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 ADMISSION CRITERIA/PROCEDURE TO SCOTTISH MEDIUM SECURE UNITS

INTRODUCTION
This paper should be seen as guidance, deriving from a clinical consensus within the Medium and High Secure Estate, and should be used to support, but not replace clinical judgement in individual cases and appropriate liaison amongst the Medium Secure Estate with its High Secure partners.    It is acknowledged at the outset, that there are a small group of patients who will be exceptions to this guidance which is framed in the terms of what is to happen “in normal or usual circumstances”.  There will be another group of patients who will be at the border line between “High and Medium Secure Criteria”.   Full multi-disciplinary consideration of the case by both referring and receiving teams will be the cornerstone of resolving conflict.  In devising the guidance, we have tried to give sufficient detail to promote patient flow but did not wish to be “inflexible” and paradoxically create a guidance which would act as a hurdle to patients being place in the most appropriate level of security.  It is against this back drop, that this guidance should be interpreted.
PURPOSE

Following discussion at the Regional Leads meeting on 12 December 2008, this Sub-Group was set up to create a discussion paper on the criteria for admission to the medium secure estate.  At a subsequent Regional Leads meeting in December 2009, it was agreed that the paper should be amended to embrace High Secure Admission Criteria.  The membership of the group and brief reference list is included in Appendix 2. The criteria elaborated below apply primarily to the Male Mentally Disordered Offender estate including the Learning Disability Estate.  An amendment of this document to embrace the Female Secure Estate will be undertaken, at a later stage, by the Lead Clinician of the Female Secure National Network.  
This Policy arose in the context of a rapidly changing Medium and High Secure Estate as a consequence of the introduction of the Appeal Against Level of Security (Section 264) of the Mental Health (Care and Treatment) Scotland Act 2003, the desire to realise the wishes and aspirations contained within NHS MEL (1999) 5 and greater emphasis on Human Rights.  It was considered helpful to reach a consensus on how the new Medium Secure Estate would function and its relationship with the State Hospital, Carstairs to promote ease of patient flow.   The development of admission criteria is compatible with the aspirations of “The Right Place: The Right Time” (2001).    The aims of this paper are multiple, but complementary and include:

(a) Assisting Planners by articulating the different patient populations contained within the Medium and High Secure Estates; this complements the work done by the National Network on “Security Standards” (2004) which defines the physical, relational and procedural securities which support safe patient management at the three levels of security.
(b) By giving greater detail about patient characteristics to improve equity of patient access over the three proposed regional medium secure admission sites.  

(c) Would facilitate patient transfer at important transitions in their journey through the secure care pyramid and in particular at the High:Medium Secure Interface.
BACKGROUND
a)  England & Wales
1. In England and Wales, the Butler Report proposed the establishment of a system of Regional Secure Units (RSUs) to improve services for the assessment of mentally abnormal offenders, to relieve the overcrowding in the special hospitals and to assess patients who are too disruptive for the general adult services that had developed in the NHS.  It was envisaged that patients would be admitted for 18-24 months (Home Office and Department of Health & Social Security (1975)).    This Report did not address the question of long-term medium secure care.

2. Coid et al, 2001 noted that the Medium Secure Estate in England developed in an idiosyncratic fashion and that services are not standardised, resulting in great variation in demand, and the range of services offered.  Patients who were assessed as requiring medium secure care generally had a diagnosis of Schizophrenia, a history of failing to comply with aftercare, self-harm and previous sexually inappropriate behaviour, a current grave offence and previous custodial sentences.

3. Meltzer et al, 2004 noted that there was little NHS long-term medium secure care and patients were placed in the private sector.  

4. The group noted the separate Legal Framework in England and Wales and the different historical development of the Secure Estate. The conclusions reached regarding Admission Diagnosis ( in relation to personality disorder) and Offence at Admission ( due to the homologation of differing admission source) may not apply to the evolving Scottish Estate

b)  The Scottish Secure Estate
1. The State Hospital Survey (2001) reported that the majority of patients had a diagnosis schizophrenia (70%) and only a minority had a primary diagnosis of personality disorder (5.4%).  Just over half were admitted after an offence and these offences were generally serious; alcohol and drug misuse was a common co-morbid condition (in just under half)
2. NHS MEL (1999) 5, proposed the development of regional medium secure services.  Scotland has been slow to develop medium secure provision with “special secure care” centralised at the State Hospital, Carstairs.  Thomson et al (2001) found that just over half the patients there did not require high secure care.  

3. The first Scottish Medium Secure Unit (Orchard Clinic) opened in the East of Scotland in 2001.  The West of Scotland Medium Secure Unit  (Rowanbank) opened to admissions in 2007.  A third Medium Secure Unit, based in Perth has a planned opening date of 2012.

4. The Demographic Study at the Orchard Clinic (unpublished) describes patients admitted there during the first five years of its operation.  The source of referral and diagnosis are outlined in tables 1 and 2 below.  

