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1. 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 or 
appropriate liaison between colleagues.  
 
There are patients who will be exceptions to this guidance whether as a result of the circumstances of 
their offending or as a result of a specific diagnosis. In addition, there will inevitably be patients who are 
considered borderline as to which level of security is most appropriate. In progressing the care of such 
patients comprehensive multi-disciplinary assessment and discussion are fundamental.  
 
The guidance is not intended to offer an inflexible set of criteria for each level of security but instead to 
offer a supporting framework to assist clinical teams. The core factor in considering what level of 
security is required should be individual risk of the patient. This guidance aims provide increased clarity 
in relating the nature of the level of risk to the level of security required. The guidance may be used by 
clinician’s not normally working in a forensic setting or in settings such as a mental health tribunal or 
court, to more easily communicate and determine the appropriate level of security. In addition, within 
the forensic estate in Scotland there are significant differences in service configuration and the roles 
undertaken by specific units are not uniform thought Scotland. 
 
As a guiding principle, the needs of the patient and the risks presented are considered paramount. 
 

1.1 The Scottish High and Medium Secure Estate 
High Security 
Scotland has a single high secure unit, The State Hospital. This unit has male mental illness and 
intellectual disability beds. As of 2007, the State Hospital no longer provides high secure care for female 
patients. Female patients who require high security care are referred to Rampton Hospital in England 
(The referral procedure for such referrals can be found in Appendix 1; Rampton Hospital & Forensic 
Network, 2014). 
 

Medium Security 
There are three regional medium secure units in Scotland and one national medium secure intellectual 
disability service: 

 The Orchard Clinic serves the East of Scotland and has medium secure mental illness provision 
for males and females. The accommodation is not single sex and as such provision for women 
can fluctuate depending on need.  

 The Rowanbank Clinic serves the West of Scotland and has male and female mental illness beds, 
both rehabilitation and acute. The rehabilitation beds admit patients from both the acute ward 
and step down patients from high security.  

 As of 2011, Rowanbank Clinic also hosts incorporated the National Medium Secure Intellectual 
Disability Unit with male and female intellectual disability beds. 

 The third medium secure unit in Scotland is the Rohallion Clinic, which serves the North of 
Scotland. This unit has male mental illness patients and does not admit female patients.  

 

It should be noted that there are differences between the medium secure services and the roles 
undertaken by specific units are not uniform. 
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2. DEFINITIONS OF RISK 
 
At the core of any decisions around which level of security a patient should be referred to, will be the 
individual risk that the patient is assessed as presenting. Secure services are designed to play a role in 
public protection as part of individualised care plans and risk management, whilst also demonstrating 
clear benefit to the patient by contributing positively to recovery and rehabilitation and promoting the 
patient’s human rights, particularly to greater liberty, autonomy, access to family life and the 
community. The care and treatment should be delivered in a setting that imposes the minimum 
restriction on the freedom of the patient that is necessary to safely manage the patient’s risk and this 
decision relies on robust individualised risk assessment and risk management planning. Although it is 
understood that all the necessary information may not be available in all circumstances at the point of 
initial assessment, there is an expectation that decisions about security will be based on an assessment 
which follows the Structured Professional Judgement (SPJ) process and which is tied to high quality 
formulation. 
 
In Scotland, the Risk Management Authority recommends that risk assessments use a formulation based 
approach. The RMA publishes standards and guidelines for the risk assessment of offenders being 
assessed for an Order for Lifelong Restriction (OLR). This document contains helpful best practice points. 
Opinions on level of risk should include:  

• The likelihood of risk of serious harm to the public 
• The factors which make the risk of serious harm more or less likely to occur 
• The nature of characteristics underpinning that risk 

 The degree of amenability of these characteristics to change (with intervention, and across time) 

 The manageability of risk: a) currently, b) following exposure to interventions, c) while subject to 
statutory supervision in the community, and d) in the longer-term 

 
The Risk Management Authority also outline guidance on the rating of risk; high, medium or low. This 
guidance can be found in Appendix 2 of this document (Risk Management Authority, 2018). It should be 
noted this rating is to support decisions on sentencing of offenders who are being considered for an 
OLR. High, medium, or low risk in this situation does not refer to the level of security required to 
manage a person’s risk of harm.   
 
