sentence

Post 
Intervention

Offending 
population Arrest

Non 
offending 
population

2. Police/court 
custody intervention

4. Resettlement 
enhancement

3. Single point of 
referral meeting

1. Early intervention 
before arrest

Figure 2: Intervention points along the criminal justice pathway
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Costs of Mental health and the
Criminal Justice system
Figure 3 describes the costs of mental illness
and the criminal justice system.26,27 The costs
– based on ‘known’ health need rather than
‘actual’ need because of underreporting of
mental health needs – are significant. Total
annual pre-sentence costs are estimated to be
at least £27,792,000. This figure does not
include costs of treatment.
This overall figure is made up of three dif-

ferent types of costs. Assessment costs at cus-
tody (£16,678,000), diversion scheme costs
(£9,986,000) and the cost of psychiatric
reports requested at court (£1,128,000).
Although the costs per case are often relative-
ly low, the number of offenders with a men-
tal illness who pass through the system is
high. For example, at least 12% (269,000
people annually) of those arrested have a
mental illness and nearly a 14% of cases at
trial have a mental illness (92,000 each year).

Offending and the importance of
mental healthcare
The mechanisms that connect mental disor-
der and violence are not yet thoroughly

understood. There is, however, considerable
evidence that persons with severe mental ill-
ness, particularly those with schizophrenia,
are at increased risk of engaging in aggressive
behaviour towards others. Large numbers of
patients in general adult psychiatric services
are committing crimes, including assault or
being victimised themselves, yet mental
health policy and practice in the UK does
not take account of this.
The next chapter examines in detail the

different steps on the pathway of mentally
disordered offenders through the criminal
justice system and the difficulties encoun-
tered in each part. Chapter 3 takes a closer
look at NHS services and the ways in
which services for mentally ill offenders are
shaped by commissioners and national pri-
orities. Chapter 4 provides case studies,
both from the US and the UK, illustrating
some of the barriers that have had to be
overcome to provide high quality care.
These case studies include examples of
intervention at each juncture of the crimi-
nal justice pathway. Chapter 5 sets out the
authors’ detailed recommendations for
improving the delivery of mental health-
care in the criminal justice system.

26 Home Office, Flows & costs

model of identified Mental

Health Need in the Criminal

Justice System, Unpublished

27 The costs have been gener-

ated from unpublished research

that uses the Home Office

Criminal Justice System Model
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Notes to Figure 3

1 Numbers are for all offenses excluding summary motoring and non-motoring.

2 Numbers and unit costs for all ‘all individuals’ are taken from the Home Office Criminal Justice System Model managed by the Office for Criminal Justice Reform – Finance and

Strategy Unit, unless otherwise stated. The model is in the process of being quality assured and validated so figures provided here are provisional and may be subject to revision.

3 Figures are arrests ending up in the police station.

4 Figures based on the average percentage of offenders flagged by screening processes as having a mental health risk in three forces (Devon and Cornwall, Metropolitan

Police Service and West Midlands) and disposal rates for this group.

5 Figures based on 2003/4 data on cost of FME service in Avon and Somerset, Hertfordshire and Essex police forces.

6 Number provided by Sentencing Police and Penalties Unit, Home Office. The figure is provisional and may be subject to revision (2005 data).Note that the ‘all individuals’

total of the post-arrest actions (penalty notice, no further action, charge and caution) does not sum to ‘all individuals’ number of arrests as the figure for penalty notices is

generated from a separate source.

7 Data for numbers of individuals with MHD is unavailable at this stage. Estimates were made based on proportions for ‘all individuals’.

8 Number of trials is much lower than number of first hearings as large proportion of individuals plead guilty at their first hearing and go straight for sentencing. Number of trials is

only those cases where the case has been contested (i.e. a not guilty plea has been entered, although this may change to a late guilty plea during the course of the trial).

9 Costs for Crown Court sentencing are based on unverified costs and timing data and are likely to be an overestimate. Data from the Department of Constitutional Affairs on

timings are unavailable at the time of writing this report.

10 This is an average unit cost weighted by numbers receiving a psychiatric report and numbers not receiving a psychiatric report. Costs assume that the number of reports

prepared at crown and magistrate Courts are a factor of the volumes at which offenders with MHD progress to the Crown and Magistrates sentencing. Numbers of reports

commissioned at Courts/year provided by HM Courts Service.

11 This figure is estimated using figures from internal SPT analysis of OASys dataset for 2004/5 financial year. This figure of the % of offenders who have recorded a score of 1

or 2 as a result of current psychiatric or psychological diagnosis during an OASys assessment to the point of starting license following a custodial sentence.

12 As above, except this is a % of offenders who have recorded a score of 1 or 2 as a result of current psychiatric or psychological diagnosis during an OASys assessment at

the point of starting a community sentence (either CRO, APO, CPRO or DTTO).

13 Unit costs provided by NOMS Finance.

14 These figures are additional costs. They have not been included in other unit costs because no verifiable data is available on when people are diverted (operational policy differs local-

ly, with some schemes taking the majority of referrals from policy custody, whereas others receive majority referrals from court, some schemes also receive post-sentence referrals).

15 These figures exclude treatment costs and costs of transfer.

16 Figures based on annual number of referrals managed by 9 diversion schemes grossed to estimate national average.

17 Figure based on average unit costs of conducting assessments at 3 diversion schemes.



28 Final report of the Strategic

Policy Team project on mentally

disordered offenders, Home

Office, Unpublished

29 Bather P, Fitzpatrick R,

Rutherford M, Briefing 36: Police

and Mental Health, Sainsbury

Centre for Mental Health, 2008
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2
Mental health and the
criminal justice system

There are five main points where mental-
ly disordered offenders come into contact
with the criminal justice system: police,
courts, prison, release and probation.
Figure 2 represents this typical pathway.
They may encounter NHS treatment in
the community or prisons, and they can
be diverted from the criminal justice sys-
tem to the NHS by the police and the
courts.
After arrest, the three principal locations

for the recognition and subsequent diver-
sion of those with mental disorder are the
police station, the magistrates’ court and
the remand prison reception area.

1. Police
CCuurrrreenntt  pprroovviissiioonn
The police are commonly a first point of
contact for a person in a mental health
crisis. A Home Office review in 2006

showed that out of 2,230,000 arrests
between 7% and 15% involved a person
with a mental health disorder.28 There are
many reasons for this: people may be
detained for their own safety or the safety
of others; police may accompany social
workers to a person’s home for a mental
health assessment; or it may become clear
that somebody who has been arrested for
a criminal offence is suffering from men-
tal distress.
A large volume of police work relates to

initial contacts and interactions with peo-
ple who have a mental health problem or
who are emotionally vulnerable. Under
Sections 23 and 26 of the Police and
Criminal Evidence Act police can search
and arrest someone whom they consider to
be in need of possible police intervention,
either as the result of a public request, from
an agency such as a local authority or their
own identification.29

 

Community
Community/

Probation
Police

Diversion Treatment

Court Prison

Mental Health Services: NHS Commissioned

Figure 4: The offender mental healthcare pathway



Where an individual is suspected of hav-
ing a mental health problem and is in need
of immediate care or control, the police can
use Section 136 of the Mental Health Act
1983 to take the person from a “public
place” to a “place of safety” for up to 72
hours. Where the person is not in a public
place, the police may use Section 135 to
gain access to his home or property by force
following the granting of a court warrant.30

Sole place of safety
Under the Mental Health Act, someone in
a public place who is deemed to be in
“immediate need of care or control” can be
taken to a designated place of safety. A per-
son can be detained for up to 72 hours
while he or she is assessed and arrange-
ments for any necessary care are made.
Places of safety include hospitals or nurs-
ing homes for people with mental health
needs, but 11,000 people are detained in
police cells as places of safety each year.31

In a 2004 study of nine court diversion
schemes by Nacro, the crime reduction
charity, 34% of respondents said that their
area was using police stations as their “sole
place of safety”.32 Many police forces report
that they have no alternative to using police
stations as places of safety due to the
absence of appropriate facilities within
health settings.33 However, there is wide-
spread agreement that police cells are not an
appropriate place to carry out a mental
health assessment as being in a cell can
worsen some individuals’ mental distress. As
many as 200 patients a year commit suicide
within two days of leaving police custody.34

The Joint Committee of the House of
Lords and House of Commons on Human

Rights Deaths in Custody 2004-05 agreed,
stating:

“People requiring detention under the
Mental Health Act should not be held in
police cells. Police custody suites, however
well resourced and staffed they may be, will
not be suitable or safe for this purpose. In
our view, there should be statutory obliga-
tion on healthcare trusts to provide places
of safety, accompanied by provision of suffi-
cient resources from the government.”

Arrest
When mentally disordered persons are
arrested and taken to the police station cus-
tody suite, sufficient resources should theo-
retically be available to ensure assessment
and transfer to healthcare facilities where
appropriate. Under Code C of the Police
and Criminal Evidence Act 1984, the cus-
tody sergeant, if he suspects that a person
might be mentally disordered, is obliged to
seek the services of an appropriate adult to
represent the subject’s best interests.
In police custody, healthcare is conduct-

ed under the supervision of forensic medical
examiners (FMEs) who are responsible for
assessing whether a detainee is fit for ques-
tioning by the police. FMEs who have
approval under Section 12 of the Mental
Health Act 1987 are also responsible for
assessing whether a person should be
detained under the Act.35 Where the FME
thinks admission to hospital may be appro-
priate, he or she may advise the custody ser-
geant to contact an approved social worker
to arrange a Mental Health Act assessment.
Such an assessment can lead to compulsory
admission under the powers granted by Part
II of the Act or to voluntary admission.
The police may decide to take no fur-

ther action, to caution, or to charge and
bail; all these courses of action will permit
hospital admission. If detention in custody
is inevitable due to the seriousness of the
charges, the police can send along a form
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“ There is evidence that the system is failing: mentally
disordered offenders are being returned to the community
uncharged, but without the opportunity for psychiatric
or social intervention being taken”



providing notification of their concerns
about mental health when the prisoner
goes to court.

With a few exceptions, medical provi-
sion within police custody is commis-
sioned by local police forces.

OO bb ssttaacclleess  ttoo  ddiivveerrssiioonn
Custody diversion teams were introduced
in England to divert mentally disordered
offenders, particularly those arrested for
minor offences, away from the criminal
justice system and custody because of
concerns about the growing numbers of
mentally disordered prisoners. In theory,
sufficient resources should already exist at
the police station to effect such diversion.
But there is evidence that the system is
failing: mentally disordered offenders are
being returned to the community
uncharged, but without the opportunity
for psychiatric or social intervention
being taken. 
Police officers are often the first to be

called to an incident of a person experienc-
ing a mental health crisis and they spend
significant amounts of time interacting
with people with mental health disorders,
yet they receive very little training in the
awareness and identification of mental
health issues, learning difficulties and
social care needs. In fact, mental illness is a
factor in many of the most serious cases of
police misconduct investigated by the
Independent Police Complaints Comm -
ission. Its predecessor, the Police Complaints
Authority, found that about half of deaths
in police custody are of people with some
form of mental health problem.
Police officers have limited time to

process a person while in custody. If they
were required to conduct more compre-
hensive health assessments, this could
reduce the amount of time available to
investigate a crime. Police custody suites
may not have adequate health facilities to
support an individual with mental health
disorders for long periods. 