Table 1 – Source of Referral from Medium Secure Care

	
	Percentage

	High Security Hospital
	19.9%

	Medium Security Hospital
	2.8%

	Low Security Hospital
	14.8%

	Open Psychiatric Ward
	2.3%

	Community
	12.5%

	Prison
	13.9%

	Courts
	30.1

	Other 
	3.7%


Table 2 – Psychiatric Diagnoses
	Category
	Primary Diagnosis
	Secondary Diagnosis

	Organic Disorder
	0.5%
	1.3%

	Alcohol Related Disorder
	4.2%
	18.4%

	Drug Related Disorder
	0.5%
	42.1%

	Schizophrenia
	68.9%
	1.3%

	Affective Disorder
	16.5%
	1.3%

	Neurotic Disorder
	0.5%
	0

	Personality Disorder
	4.7%
	28.9%

	Learning Disability
	0.5%
	1.3%

	Development Disorder
	0.0
	3.9%

	Other
	3.8%
	1.3%

	
	100%
	100%


5. The Maclean Report (2002) conclusions represented a departure from the guidance in England which resulted in the creation of the Dangerous and Severe Personality Disorder Service (DSPD).  In summary, Maclean recommended that violent individuals, who had a personality disorder, should not be dealt with in the mental health system, but that specialist facilities be developed within the Prison and Community Justice system.  

6. The National Forensic Network Personality Disorder paper (2006) helpfully summarised the literature in this domain.  The Report concluded that there were no current grounds to change Scottish practice of not admitting patients with a primary diagnosis of anti-social personality disorder until the results of the pilot projects in England and Wales had been evaluated.  The outcome of the Scottish pilot project is awaited.

7. The National Forensic Network Report on women’s secure care highlighted that the majority of women could be managed through relational and procedural security and that a High Secure Estate in Scotland was not justifiable.  It was proposed that a pod of 4-6 female beds be attached to regional secure developments and that a distinction between low and medium secure care for women was not necessary.  

8. The Adolescent Forensic National Network paper (2007) “Including all Our Children”, indicated that there was currently a lack of secure adolescent services in Scotland: NHS (CEL) 48 (2006) Annex A concluded that it was “no longer acceptable to admit 16 or 17 year olds to the State Hospital or Orchard Clinic” and recommended the creation of an 8-bedded low secure national facility.  Written information and telephone discussions with Dr Aileen Blower indicated that there can be a delay in the transfer of young people to facilities in England and their repatriation to Scotland following specialist treatment remains a problem. 

DEFINING MEDIUM SECURITY

1. An authoritative review of the literature in relation to “security levels” is contained within the National Network Report “Definition of Security Levels in Psychiatric Inpatient Facilities in Scotland” (2004).  It is not proposed to reiterate this.  The Definition of Security Levels in psychiatric inpatient facilities in Scotland (2004) produced a matrix of security outlining the physical and procedural differences between low, medium and high secure care in the then NHS Scottish Secure Estate; relational security is not felt to reliably discriminate between the levels of secure care.  

2. A brief definition of medium security is contained within the above Network paper and focuses on new admissions from Court and not on Prison transfers or those moving from high security – “medium security is the level of security necessary for patients who represent a serious but less immediate danger to others.  Patients will often have been dealt with by the Crown Courts and present a serious risk to others combined with the potential to abscond.  Security should therefore be sufficient to deter all but the most determined.  A good range of therapeutic and recreational facilities should be available within the perimeter fence to meet the needs of patients who are not ready for off-site parole but with the emphasis on graduated use of ordinary community facilities in rehabilitation whenever possible.”   

3. The National Forensic Network’s “definitions of security levels” paper concluded that the “there may be many complex considerations which currently influence decisions about the appropriate security level for a patient ……..   The legally justifiable determinant of level of security is the best estimation of level of risk posed by an individual to themselves or others.  Issues of patient mix, availability of appropriate therapeutic services, public confidence and continuity of care may be important secondary considerations but would not, in isolation, justify a level of security in excess of that estimated to a satisfactorily safely contain the risk posed.”

4.    Kennedy (2002), detailed the components of security i.e. physical, relational, procedural and specialist management arrangements.  He produced a table (table 3 below) examining violence at presentation as a guide for security need at the time of admission (which should be considered with the other factors listed in table 4).

Table 3

	Graveness of Violence
	Behaviour

	High

(grade 1)
	Homicide

Stabbing penetrates body cavity

Fractures skull

Strangulation

Serial penetrative sexual assaults

Kidnap, torture, poisoning



	Medium 

(grade 2)
	Use of weapons to injure

Arson

Causes concussion or fractures long bones

Sexual assaults

Stalking with threats to kill



	Low

(grade 3)
	Repetitive assaults causing bruising 

Self-harm or attempted suicide that cannot be prevented by two-to-one nursing in open conditions




Table 4

	Admission Guidelines
	Low Secure
	Medium Secure
	High Secure

	Violence (grades refer to table 3)
	Grade 3

Public order/nuisance offending
	Grade 2
	Grade 1

	Immediacy
	Acute illness or crisis likely to resolve in 3-6 months
	Relapses abrupt 

Unpredictable
	Unpredictable

Inaccessible to staff

	Specialist forensic need
	Recall or crisis of former medium/ high-security patient