When considering the placement of an individual in secure care, there should be consideration of the 
risk posed by the patient to the public, whether there is a risk of serious harm and how imminent this 
risk is. Risk of serious harm is defined by the Risk Management Authority as; ‘there is a likelihood of 
harmful behaviour, of a violent or sexual nature, which is life threatening and/or traumatic, and from 
which recovery, whether physical or psychological, may reasonably be expected to be difficult or 
impossible’ (Risk Management Authority, 2018).  
 
It is expected that any patient that at the time of assessment presents an imminent risk of serious harm 
should they abscond will require referral to high security. Patients who present a serious but less 
imminent risk of harm to others may be safely managed in medium security, however this is dependent 
on individual need and circumstance. Ultimately any clinical decision around risk should be based on 
robust, formulation-based, individualised risk assessment and risk management plans.  
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3. DEFINING HIGH & MEDIUM SECURITY 
 
The core document in defining high and medium secure units in Scotland is the Forensic Network Report 
“Definition of Security Levels in Psychiatric Inpatient Facilities in Scotland” (2004). This document 
produced a matrix of security outlining the physical and procedural differences between low, medium 
and high secure care in the NHS Scottish Secure Estate, as it existed at that time. Comment was made 
highlighting the importance of relational security but it determined that the differences in secure levels 
occurred in environmental and procedural security. The document provides brief definitions of security 
levels and a detailed analysis of specific components of environmental and physical security. 
 
The brief definition of high security is, “High Security arrangements should be capable of preventing 
even the most determined absconder. High secure services should only be provided in secure hospitals 
with a full range of therapeutic and recreational facilities within the perimeter fence, acknowledging the 
severe limitations on the use of outside services and facilities.” 
 
The brief definition of medium security 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.”  
 
The report concluded that, “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…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.” 
 
Kennedy (2002) detailed the components of security: physical, relational, procedural and specialist 
management arrangements. Kennedy produced a table (table 1 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 2). 
 
Table 1: Violence as a guide for security level (Kennedy, 2002) 

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 
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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 2: Consideration of violence and other factors for admission to different secure levels (Kennedy, 
2002) Grades in table refer to those defined in Table 1 above 
 

Admission 
Guidelines 

Low Secure Medium Secure High Secure 

Violence  - 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 
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4. LEGISLATIVE & POLICY FRAMEWORK 
 
From legislative and policy there emerge several basic principles for providing secure care: that security 
level and care should always be to the patients benefit; that the patient should be as close to home as 
possible; that the service is of benefit to promote recovery; and that patients have the right to appeal 
the security level. The following legislation and policies were considered to be of key importance in 
detailing the background to admission guidance. 
 
4.1 Health, Social Work and Related Services for Mentally Disordered offenders in Scotland NHS MEL 
(1999) (5) 
Admitting people to the Secure Estate must 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 

 
4.2 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 utilised. In 
addition, there is a duty to consider: 

 the views of the patient, their carer or named person 

 the range of options available  

 the importance of providing maximum benefit 

 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 estate, 
but in several parts the “State Hospital” is referred to: 
 
- Section 126(6) in respect of appeals to the Tribunal against transfer to the State Hospital, the Tribunal 

must be satisfied that: the patient requires to be detained in hospital under conditions of special 
security; and 

- 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 for The State Hospital (high security) and 268 for other 
hospitals).  

 
4.3 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, 
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“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 the physical and environmental characteristics that are designed to reduce risk at 
high security (The State Hospital) as compared to lower security.  
 
4.4 The Human Rights Act 1998 
The Forensic Mental Health secure estate is legally required to operate at all times and in all respects 
within the framework of the European Commission of Human Rights. 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 places 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.  
 
4.5 Millan Principles (2001) 
The Millan Committee conducted a comprehensive review of the 1984 Act and established ten 
principles in the paper New Directions – Report on the Review of the Mental Health (Scotland) Act 1984. 
Some of this guidance can clearly be considered to apply equally to both high and medium security. 
These ten principles are:- 
 
1. Non-discrimination - People with substance misuse problems should, wherever possible, retain the 
same rights and entitlements as those with other health needs. 
 
2. Equality - All interventions will be exercised without any direct or indirect discrimination on the 
grounds of physical disability, age, gender, sexual orientation, language, religion, or national, ethnic or 
social origin. 
 
3. Respect for diversity - Service users should receive care, treatment and support in a manner that 
accords respect for their individual qualities, abilities and diverse backgrounds and properly takes into 
account their age, gender, sexual orientation, ethnic group, and social, cultural and religious 
background. 
 