A senior officer in ACPO and Scotland
Yard’s lead on mental health has said that
the police are increasingly being left “hold-
ing the baby” when it comes to looking
after mentally ill people – something they
are not trained to do – because health and
ambulance services treated them as low
priority.36 Relationships between police
forces and health and social services are
often difficult. Mental health services
rarely use police stations as places from
which people can be diverted to appropri-
ate care and support. Police stations rarely
refer people with drug problems to mental
health services for investigation of any
mental health difficulties that may under-
lie their substance abuse.37

2. Courts: Diversion and Liaison and
Mental Health Treatment
Requirements
DDeevveellooppmmeenntt  ooff  ddiivveerrssiioonn  aanndd  lliiaassoonn  sscchheemmeess
Those offenders with a mental illness who
are not diverted by the police or do not
have their charges dropped will continue
to the courts. The courts have a number of
options available to them under the
Mental Health Acts 1983 and 2007 and
many have diversion or mental health liai-
son schemes. In many of the schemes sur-
veyed by HM Inspectorate of Prisons in
2007, any agency could refer an individual
for diversion, but there were few formal
strategies for ensuring that the individuals
were referred. The evidence suggests that
many mentally disordered offenders bypass
the current diversion schemes and are
placed in unsuitable prison accommoda-
tion. This is primarily due to limited
awareness among the judiciary, perceived
lack of capacity in secure mental health
hospitals, the unwillingness of primary
care trusts to fund such placements, lack of
willingness by mainstream community-
based mental health services to take people
onto caseloads (i.e. those committing less
serious offences) and problems within the
system for diagnosis and referral.
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DDeeffiinniittiioonnss  ooff  ““ ddiivveerrssiioonn””   aanndd  ““ lliiaaiissoonn””
Diversion from courts removes people
with mental disorders from the criminal
justice system either to hospital or a suit-
able community placement. There are
three principal reasons why diversion is
necessary. First, when those with mental
disorders fall through the net of psychiatric
services they tend to gravitate towards the
criminal justice system; secondly the stan-
dard of healthcare provided in prison is
poor; and thirdly, because prison health-
care centres are not recognised as hospitals
for the purposes of the Mental Health Act
1983, treatment for mental disorder can-
not be given against a prisoner’s will unless
this can be justified under common law.38

Diversion differs from liaison, but may
be complementary to it. Liaison services
link offenders into appropriate communi-
ty services and typically deals with offend-
ers whose mental state is not poor enough
to justify a hospital admission. It requires
collaboration between various agencies on
behalf of the individual in order to provide
continuity of services and care and to
avoid duplication, whether in the criminal
justice system or the community. With the
advent of prison in-reach (services provid-
ed in prison) and rehabilitation and reset-
tlement teams, liaison now also refers to
the function of linking offenders with
mental health services in the prison at
their point of entry, and importantly, with
community services at their point of
release.39

DDeevveellooppmmeenntt  ooff  ddiivveerrssiioonn  sscchheemmeess
The first diversion scheme was introduced
in 1989, with joint Home Office and
Department of Health funding. In 1992,
the Reed Report reviewed services provid-
ing health and social care interventions for
mentally disordered offenders. It advocat-
ed diversion, identified best practice and
barriers to providing for mentally disor-
dered offenders, and highlighted areas for
development. 

After publication of the report many
schemes were established with the aim of
placing mentally ill offenders into mental
health services, as opposed to the criminal
justice system. By 1997, there were 190
diversion schemes but by 2004 these had
fallen back to 140.40 In 2008, the Secretary
of State for Justice commissioned a review,
led by Lord Bradley, into the diversion of
offenders with mental illness from the
criminal justice system. 

PPrroobb lleemmss  ww iitthh  ccuurrrreenntt  ccoouurrtt  ddiivveerrssiioonn
sscchheemmeess
Despite promptings from the Home
Office, Department of Health and aca-
demic institutions, the quality of diversion
schemes is inconsistent. In a recent consul-
tation document “Improving Health,
Supporting Justice”, the Department of
Health commented:41

“People brought before the courts can pres-
ent with a range of differing health and
social care needs, including mental health
and substance misuse issues. ese needs
can often go unrecognised and therefore
unmet, with the offender given a custodial
sentence when a hospital order (under the
Mental Health Act) or a community order
with a treatment requirement would be
more appropriate. Although the various
court diversion schemes in existence all
have different systems and protocols (itself a
problem) a number of common problems
do arise.”

The Mental Health Act Commission’s
twelfth biennial report, published in 2008,
described current diversion schemes as
having no ring-fenced funding, no blue-
print and no clear accountability. As a
result, there are inconsistencies in delivery
between areas and even individual
schemes.42 The reasons for the situation
include poor provision of schemes; lack of
funding and facilities; staff shortages and
lack of professional input; poor intera-
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gency working; lack of awareness of court
diversion schemes and no national guid-
ance.

PPoooorr  pprroovviissiioonn  ooff  sscchheemmeess
Research by Nacro in 2004 found that three
out of four magistrates’ courts have no court
diversion schemes in their area to access.43

Since an estimated 269,000 offenders are
identified with a mental health disorder at
arrest (12% of all arrested offenders), this
means that only 67,000 of them are able to
benefit from such schemes.44

The nine court diversion schemes
reviewed in the Nacro study exemplified
the national variation in service: some
receive referrals from a wide range of local
agencies – police, courts, probation, com-
munity mental health teams, social servic-
es – while others have more limited
sources of referrals – typically from the
police, courts and probation. The term
“court” diversion schemes can therefore
also be misleading as court is just one of
the stages at which referral to schemes
takes place.

LL aacckk   ooff  ffuunnddiinngg  aanndd  ffaacciilliittiieess
Primary care trusts (PCTs) are responsible
for commissioning and providing mental
healthcare across the offender pathway.
Although funding for prison mental
healthcare is ring-fenced and centrally
allocated, it is not recurrent and all other
aspects of offender mental health provi-
sion is left to local PCT discretion. There
are “no obvious financial incentives for
them to commission mental health servic-
es to provide diversion and liaison
schemes”.45

The Nacro survey of more than 60 court
diversion/criminal justice mental health
liaison schemes found that funding levels
were mostly constant, but that some
schemes’ funding had decreased – often
because of a trust-wide funding deficit or
the diversion of resources to prison in-
reach – and these were struggling.46

SSttaaffff  sshhoorrttaaggeess  aanndd  llaacckk   ooff  pprrooffeessssiioonnaall
iinnppuutt
The Centre for Public Innovation found
that diversion schemes ranged from single-
staff to multidisciplinary teams. All had at
least one community psychiatric nurse on
the team, with one exception where a
forensic psychologist was the lone member
of staff.47 A quarter of court diversion
schemes had seen a decrease in staffing lev-
els in the previous year.48 Just under a third
(30%) of schemes cited staffing issues as a
barrier to the operational success of the
schemes.49Half had no input from either a
psychiatrist or a psychologist.50

AAww aarreenneessss  ooff  ccoouurrtt  ddiivveerrssiioonn  sscchheemmeess
There appears to be a lack of awareness
among the judiciary and others of the avail-
ability of diversion schemes or forensic psy-
chiatric hospital beds. In 2006 1,440 mental-
ly disordered offenders were moved from the
penal system into forensic psychiatric servic-
es. More than a third of those (473) were ini-
tially sentenced to time in prison and later
transferred to hospital, compared to the 21%
(303) who were diverted into forensic psychi-
atric care at the point of sentencing. Only
two of the 23 primary care trusts assessed by
the prisons’ inspectorate in 2007 were aware
of diversion schemes in their area.51

NN oo  nnaattiioonnaall  gguuiiddaannccee
One of the biggest problems with assessing
the effectiveness of court diversion and liai-
son schemes is that there is currently no co-
ordinated performance monitoring; there is
no national performance management
framework in place. The work of these
schemes is not grounded in the wider per-
formance management and monitoring of
either mental health or the criminal justice
system. As such, it is not possible to say
clearly whether a scheme is effective or not,
or to describe what causes a scheme to be
effective or whether it is “value for money”.
This is generally true of mental health serv-
ice provision across the whole pathway.



A joint Home Office and Department of
Health review in 2005 found that “targets,
performance management and outcome
analysis were generally not in place and that
many places in England and Wales had no
court diversion services at all”.52 Schemes are
particularly vulnerable to closure if they
have no operational protocol in place
and/or no steering group overseeing the
work of the scheme.53 The report by the
Centre for Public Innovation noted:
“Clearly defined outcomes for the schemes
were rare. Many found it difficult to articu-
late the intended outcome of the scheme for
the clients and the wider mental health serv-
ice system. In general, outcomes were
referred to and measured in terms of inputs
and outputs. For example ‘we see 200 indi-
viduals, refer on 15 and case-manage 50’.”54

3. Prison
Development of prison mental
healthcare55

In 1996 the responsibility for all prison
healthcare rested with the Home Office and
the Prison Service not the Department of
Health and NHS. In that year, David
Ramsbotham, then Chief Inspector of
Prisons, published a highly critical report,
Patient or Prisoner?, which drew attention to
the inadequate care for the mentally disor-
dered in prison; the lack of suitable training
for medical and nursing staff and isolation
from new clinical developments; the lack of
continuity of care between prison and com-
munity; and ignorance of the needs of spe-
cific groups of prisoners such as women and
young people.56Despite these unsatisfactory
standards, his report pointed out that men-
tal healthcare in prison was more than twice
as expensive per person as that provided by
the National Health Service for the general
population.

The principle of equivalence
Ramsbotham noted that prison could
exacerbate mental health disorders with

long-term impact on the individual con-
cerned and the community into which he
or she was released.57 Patient or Prisoner?
declared: “Prisoners are entitled to the
same level of healthcare as that provided in
society at large. Those who are sick, addict-
ed, mentally ill or disabled should be treat-
ed…to the same standards demanded
within the National Health Service.”58 It
recommended that the NHS should take
over responsibility for prison healthcare
and outlined several ways of doing so.
The following year, the Health Advisory

Committee for the Prison Service pub-
lished its report, The Provision of Mental
Healthcare in Prisons.59 This also drew
attention to the poorly co-ordinated deliv-
ery of healthcare in prisons and the need
for more effective through-care and after-
care arrangements.60 Prisons, it said, should
“give prisoners access to the same quality
and range of healthcare services as the gen-
eral public receives from the NHS”.61

These two documents paved the way for
the transfer of responsibility for healthcare
in prisons from the Prison Service to the
National Health Service.

The transfer of prison healthcare to the
NHS
To address the issues raised by Patient or
Prisoner?, a joint Prison Service and NHS
executive working group was established to
develop practical proposals for change. The
resulting report, The Future Organisation of
Prison Healthcare, conceded that prison
healthcare varied considerably in terms of
organisation, delivery, quality, effectiveness
and links with the NHS.62 It acknowledged
that an extensive programme of change was
required but rejected calls that the NHS
should assume sole responsibility for all
prison healthcare – on the ground that dif-
ferences in workplace culture might lead to
healthcare staff working in prisons being
marginalised. It recommended that the two
organisations should be jointly responsible
for identifying the health needs of prisoners
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in their area and, thereafter, for the planning
and commissioning of appropriate services.
The working group was clear that systems

for dealing with the high incidence of men-
tal health disorders in prisoners were under-
developed. Two major issues were screening
arrangements to identify the need for mental
healthcare at reception and the inadequate
level of care-planning that takes place gener-
ally within prisons.63 The report recom-
mended that to improve this situation the
care of mentally ill prisoners should be devel-
oped in line with national standards.64

The advent of mental health in-reach
Two years later, Changing the Outlook – a
Department of Health policy document –
developed a more specific policy for mod-
ernising mental health services in prisons.65

The foreword reaffirmed the principle of
the National Service Framework underpin-
ning the strategic direction of service
development and set out a vision for the
next three to five years. It recognised that
this was likely to be a major challenge
given that mental health services in prisons
were ineffective and inflexible, and “strug-
gling to keep pace” with developments in
the NHS at large.66 The report called for a
“move away from the assumption that pris-
oners with mental health disorders are
automatically to be located in the prison
healthcare centre”; suggesting greater use
of primary care, in-reach services, day-care
and prison-wing treatments that mirror
community-based mental health services.67

To enable prisoners with mental health
disorders to remain in their normal location
in prison required the establishment of mul-
tidisciplinary mental health in-reach teams
to provide specialist services to prisoners in
the same way as community mental health
teams do to patients in the community.68

These teams were funded by local primary
care trusts. Although it was anticipated that
all prisoners would eventually benefit from
the introduction of in-reach services, the
early focus of the teams’ work was on those

with severe and enduring mental illness. A
target was set that promised 300 more staff
to provide in-reach services by April 2004, so
that 5,000more prisoners with a severe men-
tal illness would receive better care and treat-
ment and have a care plan on release. This
has now been met and there are 70 in-reach
teams working in prisons consisting of a core
of psychiatric nurses, although access to
other professionals such as psychiatrists, clin-
ical psychologists, occupational therapists,
drugs workers and counsellors is scant.69

By April 2006 responsibility for prison
healthcare had been transferred fully to the
NHS. There has clearly been some
improvement in mental healthcare provi-
sion and a greater acknowledgement of the
health needs in prison, however serious
deficiencies still remain.