Current mental state associated with violence
	Arson

Jealousy

Resentful stalking

Exceeds low secure capacity
	Sadistic

Paraphilias associated with violence

Exceeds medium security

	Absconding
	Impulsive absconding
	Pre-sentence serious charge

Other obvious motivation to abscond
	Can coordinate outside help

Past absconding from medium or high security

	Public confidence issues
	Short-term family sensitivities
	Predictable potential victims

Local notoriety
	National notoriety


HIGH AND MEDIUM SECURE GENERAL ADMISSION CRITERIA

Legislative & Policy Framework

Health, Social Work and Related Services for Mentally Disordered offenders in Scotland (NHS MEL (1999) (5)

Admitting people to the Secure Estate must be seen to be in accordance with the principles of this document, which states that mentally disordered offenders should be cared for:
· With regard to quality of care and proper attention to the needs of the individual

· Under conditions of no greater security than is justified by the degree of danger they present to themselves or to others

· As near possible to their own homes or families if they have them
· Within services which maximise rehabilitation and their chances of sustaining an independent life
The Mental Health (Care and Treatment) (Scotland) Act 2003

A guiding principle of the act (Section 1(4)) is that in discharging the functions of the Act, ’the minimum restriction on the freedom of the patient  that is necessary in the circumstances’ should be used.  In addition, there is a duty to consider:
(a)  the views of the patient, their carer or named person

(b)  the range of options available 

(c)  the importance of providing maximum benefit

(d)  non-discrimination i.e. the patients should not be treated less favourably regardless of background and characteristics

The Act has no generic description of the purpose of the State Hospital or the Medium Secure State but in several parts the “State Hospital” is mentioned, e.g.
Section 126(6) in respect of appeals to the Tribunal against transfer to the State Hospital, the Tribunal must be satisfied that:

(a) the patient requires to be detained in hospital under conditions of special security; and

(b) That those conditions of special security can be provided only in a State Hospital.

Patients will continue to have a right of appeal against transfer to the State Hospital, to be exercised within 12 weeks of transfer.  From 2006, patients have had a right of appeal against detention in excessive levels of security (section 264).  
The Forensic Mental Health Services Managed Care Network Definition of Security Levels in Psychiatric Inpatient facilities in Scotland

The Forensic network commissioned the report which was endorsed by the Network Board in 2004, following wide consultation.  The report defines the purpose of security as –

“ The purpose of security in psychiatric care is to provide a safe and secure environment for patients, staff and visitors which facilitates appropriate treatment for patients and appropriately protects the wider community”.

The report identifies what characteristics which are designed to reduce risk are present in high security (The State Hospital) as compared to lower security.  High security as defined in the report is taken as describing the special security of the State Hospital. 

The Human Rights Act 1988
The Secure Estate, along with other public authorities, is legally required to operate at all times and in all respects within the framework of the ECHR.   In particular, admission can only be justified if patients are assessed by expert medical opinion as meeting the criteria for detention and this decision has been reviewed by due process of law.

The qualified rights to liberty, and to private and family life, apply to all patients in the Secure Estate.   The providers of Secure Services have to ensure that any limitation in these qualified rights can be justified on the basis of risk, by balancing the conflicting rights of other patients, staff and the general public. 
The Human Rights Act requires the Act to be interpreted as placing an obligation on all Secure Hospitals to provide patients with both the factual and legal reasons for admission.  Referring authorities must therefore ensure that the hospital has possession of all of the factual circumstances in order that the patient can be fully advised, including in writing, of the reasons for any subsequent admission.  The patient is thus able effectively to exercise an appeal.  Arrangements will be made to ensure prompt patient access to advocacy services. 
ADMISSION CRITERIA

The report takes a different format from extant Admission Criteria by separating out the three main sources of admission; the group felt this was a useful distinction as some criteria, particularly offence at time of assessment, does not apply across all admission sources.

GENERIC ADMISSION CRITERIA

1. Liability To Detention Under The Mental Health (Care And Treatment) Scotland Act 2003

It is expected that all admissions to the unit will be detained under the above legislation, to include Sections of the Criminal Procedure Scotland Act (1995) as amended by the above legislation.  

Section 238(2) of the 2003 Act, specifically states that a person is not mentally disordered by reason of the following:

(a) Sexual orientation

(b) Sexual deviancy

(c) Trans-sexualism

(d) Transvestism

(e) Dependence on or use of alcohol or drugs

(f) Behaviour that causes or is likely to cause harassment, alarm or distress

(g) By acting as no prudent person would act

Section 2 of the above Act requires that any functions in relation to a child (under 18) should be discharged in a way that best secure the welfare of the child.  Section 23 (1) places an obligation on Health Boards to provide “such services and accommodation for the particular needs of the child”.
Personality Disorder
The National Network Report on Personality Disorder concludes that patients with a primary diagnosis of Personality Disorder are unlikely to have the significant impairment of decision making capacity to render them liable to civil detention.  Maclean committee recommended that patients with a primary diagnosis of anti-social/dis-social/psychopathic personality disorder are not admitted to the mental health system and that the Criminal Justice Services should be the primary agency responsible for the assessment and containment of risk.  The National Network Personality Disorder paper advised that there should be no change in current Scottish practice (i.e. not to admit) until there has been evaluation of both the English DSPD Services and the proposed pilot in Scotland.  
However, the Orchard Clinic data indicates that a personality disorder is a common comorbid condition which should not result in exclusion for admission for assessment.    There are circumstances in which the relative contributions of mental illness and personality order to offending is difficult to discern without recourse to an inpatient evaluation.   There remains a small number of individuals who suffer from borderline, narcissistic or paranoid personality traits which cause diagnostic confusion.  This group may benefit from admission to Hospital for assessment.