4. Reciprocity - Where society imposes an obligation on an individual to comply with a programme of 
treatment of care, it should impose a parallel obligation on the health and social care authorities to 
provide safe and appropriate services, including ongoing care following discharge from compulsion. 
 
5. Informal care - Wherever possible, care, treatment and support should be provided to people with 
substance misuse problems without the use of compulsory powers. 
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6. Participation - Service users should be fully involved, so far as they are able to be, in all aspects of 
their assessment, care, treatment and support. Their past and present wishes should be taken into 
account. They should be provided with all the information and support necessary to enable them to 
participate fully. Information should be provided in a way which makes it most likely to be understood. 
 
7. Respect for carers - Those who provide care to service users on an informal basis should receive 
respect for their role and experience, receive appropriate information and advice, and have their views 
and needs taken into account. 
 
8. Least restrictive alternative - Service users should be provided with any necessary care, treatment and 
support both in the least invasive manner and in the least restrictive manner and environment 
compatible with the delivery of safe and effective care, taking account where appropriate of the safety 
of others. 
 
9. Benefit - Any intervention should be likely to produce for the service user a benefit that cannot 
reasonably be achieved other than by the intervention. 
 
10. Child welfare - The welfare of a children affected by substance misuse should be paramount in any 
interventions imposed on the child under the Mental Health (Care and Treatment) (Scotland) Act 2003. 
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5. HIGH & MEDIUM SECURE GENERAL ADMISSION CRITERIA 
 
This section sets out general admission criteria for forensic services, whilst section five outlines 
admission pathways for different groups, such as those being referred from prison or court, and those 
transferring between levels of the forensic mental health secure estate.  
 
5.1 Liability to Detention under the Mental Health (Care and Treatment) (Scotland) Act 2003 
It is expected that all admissions to high or medium security will be detained under the above 
legislation, and the relevant sections of the Criminal Procedure Scotland Act (1995) as amended by the 
above legislation.  
  
Section 328(1) of the 2003 Act defines the meaning of mental disorder as being:- 

 Mental illness 

 Personality disorder 

 Learning disability 
 
Section 328(2) specifically states that a person is not mentally disordered by reason of the following:- 

 Sexual orientation 

 Sexual deviancy 

 Trans-sexualism 

 Transvestism 

 Dependence on or use of alcohol or drugs 

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

 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 NHS 
Boards to provide “such services and accommodation for the particular needs of the child.” 
 
Since 2006 patients have had a right to appeal against their detention in excessive levels of security at 
high security and this was introduced in 2016 for medium security. When an application is made for an 
excessive security appeal the current service should make the receiving service aware as early as 
possible to allow for any views to be shared.  
 
5.2 Patients with a Primary Diagnosis of Personality Disorder 
The Forensic Network paper on personality disorder (2005a) concluded 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. The Maclean committee (Scottish Executive, 2000) 
recommended that patients with a primary diagnosis of anti-social, dis-social, or 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 report 
(Forensic Network, 2005a) advised that there should be no change in current Scottish practice (i.e. not 
to admit) at that time and this position still remains. 
 
5.3 Patients with a diagnosis of Intellectual Disabilities 
Patients with a confirmed diagnosis of intellectual disability should be managed within the intellectual 
disability secure estate, including intellectual disability patients who have a comorbid mental illness. 
There are three criteria for a diagnosis of intellectual disability (as outlined by the British Psychological 
Society): significant cognitive impairment across a range of cognitive domains, significant impairment of 
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adaptive functioning, and onset of disability during childhood. Services should guard against narrowly 
focussing in IQ scores, as the diagnosis is predicated on all three criteria being met and there are 
significant methodological issues with IQ scores. Specialist forensic ID service provision is consistent 
with the principles of Section 1 of the Mental Health (Care and Treatment) (Scotland) Act (2003). This 
should ensure that the specific specialist nursing, psychological rehabilitation and rehabilitation is 
available. It should be noted that some NHS Boards have forensic intellectual disability services. Any 
elective transfer between the intellectual disability and mental illness estate should involve negotiation 
between referring and receiving multi-disciplinary teams. Any dispute can be dealt with using the 
Forensic Network Conflict Resolution process (Forensic Network, 2005b; Scottish Executive Health 
Department, 2006) outlined in Appendix 4.  
 
It should be noted that there is currently no high secure female provision in Scotland (including for 
females with ID). It is expected that females with ID who require high secure care will be managed as 
per the high secure pathway currently in place, and as part of female high secure provision as developed 
in Scotland in future (whether there is comorbid mental illness or not). 
 