Problems with prison mental healthcare
Multidisciplinary teams
Services for prisoners with mental health
disorders are delivered by numerous teams
some commissioned by the NHS (such as
in-reach teams), others commissioned by
the Prison Service, which is part of the
Ministry of Justice. This disjointed com-
missioning leads to poorly co-ordinated,
ineffective services.

Training for Prison Staff
Prison officers have the most contact with
prisoners day-to-day and as such can act as
their primary carers. With such a high
prevalence of mental illness it is essential
that prison officers have the skills to iden-
tify and deal with mental illness. Training
is not sufficient and in some cases is not
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compulsory. Prison officers do not feel
qualified to deal with prisoners with men-
tal disorders.

Funding
Funding should be based on rationally
assessed needs, rather than historical prece-
dent from the days when the Home Office
allocated funds to the Prison Service. The
staffing levels of prison in-reach teams are
far below their equivalent in the communi-
ty where there is much less mental illness.
A sophisticated health needs assessment
should be undertaken in order to find the
real funding necessary for providing for the
prison community.

4. Release and probation
The problems that prisoners face on their
return to the community are well docu-
mented. Some reports suggest that 40%
are homeless on release but that stable
accommodation can reduce reconviction
rates by more than 20%. Despite this,
research shows that only 19% of prisoners
received help with accommodation before
leaving prison and only 33% of those who
were homeless received help looking for
accommodation.70

A 2008 study of released prisoners in
Washington State found that former prison
inmates were at high risk of death after
release from prison, particularly during the
first two weeks. In that period, their risk of
death was almost 13 times that of other state
residents, with a markedly elevated relative
risk of death from drug overdose. The lead-
ing causes of death among former inmates
were drug overdose, cardiovascular disease,
homicide and suicide. For offenders with
mental health disorders, these factors are
likely to be even more exaggerated.
In 2008 the document Refocusing the Care

Programme Approach from the Department
of Health suggested that the criteria for eligi-
bility for the new approach should include a
diagnosis of severe mental disorder, risk of

self-harm, history of offending and sub-
stance misuse. It recommended multiple
service provision from different agencies,
for example housing, employment, crimi-
nal justice and voluntary agencies.71

In 2006 the Prison Service issued an
order on continuity of healthcare for pris-
oners that provides guidance on transfer
and discharge of prisoners.
These policies have at least ensured that

continuity of care is on the healthcare
agenda for the prison population.
However, in practice it can be hard to
implement. A review of London’s prisons
reported that in-reach teams found it dif-
ficult to engage with community mental
health teams and organise care when a
prisoner was released. Also some care co-
ordinators were reluctant to continue
responsibility for their clients when they
went into prison. In some instances, this
was a practical difficulty as clients were
located in a prison a long distance from
their home and where their care co-ordi-
nator was based.72

Care Programme Approach
Through the care programme approach
(CPA), offenders with a severe mental ill-
ness are supposed to be linked to main-
stream mental health services on release
from prison.73 The aim of the CPA is to
provide on-going integrated and effective
aftercare for prisoners with mental health,
substance misuse or co-existing problems.
However, research into continuity of
mental healthcare for ex-prisoners with
psychosis found that of those who had
been released only 23% had an appoint-
ment with a mental health professional.74

Furthermore, prisoners with low-level
mental illness are not put on the CPA.
The offender mental healthcare pathway
(DH guidance on best practice) advises
that those with “mild” mental health dis-
orders should be left to make an appoint-
ment with the GP themselves. But even
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with mild mental health disorders, an ex-
offender will be likely to lead a chaotic
lifestyle and be particularly vulnerable in
the first two weeks on release from prison.
Many offenders who are given the oppor-
tunity to stay in touch with a profession-
al will not do so.75

Probation
Very little is known about the formal
prevalence of mental health disorders for
offenders being managed in the communi-
ty and probation staff receive little mental

health training in their preparatory course.
A recent health needs assessment suggests
that up to 30% of probation caseloads are
people who, in the past, have had formal
contact with mental health services.76

Clearly, the prevalence of both alcohol and
drug problems is higher than this. There
have been no formal estimates of personal-
ity disorder in this group. A further con-
straint, even on those known in probation
to have a mental health disorder, is lack of
access to services especially to psychologi-
cal therapies.
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3
The NHS and
offender mental health

Although PCTs assumed responsibility
for the mental healthcare of offenders in
2006, there has been little support pro-
vided for commissioners who, in many
cases, were undertaking a completely new
role. This is especially true when the
needs of community-based offenders with
mental health disorders are considered.
Commissioning of general healthcare for
offenders is still weak. Provision of men-
tal healthcare for offenders remains of
marginal interest to PCTs, little informa-
tion is shared between agencies (case
management and partnership work) and
funding is based on historical arrange-
ments rather than current needs.
Responsibility for policy rests with the
Department of Health. But the fact that
offender health is a separate directorate
within the DH makes it difficult to inte-
grate mainstream health developments
into prisons, such as increasing “access to
psychological therapies” and “reducing
health inequalities”.
A recent study in the East Midlands has

shown that there is highly variable invest-
ment by PCTs in offender mental health-
care across the pathway.77 PCTs have
received little incentive to invest in offend-
er mental health and also very little sup-
port to undertake what is a specialised area
of healthcare that is new for many of them.
PCTs should be commissioning services
for offender mental health across the whole
criminal justice pathway and not focusing
resources solely on prison, but commis-
sioners struggle with this broader agenda.
One reason for this is the lack of guidance

on the function of prison mental health in-
reach services and, indeed, court diversion
schemes.

Tackling health inequalities
Since the publication by the Department
of Health in 2003 of Tackling Health
Inequalities: a programme for action, the
Government has focused on reducing
health inequalities in society at large and
believes that it has made significant
progress. The DH has recently produced a
review of progress, Tackling Health
Inequalities: 2007 status report on the pro-
gramme for action.78 This report included
82 targets designed to reduce health
inequalities. Only three of these targets,
listed below, refer specifically to offenders
even though standardised mortality rates
for people released from prison are 3.5
times higher than the general population
and in the first two weeks following release
ex-prisoners are nearly 13 more times more
likely to die than the general population.79

In addition, the general health status of
those on probation has been shown to be
significantly worse than that of social class
V (the most deprived) in the general pop-
ulation.80

Three offender health-related commit-
ments from Tackling Health Inequalities:
2007 status report are to:81

1. Support vulnerable groups through
the Supporting People programme,
including teenage parents, victims of
domestic violence and ex-offenders, as
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well as independent living within
communities for older, disabled and
vulnerable people.

2. Increase participation of problem users
in treatment programmes, maintain
the proportion successfully completing
treatment programmes, further expand
the drug treatment workforce, and
improve access to treatment pro-
grammes, driving down the waiting
lists across all treatments.

3. Address prisoners’ mental health needs
by providing all prisoners with severe
mental health disorders with a care
plan by 2004.

The commissioning of offender health
programmes is a recent imperative and tar-
gets for health inequality reduction feature
insignificantly for this group. If offenders
are not included in major government
health programmes and if commissioners
are inexperienced in offender health needs,
it seems likely that PCT plans to address
this area will remain a low priority. In the
complex world that is PCT commissioning
it is hardly surprising that PCTs focus on
their target list of ‘must-do’s’ and omit

areas of investment that are perceived as
optional.

World-Class Commissioning and Lord
Darzi’s review
According to the Department of Health,
world-class commissioning will transform
health and care services by applying a more
strategic and long-term approach. “The
world class commissioning programme is
designed to raise ambitions for a new form
of commissioning that has not yet been
developed or implemented in a compre-
hensive way anywhere in the world.”84

If world-class commissioning is to be
developed for the offender mental health
system it is essential to:

� develop a common understanding of
need;

� develop an integrated care pathway
currency;

� agree a national approach to incentives
(tariff or otherwise);

� secure a strong contractual, perform-
ance and regulatory framework for the
whole system using and developing
information and benchmarking.

82 All figures from Ministry of

Justice and Department of

Health
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Box 1: Offenders’ health82

� There are more offenders with mental health disorders serving community sentences (33% of
all those serving community sentences) than serving custodial sentences (28% of all those in
custody)83

� An estimated 269,000 offenders are identified with a mental health disorder at arrest account-
ing for between 7-15% of all arrested offenders

� 90% of all prisoners have a diagnosable mental health problem, substance misuse problem or both
� It is estimated that 5,000 (7%) prisoners are seriously mentally ill
� 80% of prisoners smoke
� About 0.3% of the male prisoners and 1.2% of females are HIV positive
� 24% of prisoners have injected drugs
� A fifth of prisoners who misuse illicit drugs by injection (about 16,000 prisoners) are infected
with hepatitis B and 30% with hepatitis C

� Around 2% of remand prisoners attempt suicide in any given week
� Suicide rates in prison and following release are at least six times as high as rates in the general
community
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Research by Policy Exchange suggests that
commissioners lack the information, the
tools and the expertise to drive complex
service change.86 Some health experts
blame this on the reorganisation of com-
missioning at a local level, which led to the
loss of expertise. There is also a skills gap
and a power imbalance between primary
care trusts and large hospital trusts. The
criminal justice system is complex and,
where little incentive exists, it can be diffi-
cult for PCTs to engage with organisations
within it.
The decision-making processes in PCTs

are the subject of particular criticism; they
are seen as slow and ultimately indecisive
when dealing with changes that have the
potential for significant benefits. The per-
ception is that commissioners, like man-
agers, too often focus on the imperative of
balancing the budget and resist costly
changes. The problem can be compounded
when PCT commissioners and PCT
providers sit too close together (it is still not
uncommon for both organisations to have
the same finance director, for example).

In 2008, the Government published
the final report of the NHS review, con-
ducted by Lord Darzi, High Quality Care
for All, which provides an opportunity to
rethink the organisation of health service
delivery.

Commissioning healthcare for offenders
Since commissioning for criminal justice
and mental health was only formally
transferred to the NHS in April 2006
some offender health experts believe it is
too early to assess its effectiveness. All
PCTs with a prison in their area should
have commissioned health needs assess-
ments of their prison populations, which
in turn should have led to the develop-
ment of local health delivery plans for
each prison. But offender health commis-
sioning is not only in its infancy, it is also
complex: up to four or five providers may
be involved but all working in isolation of
one another. Nor does the NHS perform-
ance management framework give PCTs
any incentive to invest in offender mental
health services.