In addition, there are a small number of patients at the State Hospital, Carstairs with a primary diagnosis of personality disorder;  special arrangements will require to be made for their transfer from the High to Lower Secure Estate.  It is anticipated that this will require careful negotiation to ensure that the risk factors are contained i.e. the use of Enhanced Care Programme Approach and referral to the Multi-Agency Public Protection Arrangements. 
Learning Disabilities

Patients with a learning disability should be managed within the learning disability secure estate.  This should ensure that the specific specialist nursing, psychological habilitation and rehabilitation is available.  This also applies to learning disability patients who have a comorbid mental illness.  This is consonant with the principles of Section 1 of the Act.  

Any elective transfer between the learning disability and mental illness estate should involve negotiation between referring and receiving multi-disciplinary teams.  Any dispute could be dealt with using the National Forensic Network Conflict Resolution process.  

2.   Age
In Scotland there is no distinct Secure Estate for patients aged over 65.  Serious violence resulting in prosecution is rare in the elderly, albeit inpatient violence is frequently encountered in old age psychiatry units.  Offenders over 65 can be admitted on a case by case basis.   
Section 2 of the Mental Health Care and Treatment Scotland Act (2003), supported the creation of age-specific services for those under 18.  

In January 2006, the Mental Welfare Commission published guidelines on the admission of young people to general adult wards; these are summarised in Appendix 3.  

The group considered that these guidelines should also apply to the admission of an under 18 year old to adult forensic mental health services.  The group also considered that generic forensic medium secure services would require input from specialist adolescent services to diagnose and to manage developmental disorders such as ADHD and Aspergers Syndrome.

Overall the group felt that there should be no admission of someone aged 16 or under to an adult forensic mental health service.   Admission of those aged between 16 and 18 should be exceptional and will require careful negotiation with a local specialist adolescent service to allow an appropriate assessment of the young person’s needs by adolescent services whilst in forensic care.  

The admission of any patient who is under 18 to a medium secure unit should prompt a Critical Incident Review; a report should be sent to the responsible commissioning Health Board, the Mental Welfare Commission for Scotland and the Inter-Regional Group to allow ongoing national oversight of the admission of the under 18s to forensic adult mental health services.  

Specific Arrangements for the Admission of Patient Under 18 to the State Hospital

The admission of a patient under 18 to the High Secure Estate requires particular scrutiny.  Any recommendation concerning the possible admission must first be considered and approved by the Child Referral Management Group whose role is to ensure that all reasonable alternatives have been considered.  Referral to the State Hospital should be supported, inter alia, by a local CAMHS of ongoing involvement and service provision and evidence of referral to the UK Forensic Service commissioned by the National Services Division.

A full copy of the admission process to the State Hospital can be found as appendix 4.
3.  Anticipated Length Of Inpatient Stay

This criterion does not apply to the State Hospital.  Although the average length of stay in the State Hospital is 6 years, there are a small number of patients whose risk can only be safely contained by a lengthy admission to Hospital.  When the Medium Secure Estate in England and Wales was established following the Butler Committee Report, it was anticipated that patients would move on from the service within a timeframe of approximately two years.  With the passage of time, it has become clear that the average length stay in the English Medium Secure Estate has lengthened and the development of long-term medium secure facilities has been patchy.  All three current Medium Secure Units’ (including the Shannon Clinic, Belfast) Admission Policies contain a reference to an anticipated duration of inpatient stay of around two years, although there is some flexibility with regard to Rehabilitation transfers from High Security. The retention of the rule has driven the creation of a medium secure estate geared towards a moderate length of stay. There remains a strong clinical opinion that the ‘medium-ness’ of the current Estate relates to length of stay and the forseeability of unescorted community access.

The group considered that it was unnecessarily rigid to have an exclusion criteria based solely on anticipated length on inpatient stay.  The latter was a matter of clinical judgement and difficult to predict in many cases. This does however have implications for the size and configuration of services.

The group considers that there needs greater clarity on the size and anticipated populations of the “long-term” Medium and Low Secure Estate  and the interface with High Security.

The National Forensic Network “Levels of Security” Report highlights a number of procedural differences between the High and Medium Secure Estate.  In particular if a patient absconded from escorted leave in the Medium Secure Estate, staff would not be able to restrain the patient, nor would handcuffs be used.  As a consequence of this, patients transferred to the Medium Secure Estate constitute those where there would be no immediate risk to the public in the event that they absconded.  It should therefore be envisaged that patients would graduate to unescorted ground leave in the community.