5.4 Older aged patients 
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 and there is no upper-age 
limit to this general admission criteria.  
 
5.5 Patients under the age of 18 
Section two of the Mental Health (Care and Treatment) (Scotland) Act (2003), supported the creation of 
age-specific services for those under 18. In 2013, the Mental Welfare Commission published guidelines 
on the admission of young people to general adult wards; these guidelines can be found in Appendix 5.  
 
These guidelines should also apply to the admission of an under 18 year old to adult forensic mental 
health services. Under 18’s should be assessed and admitted based on risk on a case-by-case basis. In 
general, 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 local specialist adolescent services to allow an appropriate assessment of the young 
person’s needs by adolescent services whilst in forensic care. 
 
5.5.1 Admission of Patient under 18 to Medium Secure Services 
The admission of any patient who is under 18 to a medium secure unit would require particular 
consideration and should prompt a Critical Incident Review; a report should be sent to the responsible 
commissioning NHS Board, the Mental Welfare Commission for Scotland and the Forensic Network 
Inter-Regional Group to allow ongoing national oversight of the admission of the under 18s to forensic 
adult mental health services.  
 
It is thought that generic forensic medium secure services would require input from specialist 
adolescent services to diagnose and to manage developmental disorders, such as ADHD and Asperger’s 
Syndrome. 
 
5.5.2 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 
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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. 
 
Similarly, any admission should be reported to the Forensic Network Inter-Regional Group to allow 
national oversight and monitoring of the estate.  
 
A copy of the admission process to the State Hospital can be found in Appendix 6. 
 
5.6 Patients with identified additional care needs 
The Scottish Secure Estate accepts that the additional needs of some individual patients may not be best 
met within our services.  There are several principles within the Mental Health (Care & Treatment) 
(Scotland) Act 2003 which highlight the need for clinical teams to consider this including: 

• Look at the full range of care options 
• Provide treatment of maximum benefit 
• Ensure that no one is treated less favourably 

 
Within the secure mental health estate, many individuals with specific needs receive the care they 
require. Clinical teams must consider however, whether any additional needs require care in a different 
environment which can provide additional care options ensuring equality of treatment and care for 
MDOs. 
 
Examples of additional needs where consideration should be given to secure care outside Scotland 
include: 

• Traumatic Brain Injury 
• Sensory Impairment e.g. hearing; sight 
• Progressive neurological disorders 
• Autism Spectrum Disorders 

 
5.7 Patients charged or convicted of a Sexual Assault  
Although sexual violence can be related to major mental illness, it is more likely to be associated with 
other co-morbid mental disorders such as Personality Disorder and Paraphilia, which are often found to 
be more relevant to reducing the risk of future offending. Given that for a number of these patients 
personality characteristics can often be more relevant to understanding and managing risk of future 
offending, it will be important to consider:  

• The seriousness of recent sexual violence e.g. chronicity or level of harm 
• Factors which indicate complexity in the assessment and treatment of an individual 

 
Patients who present with serious and continuing risk of sexual harm, where there is a co-morbid 
mental illness or intellectual disability, should be considered for referral to conditions of high security at 
The State Hospital. This is because these patients are likely to require a significant period of assessment 
and interventions, which will likely take place over a number of years. In these situations, there is no 
reasonable prospect of regular community access until the level of risk has been reduced and admission 
to a lower level of security may paradoxically be more restrictive and not be in the best interest of the 
patient (see section 5.10.1 around length of anticipated stay for medium secure services). Issues of 
public confidence and medial interest may also be better addressed through admission to high security.   
 
Indicators which suggest that referral to high security may be appropriate are: 
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 Single penetrative sexual assault with an ongoing risk of serious harm that cannot be 
managed in conditions of lesser security. Serious harm may include harm other than actual 
physical violence.  
 

 Serial penetrative sexual assaults and/or diverse serious sexual offending  
 

 Specialist forensic need such as sexual sadism or other paraphilia associated with violence of 
a level that this would necessitate referral to a high secure setting 

 

 Current and/or previous serious sexual violence of a level as described above but that is not 
closely related to active symptoms of major mental illness 

 

 Co morbid established diagnosis of personality disorder of a severity such that this in 
association with sexual violence as described above may heighten the risk of future sexual 
violence to a degree that this needs to be managed in high security  

 

 Serious sexual assault (e.g. predatory or grooming behaviour, or penetrative assault) in a 
medium secure setting  

 
Assessment of these patients is likely to be complicated and there may be limited information at the 
point of referral. When a referral to high security is being considered, referrers should provide all 
relevant information (e.g. details of charge / index offence, reasons for concern, length of sentence, any 
existing risk assessment) to assist with the process of considering whether such a referral is appropriate.  
 