Needs assessment and consumer

engagement

� System assessment of need

� Relationship development with individuals

and groups gaining ‘deep insight’ into their

individual and collective needs

Risk stratification

� Prediction and stratification of high risk

and high utilisation opportunities at the

level of the individual, to improve care

Driven by outcome metrics

� Well-designed care pathways

� Clear choice and measurable

benchmarks

� Consumer led

Information-rich business processes

� System tracking and transaction management

� Demand management

� Contract development and procurement

management

� Incentives and penalties

Highly skilled and engaged multi-disciplinary

workforce

� Data literate

� Commercially astute

� Consumer led

Sustainable effective partnerships

� Investing in leverage

� Developing markets

� Decommissioning

Figure 5: The features of world-class commissioning85
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Funding for commissioning responsibilities
The NHS has provided additional funding
in order to meet commissioning needs.87

Overall spending on prison healthcare has
increased from £118 million in 2002-03 to
nearly £200 million in 2006-07. By 2005-
06 nearly £20 million was being invested
recurrently in mental health in-reach.
While acknowledging the improvements,
the thematic review of mental health by
the prisons’ inspectorate, remained critical
of the gaps in provision – there was still too
much unmet and, sometimes unrecog-
nised, need in prisons.
Out of Sight, Out of Mind suggested that

funding for prison mental health services
was totally inadequate. A Sainsbury Centre
for Mental Health publication, Short-
changed, is also strongly critical of the total
amount spent on prison mental health and
the regional variation in spending pat-
terns.88 The DH recognises that when
prison healthcare commissioning was
transferred to the NHS, funding arrange-
ments were based on historical informa-
tion, and there is a need to recognise that
many establishments have expanded,
escort costs are now included in healthcare
budgets and overcrowding pressures have
changed the demographics of many pris-
ons. In addition, only prison mental health
funding is centrally allocated by the DH
and any other offender mental health serv-
ices have to be paid for from existing PCT
budgets, which have not been increased
specifically for this purpose.

Disjointed commissioning between mainstream
mental health services and different parts of
the criminal justice system
The main PCT commissioning focus to
date has been for mental health services in
prisons, however for what is a complex
arena there has been little support for PCT
commissioners. Offenders have mental
health needs outside of prisons too, so there
is a real need for commissioner competency
in areas without prisons as well. The NHS is

not involved in commissioning services
throughout the pathway. For example,
Counselling Assessment, Referral Advice
and Throughcare Teams (CARATs) and
probation services are commissioned by the
regional National Offender Management
Service (NOMS) office. This has negative
implications for cost effectiveness, the pro-
vision of a more seamless service, service
quality and information sharing.

Case management and partnership work
The Department of Health partnership
strategy suggests that a key component will
be support for “aligned commissioning”
(the joint efforts of organisations to share
information about commissioning inten-
tions, service and delivery plans, and to
monitor outcomes) to shape and guide the
relationship between NOMS and NHS
commissioners. This will help to co-ordi-
nate decisions over the development of
services and monitor performance. We
agree with the Sainsbury Centre for
Mental Health that the idea of “aligned”
commissioning between the NHS, local
authorities and criminal justice services has
potential, but it will not work without
clear goals, proper guidance and a high pri-
ority from government.
Current offenders with mental health

needs often get lost in the gaps between the
NHS and the criminal justice system. A
case management model (such as the
offender management system or the one
offered by assertive outreach teams) would
be better placed to do this. A common
theme that emerged from our round table
discussions with specialists in the field was
that improved partnerships and joint
working with better understanding of
other’s roles and responsibilities (with
mechanisms for raising concerns) would
enable unified approaches. This includes
policymaking within the DH offender
health unit itself, which is too isolated
from mainstream policy – such as reducing
health inequalities.
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Resettlement services before release
from prison are poor, partly because early
discharge planning has not improved.
Offenders are often not registered with a
GP before release and prisoner movement
around the prison estate hinders continu-
ity of care and effective discharge plan-
ning.89

Performance management
In 2007 the Department of Health issued
31 (non-mandatory) performance indica-
tors for monitoring offenders’ health
needs. These include management of med-
icines; service-user involvement; health
needs assessments; access to mental health
services and primary care mental health.
The extent to which PCTs use these per-
formance indicators is unreported and use
of them is not mandatory.
The National Offender Management

Service and the Care Services
Improvement Partnership (CSIP) jointly
published a report addressing community
primary care access for offenders in the
West Midlands. This document includes
nine recommendations that support the
achievement of five public service agree-
ment targets.90 The recommendations
focus on raising awareness about offend-
ers’ poor access to health services includ-
ing GPs, the provision and access of infor-
mation that can be used to inform on the
services needed, the development and
monitoring of appropriate care pathways
and the consideration of approaches that
will support the access of offenders to pri-
mary care.

A lack of good practice throughout the criminal
justice pathway
There is a slowly emerging idea of good prac-
tice: the DH offender mental healthcare
pathway of 2005 set out guidance for best
practice at every stage of an offender’s journey
across the criminal justice system; the docu-
ment provides guidance on expectations for
staff working with offenders both before
entrance to prison and on their release.91

Another document, on good practice in
prison health, contains 50 case studies gath-
ered for a survey commissioned by the
offender health unit. The document lists a
wide range of projects from across the coun-
try that have sought to improve offenders’
health, including supporting older prisoners,
tackling substance misuse and mental health.
They are focused on prison-based initiatives
rather than mental health needs in the com-
munity.92

Although there are many shortcomings
in the delivery of such services there are a
small number of sites in the country where
good practice has developed, some of which
we highlight in the following chapter.
Since 2006, the NHS, through PCTs,

has taken over the responsibility for the
commissioning of mental healthcare for
offenders. The focus to date has been large-
ly the provision of mental healthcare in pris-
ons, largely, one suspects, because this budg-
et is provided directly by the Department of
Health. PCTs have also been slow to
respond to the mental health needs of those
in community settings, whether custody in
police cells, appearances in court or com-
munity-based offender management.



4
Case studies and
good practice

The case studies discussed in this chapter
cover various parts of the offender mental
healthcare journey and overall commis-
sioning. The case studies are divided into
five groups:

1. Policing strategy for mentally disor-
dered offenders – South Wales and
Memphis, Tennessee

2. Police diversion schemes – Northern
Ireland, South Birmingham and
London

3. Mental health courts – Brooklyn and
San Francisco

4. Prison mental health services – HMP
Bristol and HMP Nottingham

5. Offender healthcare plan (including
mental health) – Derbyshire PCT

Case study set 1: Police strategy for
mentally disordered offenders
A large proportion of mental health
resources for offenders is directed to pris-
ons. An offender will often come into con-
tact with mental health services for the first
time on entry to prison. As the case studies
from South Wales and Memphis,
Tennessee show, much earlier intervention
is possible. The South Wales Police use a
crisis resolution team led by healthcare
professionals who, in partnership with the
police, can provide immediate mental
health services as well as training for police
officers. In Memphis, Tennessee, police
officers have been given awareness training
to improve the way that they provide for
mentally disordered offenders.

Lesson: Early intervention by police-led or
health-led crisis resolution teams at the
pre-arrest, arrest or custody stages, can stop
problems escalating and ensure appropri-
ate services are provided for mentally disor-
dered offenders either before they are sent
to prison or released back into the commu-
nity without charge.

South Wales Police
In 2007, South Wales Police proposed a
new model for working with mental ill-
ness, known as MH-PRIME (mental
health – problem resolution in multi-
agency environments).93 It operates on
three levels: community, crisis and care.
The community and care levels deal with
non-offenders with mental illness and are
outside the scope of this research.
The report concluded that the later risk

was identified and support provided, the
greater people’s long-term dependence on,
and requirement for, top-end service provi-
sion will be. If mental health is seen as a pos-
itive state of mind, deviations from that
state will not come to the notice of a health-
care professional until a person is in crisis or
a serious crime has been committed.
The crisis level deals with the point

where decisions are being made about
detention under the Mental Health Act or
by the police following a community dis-
turbance or sometimes a criminal event.
This is often the point where formal action
is requested or is necessary because of an
unforeseen crisis. At this time, mental
health service users and those exhibiting
signs of mental distress may require rapid

93 Today’s Communities,

Tomorrow’s Minds: Mental

Health and Public Safety in

Wales, South Wales Police, 2008
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support and assessment. In South Wales,
the local mental health services take the
lead in acting promptly to defuse situa-
tions causing concern.
To facilitate the MH-PRIME model the

report proposed the formation of regional
mental health crisis resolution teams or
MH-CRTs (formally referred to as mental
health criminal justice liaison teams). These
teams would provide a healthcare-led part-
nership service to meet the needs, promote
the interests of and protect the lives of peo-
ple with mental health disorders.

The teams would build on the working
relationships between existing police staff
and health based management teams and
provide additional services, for example, a
mental health nurse for those held in cus-
tody. They would also provide training for
probation, police custody staff, court staff,
magistrates and those involved in providing
social care to those in the criminal justice sys-
tem with complex mental health conditions.
The teams would liaise with services

including those providing court diversion
and pre-sentence reports, pre-charge advice
to the Crown Prosecution Service and
prison in-reach. They would provide a vital
service for those in crisis who have been
arrested and would be able to provide pre-
charge advice to the CPS where those serv-
ices do not exist.
The cost of establishing aMH-CRT based

on the Mersey Care NHS Trust is estimated
to be £311,000.The proposed level forWales
would be one for each regional centre. On

the assumption that five are recommended
the estimated minimum cost would be £1.55
million. If using the same criteria for England
and Wales (total of 14 regions) the cost
would be £4.35 million. This represents
0.004% of the total NHS budget.

Memphis Police
More than a decade ago, the shooting of a
mentally ill person by a police officer in
Memphis, Tennessee, prompted the devel-
opment of an innovative programme for
the improvement of the police response to
and diversion from jail of mentally ill peo-
ple in crisis. The team evolved and current-
ly operates through a partnership between
the Memphis chapter of the Alliance for
the Mentally Ill, the University of
Memphis, and other local mental health
providers. As part of the Memphis Police
Department’s community policing initia-
tive, the programme brings together law
enforcement personnel and mental
health professionals, consumers, and advo-
cates for the common goals of improving
understanding of, and safety and service
to, mentally ill individuals and their fami-
lies.
The crisis intervention team is staffed by

police officers with special training in
mental health issues. Besides their regu-
lar patrol duties, team officers provide a
specialised response to “mental distur-
bance” crisis calls. For general patrol,
the officers are assigned to a specific area;
however, crisis intervention team officers
have citywide jurisdiction to answer these
specialised calls.
When police emergency dispatchers are

notified of an incident that may involve a
person with mental illness, they assign that
call to a crisis intervention team officer. The
team officer goes immediately to the scene,
assesses the situation to determine the nature
of the complaint and the degree of risk,
intervenes as necessary to ensure the safety of
anyone involved, and then determines and
implements an appropriate disposition. The

32

Inside out

“ As part of the Memphis Police Department’s
community policing initiative, the programme brings
together law enforcement personnel and mental
health professionals, consumers, and advocates for the
common goals of improving understanding of mentally ill
individuals and their families”
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officer may resolve the situation at the scene
through de-escalation, negotiation, or verbal
crisis intervention. Alternatively, the officer
may contact the case manager or treatment
provider of the person in crisis, provide a
referral to treatment services, or transport
the person directly to the psychiatric emer-
gency department of the University of
Tennessee Medical Center in Memphis for
further evaluation.
The crisis intervention team is currently

composed of approximately 180 patrol
officers out of a police force of 1,800. The
team provides 24-hour coverage in each of
the city’s seven precincts and officers
respond to about 7,000 specialised calls a
year.
Patrol officers volunteer for the pro-

gramme. If selected, they receive an initial
40 hours of specialised training from men-
tal health providers, family advocates, and
mental health consumer groups at no
charge to the police department. The offi-
cers learn about mental illness, substance
abuse, psychotropic medication, treatment
modalities, patients’ rights, civil commit-
ment law, and techniques for intervening
in a crisis. However, advocates of the crisis
intervention team are quick to point out
that it is more than a training program.
Among law enforcement officers it pro-
motes a philosophy of responsibility and
accountability to consumers of mental
health services, their relatives, and the
community.94

Case study set 2: Police diversion
schemes
Only a few of the custody suite (and
police) diversion schemes have been prop-
erly evaluated – in Northern Ireland,
South Birmingham and London.