Where unescorted suspension of detention in the community cannot be foreseen, normally due to risk reasons, there may be a reduction in the patients quality of life, given the substantial liberties available within a secure perimeter fence in high security, both to access structured activities and access to the secure campus.  
The same may also apply to patients with complex clinical needs combined with elaborate risk management plans, who require to be on high levels of observation for long periods of time and require such exceptional relational and procedural security which cannot be sustainably delivered in an Estate geared towards a shorter length of stay without compromising quality of life.
4.  EXCLUSION CRITERIA
1. Exhibit disruptive or antisocial behaviour in the community or local adult mental health inpatient services but are unlikely to inflict serious physical or psychological harm to others.

2. Require close observation to prevent self-injury or suicide, unless this associated with significant risk of harm towards others.

3. Require long-term care, but for whom low secure services would be adequate

4. Are under the age of 16.

5. Those who would benefit from the structure and supportive regime, including specialist treatments but do not satisfy the risk threshold for admission.
6. The current criteria do not apply to female offenders.

ADMISSION CRITERIA PERTAINING TO SPECIFIC GROUPS

1.  Admission from Prison/Court
“The Risk Threshold” – The Offence (At The Time Of Admission/Referral In Patients Referred from the Courts or Prison Estate
We know of no easy way of interpreting an HCR20 score to allow this to be an easy guide to security need.  This is ultimately an issue for clinical judgement.  Where an assessing clinician or clinical team is uncertain about the security need then an HCR20 may clarify the specific historical, clinical and risk management domains.  

The National Network “Security Liaison Document” (August 2005) sought to compare security categories within the Prison Service and the three main Security Divisions within the NHS Secure Estate (this is referred to in section 3.9 of the State Hospital’s Admission Policy).  The matrix developed (appendix 1) relies heavily on the Kennedy criteria.  It should be underlined that these criteria do not apply to transfers from the High Secure Estate i.e. a Mentally Disordered Offender may have committed a more serious charge, be transferred to the High Secure Estate and following treatment their risk will have reduced significantly to allow their safe transfer to the Medium Secure Estate;  in such circumstance, it would be inappropriate for the offence at the time of admission to dictate current security level placements.

a)  Admission to High Security

Kennedy outlines three gradations of violence at time of admission which could act as a guide to security level (see table 3 above).  
The group agreed that those described as presenting with a Grade 1 violent offence should be admitted to the High Secure Estate except where there are mitigating circumstances.  This should expedite the admission to the State Hospital of patients charged with serious offences without the need to secure an additional medium secure opinion.   This should be interpreted in conjuction with the immediacy, public confidence and absconding criteria summarised in Tabel 4.
The State Hospital has also agreed under section 3.8 (of its admission procedure) to admit patients in exceptional circumstances who do not satisfy the criteria for admission to high security, where there is no other available bed within the secure estate.  In the latter case, a critical incident review should be considered and a copy of this sent to the Inter Regional Leads Group for monitoring.  This should also ensure that there is no doubt about the circumstances of the patient’s admission to the State Hospital.  
In addition, patients with a high absconding risk or where there are significant public confidence issues can be considered for admission even if they have not committed a Grade 1 offence.  

b) Admission to Medium Security

Degree of Violence that patients admitted to the Medium Secure Estate would have expected to display include:

i. Opportunistic use of objects as weapons, including domestic knives.  However, the planned used of weapons such as knives, firearms, explosives or a history of concealing weapons in other secure environments would generally indicate the need for high security.

ii. Fire setting where there is a significant likelihood of causing harm to others and particularly where there has  been a degree of planning, the intention to cause harm and the motivation is due to mental disorder.
iii. Assaults which result in concussion or fractures of long bones.  A propensity to kick or punch others would not normally be considered of sufficient severity to warrant detention in medium security unless this persisted despite interventions in low security and if serious injury resulted.  

iv. Sexual assaults.  However, evidence of serious sadistic behaviour or penetrative sexual assault (including rape) particularly where the victim is unknown to the patient is likely to indicate a need for high security. 

v. Stalking or focused threats to kill, particularly where there is an identified victim and potential to cause serious harm.  Whilst threats in themselves may not be considered sufficient reason for admission to medium security, any previous evidence of attempts to act upon such, including stalking the particular victim would be an indication for admission to medium security.  Where there exists a high risk of absconding and local victim safety issues, admission to the high secure estate should be considered.
vi. Offence type of lesser apparent severity but which suggest a serious risk to an individual or group of individuals e.g. offenders with concerning antecedents or background or where there are grounds to believe that the current offence presages a future planned serious offence.

a) Other domains which interact with the above to dictate security needs include

· Immediacy of risk

· Absconding risk

· Public confidence or media issues

2) Special Provisions For Patients Transferred From High Secure Care At The State Hospital to the Medium Secure Regional Services
Prior to referral a recent updated and completed appropriate risk assessment should be made available to the receiving service. The risk assessment should highlight the critical risk factors and the interventions, monitoring, supervision and victim safety plans necessary to contain the risk. This should be accompanied by an RMO opinion indicating the patient’s progress with regard to ‘testing out’ within High Secure Conditions. Given the complex nature of some cases it is important that there is early involvement of the local Health Board, preferably continuous involvement following initial admission using the enhanced Care Programme Approach as a vehicle. This should allow for the early identification of the Responsible Commissioner and aid planning in the event that an Out of Area placement is necessary. The ‘Leading Change’ group’s recommendations on the process of transfer are helpful.

The criteria for transfer from high secure care to a medium secure care as outlined in Kennedy are summarised below:

Table 5

	Move
	High to Medium Secure 

	Stability
	Two years’ stability

Relapses may be abrupt

	Insight
	Accepts legal obligations to take treatment as a minimum

	Rapport
	Tolerates daily intrusions and constrictions of hospital life 

Participates in treatment and occupational programmes

	Leave
	None necessary

Visits prior to trial leave are usual




The following guidance on additional clinical aspects may support the transfer from a High to Medium Secure environment – 
· The State Hospital, Carstairs still allows for admission to the High Secure Estate in exceptional circumstances, where there is no other bed available within the Secure Estate (section 3.8 of the State Hospital’s Policy and Procedure on Admission).  For patients admitted to the High Secure Estate in such exceptional circumstances i.e. who would normally have been admitted to a lower level of security, the following criteria should not apply.  
· Whilst the Kennedy criteria believes that two years stability would be necessary prior to moving from High to Medium Secure Care, we felt that this was an unduly restrictive rule.  In view of the lengthy negotiations which take place prior to a patient moving from High to Medium Secure Care, we felt it reasonable that the process of transfer can be opened after a year’s stability on medication, with the presumption that there will be a further period of testing during the pre-transfer negotiations.  
· A reasonable period of stability in mental health; there is however no requirement that symptoms be in remission although the presence of symptoms which directly determined previous forensic behaviour would be a concern.

· No recent sudden relapse with implications for risk management while on prophylactic treatment.

· Has sufficient insight that the patient accepts need to take treatment.

· Tolerates daily intrusion and restrictions of hospital life.

· Participates in treatment and occupational programmes dependent on mental state.  It is acknowledged that some patients’ motivation may be impaired by serious mental disorder and they need not necessarily remain in High Secure Care.

· Be “tested out” within high security.  This normally means that the patient will have full grounds access, be eligible for an open door and had several escorted episodes of suspension of detention (without handcuffs).

· There should be no recent episode of significant undermining of procedural security within High Security.

· Has not posed a risk to patients or staff within a high secure environment and there are no grounds for believing that the risk could not be contained in lesser security.
· It is recognised that low secure psychiatric services may not have access to offender behaviour work aimed at reducing potentially high risk behaviours such as fire setting, sexual assaults or stalking.  However, there would still be the requirement that the patients would need to be of a sufficient degree to justify detention in medium security.  Treatment needs, on their own, should not be sufficient to require a patient to remain in high secure care.

· The patient should be in receipt of a stable medication regime i.e. transfer should not normally proceed where complex changes in medication are taking place.

3) Patient Transfer from Lower Secure Care

The group considered that there were likely to be two groups of patients who will require transfer to a higher level of security; in both groups an increase in risk is the primary factor –

i. Patients whose mental state remains relatively settled but whose risk is uprated in view of new information or change in clinical or risk management items i.e. new information may only come to light following admission.

ii. Patients who present with chronic behavioural disturbance which does not respond to optimal medical treatment and an enhanced level of observations.

The transfer of this group of patients will require careful negotiation between referrer and the receiving service and may be subject to Regional Protocols. The following points should be seen as guidance and there are likely to be many exceptions;

a) In normal circumstances transfer to conditions of higher security should be predicated in an increased risk to others rather than to self. The risk to self should normally be manageable in lower secure services with optimal use of medication and increased observation. However, there will be a small number of exceptional patients who will require the procedural security available within a higher secure environment to prevent serious self injury.

b) Patients should not normally be transferred to a higher level of security to access specialist treatments which are not available within their current environment. Regional services will require to develop networks of specialists to support the treatment of both offence-related and non offence-related treatments throughout the spectrum of care.

c) Within a low secure environment an increase in risk of violence, sexually-inappropriate behaviours or fire-raising may target other patients, staff or visitors. The degree of behavioural disturbance may be less than those contained within the Kennedy guidelines  given that the behaviour will have persisted in a controlled environment in Hospital, while under observation and on treatment.
d) In normal circumstances the patient’s risk will not have been contained despite optimised multidisciplinary interventions (medication, psychology, structured activity and increased observations). The time-frame for the above will be discussed between the referring and receiving teams.

e) Where aggression or sexually inappropriate behaviour is unpredictable, this may prompt referral to a higher level of security. 

RECOMMENDATIONS
1. In light of the Mental Welfare Commission’s Guidance on the Admission of under 18’s, the Age-Sensitive nature of the Mental Health (Care and Treatment) Scotland Act (2003) and ongoing issues in securing specialist inpatient facilities in England, we recommend that a short-life working group be established to review the size and configuration of secure inpatient facilities for Mentally Disordered Adolescent Offenders.