Northern Ireland
The scheme, which began in June 1998,
shares some features with the diversion-at-
the-point-of-arrest model. It comprises a

rapid screening and mental health assess-
ment at the earliest point of contact with
the justice system, plus a mechanism for
appropriate referral or diversion to health
and social services. It is based in the largest
of four police stations in Belfast, which
operate under the Police and Criminal
Evidence (NI) Order 1989, and which
provide specialised questioning, identifica-
tion and treatment of mentally disordered
suspects. Two community mental health
nurses operate the service with support
from forensic psychiatry. The nurses liaise
with forensic medical officers, police offi-
cers, court officials, probation officers and
a range of health and social services profes-
sionals and voluntary agencies.

South Birmingham
South Birmingham’s diversion-at-the-point-
of-arrest scheme began at one police station
in 1992 by providing a community psychi-
atric nurse to assess detainees, so that court
diversion could be put into practice if justi-
fied. The station was part of the West
Midlands Police “E” Division and covered a
sector of the city centre and rural areas of
North Warwickshire and Worcestershire.
An initial evaluation of the scheme’s first 12
months was promising and it was extended
to other police stations.95

The service is unique in that the nurses
also co-ordinate follow-up care and pro-
vide ongoing advice and support to offend-
ers, the police and healthcare professionals.
They screen the custody record forms of all
detainees for four factors: a history of men-
tal illness and/or learning disability; an
“odd” crime; a violent crime; unusual
behaviour leading to referral by the police.
During the first 18 months, the nurses

screened 4,917 custody record forms, 787
(16%) of which met one or more of the
assessment criteria. These defendants were
typically single, unemployed males in their
early 30s; 26% of them were living alone
and 18% were homeless. Nearly three-
quarters had an institutional history,



including 44% who had been psychiatric
inpatients. The 91% prevalence rate for
mental disorder among those assessed in
this study is similar to the most recent rates
reported by police liaison schemes in
England (85% and 90%). Importantly,
almost half of the mentally disordered
offenders were identified from the routine
screening of custody record forms rather
than a recommendation from the forensic
medical officer (or the police or other
criminal justice personnel). It is also worth
noting that the FMOs missed a significant
proportion of potentially more severe
cases.
The service appears to be detecting and

assessing most, if not all, offenders with sig-
nificant levels of mental disorder, a large
proportion of whom may require specialist
health and social services intervention. The
findings illustrate that mental illness among
many detainees went undetected by cus-
tody sergeants and/or FMOs, but was iden-
tified accurately by the mental health nurs-
es who also achieved considerable success in
linking offenders to health and social serv-
ices. Evidence to support their successful
diversion from the courts is less conclusive.
Importantly, the nurses developed close

and mutually supportive working relation-
ships with other health and social service
professionals and a wide range of people in
the justice system. Key stakeholders indi-
cated that the newly developed scheme has
played an important, perhaps pioneering
role in terms of developing and facilitating
a much needed liaison between psychiatric
services and the criminal justice system.
But it is difficult to gauge the long-term
impact of the scheme on the two systems
of service provision, particularly in the
absence of a fully integrated forensic men-
tal health service in Northern Ireland.
Nonetheless, this model of inter-agency
working has developed within a region of
the UK often considered more strongly
associated with division and civil unrest
than partnership, and it is possible that the

integrated health and social services in NI
contributed positively to this development.
The service also appears to have promoted
a better understanding of the relationship
between mental illness and crime and its
prevention. Realistically though, many ini-
tiatives set up in isolation from mainstream
services often fail to achieve their long-
term goals, and this is particularly true of
nurse-led schemes which are most effective
when fully integrated with local psychiatric
services or staffed by (senior) psychia-
trists.96 Thus, a community forensic mental
health service and/or a reconfiguration of
existing services would provide much
needed support for the new scheme. A sig-
nificant proportion of MDOs – including
a sizeable group of violent offenders and
those committing acts of self-harm – are
unlikely to receive appropriate health and
social care unless there are significant
changes to general mental health service
provision. These findings suggest the need
for a radical rethink and an informed pub-
lic debate about how more positive out-
comes may be achieved in this population.

London
A London diversion scheme was estab-
lished in three police stations in
Westminster – Charing Cross, West End
Central and Marylebone. Initially one
forensic community psychiatric nurse was
engaged to work exclusively on the project;
after a year a second was added. They were
attached to the local community mental
health and social services teams and they
had immediate access to the local forensic
service for advice and support. Regular
reviews of the project were conducted by a
steering group, which involved representa-
tives from the police stations in question,
New Scotland Yard, the management of
the forensic medical examiner services and
from local health and social services, and a
senior local forensic medical examiner.
In 31 months, 712 cases were assessed,

an average of 23 a month. The majority
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were male, young and unemployed, nearly
half did not have permanent accommoda-
tion and drug use was relatively common.
More than half had a history of previous
psychiatric admission and a substantial
minority were still nominally under the
care of psychiatric services.
In 61% of cases the person had a record

of previous convictions and 31% of con-
victions involved violence; 10% were on
bail for other matters at the time of their
arrest. At this arrest, 33% were charged
with summary offences.

Case study set 3: Mental Health Courts
Mental health courts are one of the latest
examples of “problem-solving courts”
which bring different approaches to diffi-
cult cases where social, human and legal
problems intersect. Pioneered in the
United States, a handful of communities
have created specialised mental health
courts to address the complex issues that
mentally ill offenders present. Although
each jurisdiction has developed its own
variation of a mental health court based on
local needs and realities, they share several
basic features. Such courts are only now
being piloted in England and Wales.
Mental health courts handle only cases

involving offenders with mental disorders.
The judge, prosecutor, defence lawyer and
other court staff often have special training
in, and are familiar with, community mental
health services. The court staff collaborate
with community providers to provide a ther-
apeutic intervention that may include med-
ication management, substance abuse treat-
ment, housing, job training and psychoso-
cial rehabilitation. Offenders can have their
charges or jail sentences deferred if they
agree to participate in services. The goal is to
prevent criminalisation and recidivism,
reducing pressure on the prison system.97

The Brooklyn study looks at the struc-
tures and processes typical of mental health
courts which contribute to their effective-

ness, while the San Francisco study exam-
ines the effectiveness of mental health
courts in reducing recidivism.

Lesson: There are basic concepts typical of
mental health courts that can ensure that
mentally disordered offenders are linked
with mental health services which not only
provide them with the appropriate care but
also relieve pressure on the prison service
and can help reduce recidivism.

Brooklyn
The Brooklyn Mental Health Court is a
specialised court that responds to the prob-
lems posed by defendants with mental ill-
ness in the criminal justice system.
Addressing both the treatment needs of
defendants with mental illness and the
public safety concerns of the community,
the court links defendants suffering from
serious and persistent mental illnesses
(such as schizophrenia and bipolar disor-
der) who would ordinarily be on their way
to prison to long-term treatment as an
alternative to incarceration.

Key principles
To achieve its goals the Brooklyn Mental
Health Court has adopted several operat-
ing principles that have proved successful
at other problem-solving courts:

� Detailed screening and assessment to
create individualised treatment plans

� Frequent judicial monitoring to keep
the judge engaged with the defendant
and emphasise for the defendant the
seriousness of the process

� Accountability of the defendant for his
or her actions

� Co-ordination of services with a broad
network of government and not-for-
profit service providers to address
problems that defendants face, includ-
ing substance abuse, homelessness,
joblessness and serious health prob-
lems

97 Watson A, Hanrahan P,

Luchins D, Lurigio A, “Mental

Health Courts and the Complex

Issue of Mentally Ill Offenders”,

Psychiatric Services 52 pp 477-

481, 2001
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Box 2: Case study of Mr B, Brooklyn Mental Health Court client

At the time of his first court appearance, Mr B was a 28-year-old, single, unemployed African-
American man of Haitian descent living with his parents. He had graduated from university with a
degree in business and management, having received a full basketball scholarship. After graduation,
he was pursuing a career in entertainment and business. He began to have conflicts with his par-
ents, leading his father to call in the police and his mother to obtain an order of protection. The
police were called again during an altercation with his father, leading to arrest and a 60-day sen-
tence at the Brooklyn House of Detention. During this time, he first began to experience overt signs
of psychiatric illness, although he did not recognise it then. He began to think that people were out
to get him and that he was not safe, became unable to sleep, had constant racing thoughts and was
socially isolated, paranoid and suspicious.
Around his 40th day of incarceration, he became overwhelmed by fear that he was doomed and

tried to commit suicide. He recalled that he was smoking a cigarette as he wound a sheet around his
neck; the next thing he remembers was corrections staff coming into his cell because it was on fire.
He was charged with arson, found unfit for trial, sent to Kirby Psychiatric Center for treatment, and
bailed out by his father after he was returned to prison on Rikers Island. At Kirby and Rikers he
received medication for bipolar disorder, which he continued to take for at least a while after being
released.
Mr. B’s legal aid attorney persuaded the judge handling his arson case to transfer it to the men-

tal health court, even though the court’s policies in effect at that time did not permit arson cases
to be considered, and in July 2002 he became one of the court’s first clients. He lived at home
while he was under the court’s supervision, attending weekly individual therapy sessions and
receiving case management services. He never missed a court appearance and consistently received
positive reports from his treatment provider and ICM. The Brooklyn Mental Health Court clini-
cal team had concerns throughout his term of court participation that he was not truly engaged in
treatment, however, but maintaining an adequate level of superficial compliance that would per-
mit him to resolve his criminal case satisfactorily. He was never employed while under court super-
vision but reported that he had been accepted to graduate school and would begin school in the
fall of 2003. In August 2003, Mr B became the second graduate of the Brooklyn Mental Health
Court.

The programme structure is as follows:

� Treatment mandate: misdemeanour offenders, 12 months; first-time felony offenders, 12-18
months; repeat offenders, 18-24 months. Individualised treatment can include mental health
treatment, substance abuse treatment, intensive community-based case management services
and supported housing

� Pleas: a guilty plea is required to participate, but the plea can be vacated upon successful com-
pletion

� Graduation: participant must comply with the treatment mandate and cannot commit any
new offences. Misdemeanour offenders and first-time non-violent felony offenders: guilty plea
vacated and all charges dismissed. Predicate felons and first-time violent felony offenders:
felony guilty plea vacated with misdemeanour plea remaining in place; violent offenders will
receive probation

� Jail/prison alternative for program failure: sentences are determined on a case-by-case basis at
the time guilty plea is taken and program participation begins



San Francisco
The San Francisco Mental Health Court
was established in early 2003. Its mission
is to connect criminal defendants who
have serious mental illness to treatment
services, to find dispositions to their crim-
inal charges that take mental illness into
consideration, and to decrease their
chances of returning to the criminal jus-
tice system. The court anticipates that
relapses may occur and it emphasises pos-
itive reinforcement for successes rather
than sanctions for failures. Participants
who successfully maintain a sustained
period of stability “graduate” from the
mental health court.98

The results from the study support the
effectiveness of the court in reducing the
involvement of persons with mental disor-
ders in the criminal justice system. Based on
all of those who enrolled in the mental
health court, regardless of whether they suc-
cessfully completed the programme, partic-
ipants achieved a longer time without any
new charges (violent or otherwise) com-
pared with similar individuals who did not
participate in the programme. For example,
at 18 months, the likelihood of mental
health court participants being charged with
any new crimes was about 26% lower than
that of comparable individuals who received
treatment as usual, and the likelihood of

98 McNeil D and Binder R,

“Effectiveness of a Mental

Health Court in Reducing

Criminal Recidivism and

Violence”, Am J Psychiatry, 164:

pp 1395-1403, September 2007
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� Clinical and judicial monitoring during program participation: all participants appear in court
every two weeks for the first three months, then monthly thereafter. More frequent court
appearances are required for non-compliant participants. The clinical staff meet with partici-
pants on every court date and more frequently as needed. The clinical staff communicate with
all service providers at least weekly; providers give written monthly reports as well. The clinical
team summarise all input from providers in written reports at every court appearance.

� Rewards, sanctions and clinical responses: compliance is rewarded with praise from the judge,
less frequent court appearances and certificates for completing quarterly phases.
Noncompliance may result in clinical responses (such as a change in treatment or other servic-
es), admonitions from the judge, more frequent court appearances and other sanctions that the
judge feels may help to motivate compliance. Short stays in jail are possible.
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receiving treatment as usual, as a function of mental health court status
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mental health court participants being
charged with new violent crimes was 55%
lower than that of individuals who received
treatment as usual.99

Further analyses showed that persons
who completed the mental health court
programme maintained reduced recidivism
when they were no longer under the super-
vision of the court, in contrast to compara-
ble persons who received treatment as
usual. By 18 months, the risk of mental
health court graduates being charged with
any new offence was about 34 out of 100,
compared with about 56 out of 100 for
those who did not participate, a 39%
reduction. For violent crimes the figures
were 6 out of 100 compared with 13 out of
100 respectively, a 54% reduction.100

These findings provide evidence of the
potential for mental health courts to achieve
their goal of reducing recidivism among
offenders with mental disorders. Moreover,
since the mental health court participants in
the San Francisco study included a substan-
tial proportion of individuals who had been
charged with serious or violent crimes, it
appears possible to expand the mental
health court model beyond its original
clientele of persons charged with non-vio-
lent misdemeanours.101

Case study set 4: Prison mental
health services
The following case studies, from HMP
Bristol and HMP Nottingham reveal that
although it is difficult for PCTs to priori-
tise funding for prison mental health, it is
possible. In both examples, provision has
expanded significantly. The Bristol exam-
ple highlights the way in which primary
care resources have been integrated into an
effective prison-provider partnership while
the Nottingham example shows the ability
to articulate need to commissioners and
have an impact on investment with clear
clinical leadership.
Lesson: Better integration of resources

can lead to more effective healthcare and
mental health assessment for offenders in
prison and other criminal justice agencies.
Making offender mental healthcare a pri-
ority is possible through clear clinical lead-
ership and the ability to articulate need to
PCT commissioners.

HMP Bristol
HMP Bristol is male local prison in the
South West where mental healthcare has
improved considerably since 2005. The
changes have largely been brought about
by the PCT chairing a development pro-
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100 Ibid

101 McNeil D, Binder R,
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gramme with wide representation includ-
ing service users. Not only has investment
in prison mental health increased signifi-
cantly (an original in-reach team of four
whole-time equivalent staff increased to
12.5 staff, the new funding coming from
redesignated prison primary care resources)
but also a new court assessment and refer-
ral service was established in 2005 enabling
the production of a joined-up care path-
way for offender mental health. The old
in-reach team has abandoned the “in-
reach” name to reflect the fact that it now
offers advice to other criminal justice agen-
cies apart from prison and is now known as
the criminal justice liaison service. In plan-
ning these services the PCT, perhaps
unusually, has clearly articulated the prin-
ciples on which service delivery is based.
The foremost principle, that of healthcare
equivalence, is expressed as followed:

“e service will provide access to mental
health services comparable to that available
within the NHS within the constraints of
custody.”

Health improvement and care at HMP
Bristol has changed markedly since 2005.
This is partly in response to previous
assessments and developments in national
policy but mostly due to the innovation
and hard work of staff at the prison. A for-
mal healthcare partnership board was
established between HMP Bristol and
Bristol PCT and prison healthcare is repre-
sented on a number of PCT committees
such as the clinical governance working
group and the clinical audit and effective-
ness group. There is greater integration of
prison healthcare staff into local profes-
sional networks than before. Since April
2007 primary care medical services have
been commissioned by the PCT; most
mental health services are provided by the
Avon and Wiltshire Mental Health
Partnership (they all should be by the end
of 2008).

Its key performance indicator profile
reveals that it is improving, for example, it
is able to both recruit and retain staff. The
last HM Inspector’s report in March 2008
commented:.

“Mental health services had improved con-
siderably since our previous inspection
(2005). An in-reach team had been estab-
lished and two well qualified and experi-
enced registered mental health nurses pro-
vided a high level of care to prisoners. e
team worked well with the primary care
mental health team and there was evidence
of good multidisciplinary joint working
between all those involved in the care of
prisoners with mental health needs. Access
to professional training for staff was fully
supported and provided where necessary.
Mental health awareness training for
generic prison staff was provided through a
rolling programme delivered by members of
the mental health team. Day care was now
provided.”

PCT Commissioning
During 2006-07, the PCT chaired a devel-
opment programme working with the
prison, PCT, service users and Avon and
Wiltshire Partnership mental health staff
to develop a comprehensive mental health
service for the prison. An early decision
was to develop a mental health service
presence at Bristol Magistrates’ Court.
This was set up in 2005, funded by Bristol
PCT and provided by Avon and Wiltshire
Partnership. The court assessment and
referral team consisted of two full-time
senior nurses; a full-time team leader; a
part-time administrator; with further
funding secured for a learning disability
specialist. These services are mainstream
service provision, not forensic.
A care pathway model was planned

linking the court to the prison. The
prison mental healthcare pathway model
was designed and based on mainstream



mental health principles. An important
principle within the model is ensuring
that mainstream mental health services
accept and maintain their responsibility
for clients within prison where appropri-
ate. Primary and secondary healthcare are
the providers, with referral to tertiary
services where appropriate. In 2007 Avon
and Wiltshire Partnership changed the
name of the in-reach team to criminal jus-
tice liaison services. The service works
across the offender mental healthcare
pathway providing mental health services
to criminal justice agencies including
prisons.
The PCT, through its service level agree-

ment, has clearly articulated the principles on
which prison mental health services to HMP
Bristol commissioning takes place. The
principle of equivalence is top of the list.
The service must:

� provide access to mental health servic-
es comparable in quality to that avail-
able within the NHS, within the con-
straints of custody;

� be in accordance with statutory rules
and standing orders laid down by the
prison service or NHS with regard to
healthcare for prisoners;

� recognise that high quality healthcare
is multidisciplinary and can only be
delivered through good working rela-
tionships with other prison health
staff, prison officers and management,
probation services and NHS col-
leagues;

� secure improvements in the health sta-
tus and prevent or decrease morbidity
and disability associated with mental
ill-health;

� ensure equitable access to, and delivery
of, appropriate services which are
acceptable to all members of the pop-
ulation and that no service user
receives less favourable treatment on
the grounds of age, colour, disability,
ethnicity, religion, sex or sexuality;

� take all reasonable steps to ensure
patients are re-integrated with and
supported by mainstream NHS servic-
es during the period leading up to and
following release from custody, includ-
ing effective joint working and liaison
with other organisations both statuto-
ry and voluntary.

The PCT sees the prison-based mental
health service as consisting of a number of
different but integrated elements:

� The Primary Care Mental Health
Service – providing assessment, treat-
ment and care to adults with common
mental health disorders such as
depression, anxiety disorders while
they are in HMP Bristol.

� Secondary Mental Health Services –
providing a multidisciplinary specialist
assessment and treatment service simi-
lar to the community mental health
team. The provider will develop proto-
cols for referral from primary to sec-
ondary mental healthcare.

The PCT is also clear that the mental
health service within the prison does not
stand alone. The service level agreement
points to the importance of pre-prison
teams such as the local court assessment
and referral service and there is a strong
emphasis in the agreement on through care
and release, the following aspects of which
must be addressed:

� provide support to the prisoner and
their family/carers in helping them
achieve better social functioning and
prepare for release;

� provide effective through care that
responds quickly and seamlessly to
changing needs;

� ensure prisoner mental health and/or
drug treatment needs, prognosis and
likely pattern of relapse is fully incor-
porated into sentence planning process
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� ensure appropriate arrangements are in
place for on-going aftercare of prison-
ers with mental health, substance mis-
use or co-morbidity problems in the
community prior to prisoner’s release;

� participate in discharge planning
meetings;

� provide seamless continuity of care as
part of the pre-release process;

� liaise with community mental health
teams to ensure seamless transfer from
prison back into the community;

� forge strong links with other mental
health services within the community
(both statutory and voluntary);

� participate in multidisciplinary assess-
ment of need, including sentence
planning;

� participate in multidisciplinary care
plan review meetings.

Transfer to Hospital
One important aspect in the appropriate
use of mainstream NHS resources is to
ensure that all those prisoners requiring
transfer to the NHS for acute mental
health in-patient care are transferred
promptly. Between January and November
2007, 22 prisoners were transferred to the
NHS, 59% of who were transferred within
14 days. There is a local protocol in place
to manage the transfer process. There has
been a significant shift in transferring pris-
oners where appropriate to psychiatric
intensive care units, reducing the need for
lengthy waits for beds in medium secure
units.

Agreed Mental Health Service Developments
Currently the in-reach team consists of
four practitioners; however, negotiations
with the PCT have led to a significant
increase in resources through the redesig-
nation of existing prison primary care
resources for mental health. The new
resources will mean that interventions for
prisoners move beyond triage and assess-
ment to cognitive and dialectical behav-

ioural therapy and group work – a large
increase in face-to-face interventions. In
addition to the increase in the size of the
team from four staff to 15.5 whole-time
equivalent staff, there has also been and
agreed increase in counselling sessions,
including specialist sessions for victims of
sexual abuse.

HMP Nottingham
The mental health service at HMP
Nottingham has one of the longest histories
of service provision in England. It has a
pathway within the prison itself, with clear
referral criteria, and mental health expertise
is apparent not just within the specialist
service but within primary care too. It is
highly unusual in that an audit is regularly
undertaken including a recent PCT-driven
review of service-user satisfaction.
Investment has improved and there are
plans to increase it yet further. Very few in-
reach services have such clearly delineated
resources for diagnosis of personality disor-
der and it is clearly an example of good
practice. One reason for this is the strong
clinical leadership it receives. The psychia-
trist who leads this team commented:

“Basically it has been a combination of
fighting many battles, being able to get
resources from commissioners by demon-
strating a track record of delivering in the
prison, building relationships at all levels,
providing direction, thinking outside the
box, thinking and planning the next devel-
opment even before the previous one has
been fully implemented, by making all
connected with it proud of what they are
doing because it is better than what others
do and influencing a change in attitude of
colleagues about prison mental healthcare.”

HMP Nottingham aims to provide men-
tal healthcare that is at least equal to the serv-
ices available in the community. Although
this may well contribute to a reduction in
reoffending it is not its primary objective.
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Background and introduction to the service
A mental health service has existed at
HMP Nottingham for nearly 15 years; it
originally consisted of a psychiatric clinics
provided by the local trust. In 2003 a mul-
tidisciplinary team with appropriate man-
agement and leadership was established,
with in-reach nurses; psychiatrists were
included in 2006.
The prison takes 550 inmates and serves

as a remand and local prison. Judged on
prison service key performance indicators
it fell midway, coming 46th out of 121
prisons (and 5th out of 16 comparable old
Victorian prisons). HMP Nottingham
does not experience problems in recruiting
staff and there is no significant overcrowd-
ing.