2. The Inter-Regional Group should consider constituting a short-life working group to consider whether it would be feasible to set up National secure services for patients with special treatment needs e.g. Acquired Brain Injury, Autism and Autistic Spectrum Disorder, Sensory Impairments. This group could helpfully involve the National Services Division to gather statistics regarding cross-border patient movement. Some services will only be sustainable within a National (UK) rather than National (Scotland) perspective.

3. There remains uncertainty about the patient characteristics of those who require long term medium and low secure care and whether the current Secure Estate has been configured to support their management. The size of this patient population is important to establish given the right of appeal under Section 264. We would recommend that a group be configured to identify the number and patient characteristics of the Long Term Low and Medium Secure Estate.
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*(and could include license conditions and unsupervised activities in the community).
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APPENDIX 2
Membership of Group
Dr Tom White, Lead Clinician, North of Scotland (Chair)

Ms. Vivienne Gration (National Network Secretariat)

Dr Annie Ingram, North of Scotland Planning Group

Dr Gavin Reid, Consultant Forensic Psychiatrist, Rowanbank

Ms Barbara Wilson, Nursing Service Manager, Rowanbank

Dr Andrew Wells, Consultant Forensic Psychiatrist, Orchard Clinic

Dr Stella Clark, Chair of SEAT Small Teams

Dr Bill Dickson, Consultant Forensic Psychiatrist, Fife

Dr J Crichton, Clinical Lead, Orchard Clinic

The group met on three occasions (10.02.09, 02.04.09 and 20.05.09) and considered, inter alia

a) Admission Policies from Orchard Clinic, Rowanbank , Shannon Clinic and the State Hospital

b) National Forensic Network Reports on: 

ii) levels of Security 

iii) Personality Disorder 

iv) Including All Our Children 

v) Learning Disability report 

vi) Security Liaison Reports with SPS (August 2005)

c) Review of Admissions to Orchard Clinic (2002-2006)

d) Verbal and Written Information re Secure provision for Adolescents provided by Dr A. Blower, Consultant Forensic Child and Adolescent Psychiatrist, Glasgow

e) Kennedy HG (2002) – therapeutic uses of security: mapping forensic services by stratifying risk Advances in Psychiatric Treatment 6, 433-444.
f) The State Hospital’s Policies and Procedures on Referrals (2005)

g) There was a teleconferencing meeting between Dr White, Dr Lindsay Thomson, Dr Paul Myatt and Dr Colin Gray on 3 March 2010 to review the draft Medium Secure Admission Criteria document, and the State Hospital’s Policies and Procedures on Admissions.
This document has been subject to a first round of consultation with Practitioners operating on the low, medium and high secure estate and has been amended in light of these comments. 

APPENDIX 3
The guidelines expect the following to be adhered to;-

a) The particular need of each young person should be central to decisions about admission and management.  The needs of families and carers must also be taken into account.

b) Every effort should be made to provide age appropriate specialist care.  This should include a child and adolescent psychiatrist taking Consultant responsibility where at all possible;  Nursing staff with experience of working with young people being available to provide input towards staff; and access being available to other local child and adolescent services.  

c) There must be attention to the needs of young people in terms of their protection and welfare within a ward environment that is designed for adults.  The Commission notes that this is especially important in admission to an intensive psychiatric care unit and must include an awareness of a young person’s potential physical, emotional and sexual vulnerability. 

d) There should be access to appropriate therapeutic and recreational activities as well as an awareness of education needs.  

e) Staff need to be aware of the legal context of a young person’s admission and treatment.  

(f)     If possible, a particular ward should be identified within an adult in-patient service to receive young people’s admissions.  This allows a particular group of medical and nursing staff to become familiar with the needs of young people.
APPENDIX 4
State Hospital

Child Referral Protocol

Introduction

The State Hospitals Board for Scotland recognises that the Mental Health (Care and Treatment)(Scotland) Act 2003 places specific duties on Health Boards in relation to the provision of services for ‘children’. For the purposes of the Act, a child is any person under the age of 18years.

Under section 23(1)(b) of the Act Health Boards are required to provide “such services and accommodation as are sufficient for the particular needs of that child”.
Therefore any consideration of the possible admission of a ‘child’ to the State Hospital must first take account of the service implications as well as the assessed clinical need.

Child Referral Management Group

Any recommendation concerning the possible admission of a child to the State Hospital must first be considered and approved by the Child Referral Management Group (CRMG), before any proposed admission can take place. 

Role of the CRMG

The role of the CRMG is to ensure that the specific duties of the Health Board are fulfilled. This includes being satisfied that,

· all reasonable alternatives have been considered in the circumstances of the case. 

· the service implications are clearly identified and can be met.

Referral to the CRMG

Referral to the CRMG is the responsibility of the assessing State Hospital RMO.

The referral will include all background reports and information from local services and the full multi-disciplinary assessments of the State Hospital team. (see guidance)

In addition the assessing multi-disciplinary team must identify the specific services that will be required to manage the proposed admission of the child to adult care. This will include a risk assessment addressing the implications of the environment and other adult patients as required by the Code of Practice. (see attached guidance).