Prison Mental Healthcare
Organisation of the service
Screening for mental health at reception is
undertaken by nurses working for the pri-
mary care trust who have special training
in mental health and learning disabilities.
They use the national prison screening tool
– the Grubin screen – at the daily assess-
ment clinics. During the three-month
period August to October 2008, 340 pris-
oners screened positive and were referred
to primary care or in-reach services. A
pathway has been set out with explicit cri-
teria for referral to primary, secondary and
acute admission mental healthcare.
All referrals for primary mental health-

care from reception, wing staff or self-
referrals are sent directly to the assessment
clinic without any further scrutiny. Those
under the care of mental health services in
the community and with significant psy-
chiatric contact are sent directly to the in-
reach service. The criteria for allocation to
primary or secondary care is based on the
following classification with cluster 1 being
dealt with by primary care and clusters 2,
3, and 4 being allocated to the in-reach
service. When it is not clear if the referral
is for primary mental healthcare or for in-

reach services then the decision is made at
a weekly joint meeting. The prison also has
an enhanced care wing, with 24-hour nurs-
ing staff, which is for those with physical
and mental disorders that require higher
level of supervision.
Primary mental healthcare is provided

and managed by the PCT and the in-reach
service is provided and managed by
Nottinghamshire Healthcare NHS Trust.
However, arrangements such as the atten-
dance of primary care managers at the in-
reach allocation as well as business meet-
ings, regular dialogue and discussion pro-
vide for a close working relationship. The
substance misuse service is also well inte-
grated with the prison based drug workers,
the counselling assessment, referral advice
and throughcare services (CARAT), the
alcohol problems advisory service (APAS)
and the primary as well as in-reach mental
health services.
There is also integrated care for prison-

ers with drug problems especially those
with a dual diagnosis. The nurses work
within the substance misuse team and link
in with primary care as well as in-reach
services. Those with a drug habit as well as
a serious mental disorder are often jointly
cared for by the in-reach service and a
combination of the integrated drug treat-
ment system for prisons, CARAT and
APAS.
The 2008 Chief Inspector of Prison’s

report on HMP Nottingham commented:

“Mental health in-reach services were
working well, with good relationships
between the primary care team. Waiting
times were short and there was prompt
access to psychiatrists. Over the previous six
months, eight prisoners had waited less
than six weeks between referral and trans-
fer to outside hospital. e exception to this
was a prisoner on the segregation unit
waiting for a place on a personality disor-
der unit. ere were good links with the
community mental health services.”



Outreach/External Liaison
All prisoners in receipt of the prison mental
health in-reach service receive the care pro-
gramme approach (CPA). Systematic
attempts are made to connect prisoners with
external mental health services on release.
All prisoners requiring primary care on
release are referred to GPs. All those requir-
ing secondary care are referred to appropri-
ate mental health services depending on the
area they go to. However, it is recognised
that this is not as effective as it needs to be
because of the precipitate release of remand
prisoners and the timelag between release
and service provision in community.
Commissioners have been asked to create an
outreach post, whose job would be to func-
tion as the care co-ordinator until this is
taken up by community services.

Resourcing of the service
In primary care, there are 18 mental health
nurses. The mental health in-reach team
has two nurses and a good multidiscipli-
nary mix: it is rare to have a full-time post
made up of a psychiatrist and a psycholo-
gist. The new resources for in-reach have
come partly from internal reorganisation,
but also from the new integrated drug
treatment service.

User Involvement with service delivery
� Prison service users are involved in
providing feedback on mental health
service delivery in a variety of ways:

� Care plans discussed with prisoners.
� The prison is currently in the process
of setting up prisoner forums (primary
care);

� A prison in-reach user satisfaction sur-
vey carried out in 2008.

The service user survey is unique and is
worthy of greater attention. It was report-
ed earlier this year and was undertaken as
part of Nottingham City PCT’s commis-
sioning requirements. The entire caseload
of the in-reach team was targeted with a
postal questionnaire and a response of
53% was achieved. The satisfaction sched-
ule was rated in a uniformly high manner
with no mean rating falling below 3.22/5.

Case Study Set 5: Offender health-
care plan (including mental health) –
Derbyshire PCT
According to the DH the core task of pri-
mary care trusts is to ‘invest locally to
achieve the greatest gains and reductions in
health inequalities at best value for current
and future service users’.103 The offender
population is known to experience signifi-
cant health inequalities and have needs
that exceed those of the general popula-
tion. Much of the evidence for this level of
health need has been drawn from prison-
ers.104 But the few studies to examine the
health of offenders within community set-
tings have indicated that this group also

102 Full results in Appendix 1

103 World-Class

Commissioning: Competencies,

Department of Health, 2008 .

104 Improving Health,

Supporting Justice – A

Consultation Document. A strat-

egy for improving health and

social care services for people

subject to the criminal justice

system, Department of Health,

2007
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Table 2: Examples of ratings of service user satisfaction: In-reach team at
HMP Nottingham (2008)102

Number Statement Mean score

1 The healthcare centre is clean and comfortable 4.54

2 Staff from the in-reach team listen carefully to me 4.50

3 I have trust and confidence in the staff from the In-Reach Team 4.38

4 Staff from the in-reach team treat me with dignity and respect 4.50

5 I am given enough time to discuss my problems 3.91



experience significant health inequalities
when compared with the general popula-
tion. To address this, Derbyshire County
PCT and the National Probation Service
in Derbyshire conducted a health needs
assessment of community offenders in
both Nottinghamshire and Derbyshire and
developed an offender healthcare plan to
provide for the mental health needs (as
well as physical, housing and education
needs) of offenders in the community.

Lesson: Health needs assessments usually
focus their attention on offenders in prison

and yet research shows that offenders in
the community also have significant health
problems. Conducting a health needs
assessment for offenders in the community
and on probation can inform the develop-
ment of a commissioning strategy for that
neglected population.

Derbyshire Community Offenders
In 2007 Derbyshire Probation Service
managed 2,764 offenders in the communi-
ty.105 In order to improve the commission-
ing for community offenders, Derbyshire
County PCT and the National Probation
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105 Probation Statistics

Quarterly Brief, July-September,

England and Wales, Ministry of

Justice, 2007;

www.justice.gov.uk/docs/q3brief

-probation-2007.pdf

Box 3: Examples of planned services in the Derbyshire offender healthcare
strategy

Mental Health Services

� Commission psychological interventions for mild to moderate mental health disorders in pri-
mary care or community settings with equitable access for community offenders across the
county. A high proportion of offenders have mild to moderate mental health disorders and
poor access to services, which may contribute to reoffending.

� Cognitive behavioural therapy (CBT) in primary care to be provided by primary care mental
health workers, further availability to be provided by the initiative to improve access to psycho-
logical therapies. A £5 million investment package will target most deprived communities,
such as Bolsover, first. Providers are required to collect data demonstrating equitable access,
including for offenders. Self-referrals and referrals from offender managers will be encouraged.

� Review options for the provision of evidence-based interventions to promote improved self-
esteem, interpersonal relationships and parenting skills in community offenders. Identified by
offender managers as a key area of need and may prevent re-offending. Community initiatives,
such as improving parenting skills, community payback, social inclusion and Sure Start, to be
mapped. Probation to develop multi-agency links for appropriate referral, access and for
offenders and their families in the community.

Drug and Alcohol Services

� Ensure that offenders wishing to access drug and alcohol team services are able to do so with-
out delay. Offenders who have not been directed through a community order to attend report
delays in accessing these services.

Housing Support Services

� Review housing support services; both statutory and voluntary agencies to ensure they are ade-
quate and equitable. Offender managers identify access to appropriate housing as major issue
and one which may contribute to reoffending. Probation services working in partnership with
city and county providers to promote and improve housing for offenders using Supporting
People funds; review the remit of the housing and health strategy manager.



www.policyexchange.org.uk • 45

Case studies and good practice

Service Derbyshire participated in a project
to find out more about the health needs of
community offenders in both Notting-
hamshire and Derbyshire. The project was
led by the Centre for Criminal Justice and
Mental Health at Lincoln University and
funded by the East Midlands care service
improvement partnership.
The study, published in 2008, provided

detailed information on the mental health
needs of the Derbyshire probation popula-
tion.106 It showed that the mental health of
this group was significantly worse than that
of the general population and furthermore
that a significant proportion were at risk of
being dependent on alcohol (49%) or of
abusing drugs (35%). Nearly a third (32%)
had been seen formally by a mental health

service at some point. Importantly, the gen-
eral physical health of those who had con-
tact with mental health services was also sig-
nificantly worse than the rest of the proba-
tion sample. This group were likely to visit
both their GP and accident and emergency
department more often than others.
A plan was developed to address the

health needs of this probationer group. It
will be implemented by the lead commis-
sioner for offender health in partnership
with public health and Derbyshire
Probation Service (through the joint
prison health commissioning group and
Derbyshire prisons partnership board).
Other programme boards, such as the
mental health strategic commissioning
board, may also be engaged.

106 Brooker C, Syson-Nibbs L,

Barrett P, and Fox C,

“Community Managed

Offenders’ Access to Healthcare

Services: report of a pilot study”,

accepted for publication

Probation Journal, 2008



5
Conclusion and
recommendations

Mental health service provision is absent
from much of the criminal justice system;
where it does exist it is fragmented, uncoor-
dinated and unaligned to mainstream devel-
opments in generic mental health service
provision. There are a number of improve-
ment arguments in services for mentally ill
offenders: that it is the “right” thing to do in
terms of reducing health inequalities, that it
is an effective thing to do in terms of crime
reduction and that it is a course of action
supported by the public. The follow conclu-
sions and recommendations were prompted
by our research and discussed at a round-
table with a panel of experts and practition-
ers from offender mental health. They
argued that lack of clear accountability and
weak financial incentives are obstacles to
improvement.

Recommendations
To address the obstacles for mental health-
care in the criminal justice system, and
drawing on the lessons learn from the case
studies, the authors propose the following
recommendations. The recommendations
were tested with a group of experts and
practitioners in the fields of mental health
and criminal justice. The recommendations
cover five areas: police and early diversion,
prison and commissioning, probation,
courts and structural reform. Much of the
onus for change is on the DH and PCTs.
Across the pathway there are differing but
crucial roles for the health service in chang-
ing the way the criminal justice system deals
with offenders with mental illness.

11 ..   PPoolliiccee  aanndd  eeaarrllyy  ddiivveerrssiioonn
Investment in offender mental health
should allow earlier intervention at every
stage of the pathway through the criminal
justice system. It could significantly reduce
the costs of acute admissions to either medi-
um of high-secure NHS forensic services.
The balance between community and cus-
todial sentencing needs to be dramatically
altered in favour of increased use of mental
health treatment orders with the accompa-
nying benefits of reducing the prison popu-
lation and providing more cost-effective
services. For example, the average cost of a
custodial sentence is £13,125 per head
while a community order costs £1,500-
£4,000. Even with mental health treatment
included the community order option
remains cheaper.107 Further savings are likely
as such a model is also likely to reduce re-
offending rates in some (but not all) cases. 

Recommendation 1: PCTs should commission
police custody diversion schemes
Offenders with a mental illness should be
assessed routinely in police stations and courts
and, where appropriate, taken into the NHS
for care and treatment. Community mental
health teams or assertive outreach teams could
be re-directed to staff custody diversion
schemes, both to assess and to provide assertive
community-based intervention packages.