Membership of the CRMG 

The membership of the CRMG will be:

	Members
	In Attendance

	The Chief Executive
	State Hospital Assessing RMO

	The Associate Medical Director
	Relevant members of the State Hospital Multi-disciplinary Assessment Team

	The Social Work Team Manager
	Appropriate Representation from the Local Referring Service.

	The General Manager
	

	The Director of Security
	

	RMO, Dr Billcliff
	


Timing and Arrangement of CRMG Meetings.

Depending upon the clinical circumstances of the case it may be necessary for the group to meet at short notice .Suitable deputising arrangements may be agreed in such circumstances. 

Guidance

For the Assessment of a Child Referred for High Secure Care 

For the purposes of the Mental Health (Care and Treatment) Act 2003, a child is any person under the age of 18 years.

Section 2 requires that any functions under the Act in relation to a child with mental disorder should be discharged in the way that best secures the welfare of the child. In particular it is necessary to take into account:-

· the wishes and feelings of the child and the views of any carers;

· the carer's needs and circumstances which are relevant to the discharge of any function;

· the importance of providing any carer with information as might assist them to care for the patient;

· where the child is or has been subject to compulsory powers, the importance of providing appropriate services to that child; and

· the importance of the function being discharged in the manner that appears to involve the minimum restriction on the freedom of the child as is necessary in the circumstances.

Referral to the State Hospital

Referral should be supported by:

· A local CAMHS assessment.

· An undertaking from local CAMHS of ongoing involvement and provision of services to the State Hospital as required. 

· Local MHO Assessment, where the child is already subject to compulsory measures

· Local social work assessments, where such services are involved.

· Details of multi agency consideration of services and alternatives by health and local authority services.  

· Evidence of referral to the UK forensic services commissioned by the Scottish Government and the response.

· Details of referral to and response from local and regional low and medium secure forensic services.

· Views and wishes of the child and immediate family.

· Copy of local notification to the MWC and any response. 

Pre-admission assessment

Pre-admission assessment should include assessment by:

Consultant Forensic Psychiatrist

Social Worker

Psychologist 

Nursing

Required Practice in Consideration of an Admission

The Mental Health (Care and Treatment)(Scotland) Act 2003 Code of Practice, Volume 1 provides the following guidance in relation to children and young people:

Wherever possible, it would be best practice to admit a child to a unit specialising in child and adolescent psychiatry.

Practitioners are reminded of the requirement which section 23(1)(b) of the Act places on Health Boards to provide "such services and accommodation as are sufficient for the particular needs of that child" who is either detained or voluntarily admitted to hospital for the purposes of receiving treatment for a mental disorder. The provision of services and accommodation must be sufficient for the particular needs of that child patient.

A child should only be admitted to an adult ward in exceptional circumstances, for example, where no bed in a child or adolescent ward is immediately or directly available. If the detained child cannot be admitted to a unit specialising in child and adolescent psychiatry, special consideration should always be given to the environment to which they are to be admitted, and what impact that may have on the child concerned. Any risks to them should be identified in advance and a plan put in place to minimise such risks. For example, the allocation of a single room with en-suite facilities may be prioritised, or special arrangements put in place to monitor the child's general well-being within the ward environment. Particular consideration should be given to the likely impact on the child of the behaviour of other patients on the ward and also the need to protect them from exposure to distressing experiences. Other ward policies, such as visiting, may also need modified to apply to children. Every effort should be made to provide for the child's needs as fully as possible. 

Nursing staff with experience of working with children should also be available to provide direct input to care, support and guidance to ward staff. Best practice would be for the RMO to be a child specialist.

(In the context of the State Hospital consideration needs to be given to how such input may best be arranged -in particular joint working with local CAMHS teams.)

In the event of a child patient being admitted to an adult ward, it would be best practice for the hospital managers to notify the Mental Welfare Commission to enable them to monitor the general provision of age-appropriate services under the Act.

Parental Relationships

Section 278 requires health boards to take all reasonable steps to reduce any adverse effect on the relationship between a child and a person with parental responsibilities for that child. 

Education

Education authorities have a duty to make arrangements for the education of pupils unable to attend school because they are subject to measures authorised by the Act or, in consequence of their mental disorder, by the Criminal Procedure (Scotland) Act 1995. (Section 277 of the Act amends the Education (Scotland) Act 1980 to that effect.)

Appendix A 

NHS Arrangements for Secure Forensic Services for Young People.

NHS National Services Scotland, National Services Division (NSD) commissions the secure forensic service for young people, resident in Scotland, from National Specialist Commissioning Advisory Group (NSCAG).  This service is commissioned on a UK Wide basis by the Department of Health in England, under the auspices of NSCAG.  
The process for referral and admission to the SFMHS for YP is clearly set out and applies to all young people being considered for referral regardless of their location.  

At present when a young person, resident in Scotland, requires secure forensic accommodation a referral is made by their NHS Board to the National Secure Forensic Mental Health Service for Young People (SFMHS for YP).   Where SFMHS for YP cannot provide the required specialist accommodation the young person's NHS Board can secure forensic accommodation from the private health sector.*

UK wide provision for young people with a learning disability was commissioned by NSCAG from 1 April 2007.*

* A person involved in criminal procedures in Scotland cannot be transferred cross border until such procedures are completed.
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