Recommendation 2: Give PCTs an incentive
to transfer offenders with mental illness into
treatment
PCTs should be given financial incentives to
take offenders with mental illness out of the
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system at the earliest possible stage (police
stations and courts) and into the NHS. In
addition, PCTs should ensure that main-
stream mental health services are support-
ing probation services by identifying
those with mental health disorders and
enabling their access to appropriate serv-
ices.

Recommendation 3: Pilot Mental Health
Crisis Resolution Teams
A number of organisations have proposed
the creation and development of “assess-
ment suites” or “places of safety” separate
from police custody suites.108, 109 A report
from South Wales proposes that staff at
these suites should have training in con-
trol and restraint, de-escalation and
assessment. Their primary functions
would be to prevent self-harm and sui-
cides in custody, and to provide multi-
agency assessment, detoxification facili-
ties and liaison with non-healthcare serv-
ices such as housing.110

2. Courts
Our expert panel noted that courts had
little accountability in relation to the sen-
tencing of offenders with mental health
needs. Judges have a number of options in
relation to offenders with mental illness –
court diversion, court assessment and
referral, mental health courts, mental
health liaison schemes – but no incentive
to use one rather than another. Evidence
about the effectiveness of these different
options or models is sparse.111 Courts
require dedicated mental health staff to
work with them, so that offenders can
either be placed in forensic secure accom-
modation or, where the mental disorder is
less serious, be referred to an appropriate
mainstream mental health/ drug service
with appropriate monitoring. Brooklyn
Mental Health Court, which requires
people on treatment orders to return to
court every week, provides an example of
such arrangements.

Recommendation 4: Expand mental health
court pilots
Mental health courts have the potential to
reduce reoffending by those with severe
mental illness. San Francisco Mental Health
Court demonstrates that not only are there
potential savings in acute care, but also that
reoffending for all crimes – especially those
involving violence – is significantly reduced.
The relationship between offending and

mental health status is not necessarily
straightforward. Improved mental health-
care will not automatically reduce reof-
fending, nonetheless when offending is not
“goal-directed” and clearly results from the
impact of a mental health disorder, such an
outcome is likely.
The reduction in reoffending among

clients of the San Francisco Mental Health
Court was between 25% and 39% after 18
months. If a similar reduction in reoffending
were seen among offenders with severe men-
tal illness the number of recidivists would fall
by more than 7,000 each year. The authors
recognise that mental health courts are not
appropriate for all mentally ill offenders and
that they are not without costs. But evidence
reviewed in this report suggests that the
Department of Health and Ministry of
Justice should radically expand the very
small-scale pilots planned for later in 2009.

3. Prison and Commissioning
Prison mental health services are still under-
funded and they have little national guid-
ance on how they should operate. Most in-
reach teams are provided solely by nurses,
however we have shown how sound clinical
leadership within a multidisciplinary team,
as in Nottingham, can be highly effective.
That strong clinical leadership is urgently
required is underlined by the fact that not
one mental health nurse consultant works as
a specialist in prison mental health. This
report also shows that a sound commission-
ing provider partnership and an integrated
use of resources, as in Bristol, can lead to a
well-funded service.
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Even if prison mental health were ade-
quately funded, the commissioning of such
services would still be taking place in an envi-
ronment that is too complex. Drug treatment
services in prison, for example, are currently
commissioned through both the health service
and the prison service. We understand that
Lord Patel is currently reviewing the way that
funding is allocated to drug treatment services
in prison; we hope that he recommends clear-
er commissioning pathways.

Recommendation 5: Integrate mental health
services in PCT commissioning
Services for prisoners with mental health dis-
orders are delivered by numerous teams some
commissioned by the NHS (such as in-reach
teams), others are commissioned by the Prison
Service, part of the Ministry of Justice. This
disjointed commissioning leads to poorly co-
ordinated, ineffective services. Where possible
all mental health services and resources should
be delivered by one team, commissioned by
the NHS.

Since taking over the commissioning role
for offender health in 2006, PCTs have had
much to do. Not only have they received little
incentive to invest in offender mental health,
but also very little support to undertake this
function in what is a specialised area of health-
care that is new for many of them. Yet PCTs
should be commissioning services for offender
mental health across the whole criminal justice
pathway and not focusing resources solely on
the prison population. Commissioners strug-
gle with implementation of an outcomes
framework for offender mental healthcare
services.One reason for this is the lack of guid-
ance on the function of prison mental health
in-reach services and court diversion schemes.
Such guidance is urgently required from the
Department of Health.

44 ..   PPrroobb aattiioonn
Very little is known formally about the preva-
lence of mental health disorders among
offenders who are being managed in the com-
munity, the general health inequalities that

they experience are among the highest of any
group. The assessment of health needs in
Derbyshire suggests that up to 30% of proba-
tion caseloads are people who, in the past,
have had formal contact with mental health
services. The prevalence of both alcohol and
drug problems is higher than this. There have
been no formal estimates of personality disor-
der in this group. A further difficulty, restrict-
ing even those known by probation services to
have a mental health disorder, is their lack of
access to services, especially psychological ther-
apies. 

Recommendation 6: The Department of Health
should instruct PCTs to provide full health
needs assessments for offenders
Resources for offender with mental health dis-
orders are focused myopically on the prison
population. The prevalence of mental illness
for offenders on probation is also high and if
health is to be improved (and costs reduced)
resources must be spread along the whole
pathway. The offender health directorate of
the Department of Health should instruct
PCTs to conduct health needs assessment for
offenders on probation in order to include
them in PCT’s offender mental health strate-
gy.

Recommendation 7: Department of Health
should provide policy implementation guidance
In order to improve outcomes for mentally
disordered offenders, PCTs need clear guid-
ance on the role and functions of prison men-
tal health services. NHS policy implementa-
tion guidance must be developed so that the
impact and outcomes of commissioned prison
mental health services can be evaluated. 

55 ..   SSttrruuccttuurraall  rreeffoorrmm
Responsibility for policy relating to the mental
health of offenders rests with the Department
of Health and specifically its offender health
directorate. The fact that offender health is a
separate directorate makes it difficult to inte-
grate mainstream health developments in pris-
ons, such as increasing “access to psycholog-

Building bridges

48



ical therapies” and “reducing health inequal-
ities”. For example there is scant reference to
offenders in the DH’s review of progress in
reducing health inequalities.

Recommendation 8: Amalgamate offender
health into the Department of Health
As long as offender health remains a separate
unit, offenders with mental health needs will
not receive equivalent services to those avail-
able in the community. We recommend that
offender health should be integrated into the
department as a whole and its resources reas-
signed to major policy programmes, such as
mental health and public health. If such a
change were made, it is likely that wide-
ranging offender health plans, such as the

one in Derbyshire, would spread across the
country more quickly than at present.

Recommendation 9: Include offender health
in regulatory review
The NHS performance management frame-
work for PCTs provides no incentive for
investment in offender mental health servic-
es. Such a direction should be included in the
annual health check of the Healthcare
Commission, or its successor.
This report is a call to action on behalf of

a forgotten minority, not simply because it is
right to promote equality of care for the indi-
viduals concerned, but also because it would
reduce the cost of offenders with mental ill-
ness to their victims and to taxpayers as well.
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Estimated reduction in re-offending rates and costs from implementing
mental health courts in England & Wales

LOW ESTIMATE

Figure Statement Source

83,815 Number in Jail in England Population in custody, Ministry of Justice,

and Wales November 2008

7% % of the prison population with a Singleton N, Bumpstead R, O’Brien M, Lee A,

serve mental illness Meltzer H, “Psychiatric morbidity among adults

living in private households, 2000”,

International Review of Psychiatry, 15 (1),

65-73, 2003

5,867 Total in jail with SMI

65% National reoffending rate Re-Offending by Adults: Results from the 2004

cohort, Home Office, 2007/8 Performance

3,814 Number with SMI who reoffend

39% Reduction in reoffending rate McNeil D E, Binder R E, Effectiveness of a

from San Fran Mental Health Court in Reducing Criminal

Recidivism and Violence, Am J Psychiatry,

Sep 2007; 164: 1395 - 1403

25% Reduction in court reoffending rate

40% Potential mental health court

reoffending rate

2,326 Number with SMI who reoffend if

MH courts widely used

1487 Reduction in number of recidivists

£65,000 Cost of one recidivist Reducing re-offending by ex-prisoners,

Summary of the Social Exclusion Unit report,

Cabinet Office, 2002

£96,674,316 Benefit before cost of MH courts

HIGH ESTIMATE

Figure Statement Source

83,815 Number in Jail in England Population in custody, Ministry of Justice,

and Wales November 2008

13% % of the prison population with a Singleton N, Bumpstead R, O’Brien M, Lee A,

serve mental illness Meltzer H, “Psychiatric morbidity among adults

living in private households, 2000”, International

Review of Psychiatry, 15 (1), 65-73, 2003

10,896 Total in jail with SMI

65% National reoffending rate Re-Offending by Adults: Results from the 2004

cohort, Home Office, 2007/8 Performance

7,082 Number with SMI who reoffend
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Figure Statement Source

39% Reduction in reoffending rate McNeil D E, Binder R E, Effectiveness of a

from San Fran Mental Health Court in Reducing Criminal

Recidivism and Violence, Am J Psychiatry,

Sep 2007; 164: 1395 - 1403

25% Reduction in court reoffending rate

40% Potential mental health court

reoffending rate

4,320 Number with SMI who reoffend if

MH courts widely used

2,762 Reduction in number of recidivists

£65,000 Cost of one recidivist Reducing re-offending by ex-prisoners,

Summary of the Social Exclusion Unit report,

Cabinet Office, 2002

£179,538,016 Benefit before cost of MH courts
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Appendix 2

Ratings of service user satisfaction: In-reach team at HMP Nottingham (2008)

Item Statement Mean Standard
Number Deviation

1 The Healthcare Centre is clean and comfortable 4.54 .588

2 Staff from the In-Reach Team listen carefully to me 4.50 .659

3 I have trust and confidence in the staff from the In-Reach Team 4.38 .647

4 Staff from the In-Reach Team treat me with dignity and respect 4.50 .590

5 I am given enough time to discuss my problems 3.91 1.203

6 I am given information in a way that is easy to 4.38 .647

understand (verbal, written, translated or accessible)

7 Staff keep appointments and are on time 3.79 1.179

8 The input from the In-Reach Team is sufficient for my needs 4.17 .917

9 I have had the chance to discuss the medication I am taking, 4.13 1.140

including its purpose and side effects

10 I have had the opportunity for psychological (talking) therapy 4.25 .944

or counselling from the In-Reach Team if I wanted

11 I have found the psychological (talking) therapy or counselling helpful 4.14 1.082

13 I was involved in deciding what was in my care plan 3.42 1.248

14 At my care review meeting (CPA) I have had the chance to 3.33 1.495

express my views

15 The care I receive meets my needs related to my ethnic origin 4.21 .884

and cultural background

16 The In-Reach Team have involved my carers / 3.22 1.204

relatives if I wanted them to

17 Overall, I am satisfied with my care from the In-Reach 4.39 .722

Team at this prison
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From police stations to the courts, to prisons and probation 
programmes, offenders with mental health disorders pose 
enormous challenges for the criminal justice system.

Government policy is to divert mentally ill people from the 
criminal justice system in cases where the public interest does 
not require their prosecution. But advocates of this policy should 
not underestimate the difficulty of delivering it. Even those 
charged with improving specific sections of the criminal justice 
pathway have found this complexity challenging; Lord Bradley’s 
review of the diversion of offenders with mental health disorders 
was due to report six months ago but has been delayed until 
later in 2009.

Professor Brooker and Ben Ullmann highlight the current 
barriers to improved mental healthcare of offenders, highlight 
some of the most effective schemes from around the world and 
show how these schemes could save more than £100 million 
each year.