Referrers may be asked to provide additional information to assist with making this initial decision, and 
discussion with Consultant Medical Staff prior to a referral to high security may be beneficial. In 
situations where the patient is admitted to medium security and further information comes to light 
which indicates that the criteria for referral to high security is now met, then a referral to the State 
Hospital may be appropriate. 
 
In situations where the criteria for high security are not clearly met, it will be appropriate for local 
secure services to fully assess a patient who has committed sexual violence to decide on the appropriate 
level of security and if referral to high security is required. As a guide, a single serious assault (indictable) 
is likely to be appropriate for medium security, whilst a less serious sexual assaults (e.g. summary 
offences) may be considered for low secure services. 
 
Referral to high security following a sexual assault in medium security should take into account not only the 
nature of the sexual assault that has taken place, but also other factors as otherwise described in this guidance 
that would lead to a consideration that assessment by high secure colleagues is required. However, any referral 
should be based in clinical judgement on a case-by-case basis and will be informed by a variety of factors, 
including the severity of the sexual assault. Inability to manage a patient assessed as requiring medium security 

due to the lack of single sex provision will not justify a referral to high security. In this situation, a bed may 
have to be sourced in a medium secure service providing single sex accommodation. 
 
If a charge of sexual violence does not progress for legal reasons a decision will need to be made as to 
whether the risk presented by that individual requires them to remain in whatever level of security they 
are in. Allegation information can be used in structured professional judgment risk assessment, though 
they may carry a lower evidential weight, and decisions about transfer between levels of security are 
best made following such an assessment. 
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The above should be treated as guidance for referral to secure forensic facilities. It is likely that there 
will be exceptions to the above guidance and therefore having discussions prior to referral is often very 
helpful to clarify such issues. 
 
5.8 Exclusion Criteria  
The general exclusion criteria for admittance to forensic high or medium secure services are:  

i. The patient exhibits 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 

 
ii. The patient requires close observation to prevent self-injury or suicide, unless this associated 

with significant risk of harm towards others 
 

iii. The patient requires long-term care, but for whom low secure services would be adequate 
 

iv. The patient is under the age of 16 
 

v. The patient would benefit from the structure and supportive regime, including specialist 
treatments but do not satisfy the risk threshold for admission 

 
5.9 Exceptional Circumstance Admissions 
There may be circumstances where it may be necessary to consider the admission of patients to The 
State Hospital who do not satisfy the criteria for admission to high security. This will include occasions 
where there is no medium secure bed available in Scotland to which to admit to. Prior to referral to the 
State Hospital such cases will in the first instance be assessed, accepted as appropriate for admission to 
medium security, by medium secure services.  In these exceptional cases, the State Hospital would 
require close liaison from the home NHS Board (and linked medium secure service) and an agreement 
facilitating a move to a placement which meets clinical need, as soon as possible, and in advance of any 
potential appeal against excessive security. All such cases will be recorded through the Patient Pathway 
meeting at the State Hospital, they will also be subject to review by the Forensic Network Inter-Regional 
Group for monitoring and the Mental Welfare Commission for Scotland should be advised of the 
decision to admit under exceptional circumstances by the referring local Forensic Consultant 
Psychiatrist. This should ensure that there is no doubt about the circumstances of the patient’s 
admission to the State Hospital. The admission of such patients to the State Hospital will incur 
appropriate remuneration from the local NHS Board to The State Hospital. 
 
5.10 Medium Security additional Admission Criteria 
5.10.1 Foreseeability of Regular Escorted Community Access 
Patients transferred to the medium secure estate constitute those where there would be no serious or 
imminent risk to the public in the event that they absconded, out with the period of immediate 
stabilisation following transfer. It would therefore be envisaged that patients would graduate to 
unescorted ground leave in the community and the foreseeability of regular escorted community access 
remains a significant criterion for admission to the medium secure estate. 
 
Where regular access to escorted suspension of detention in the community cannot be foreseen, 
normally due to reasons of risk, there may be a reduction in the patients quality of life if transferred 
from high to medium secure services, given the substantial facilities available at high security within the 
secure perimeter fence, both to access structured activities and to access the secure campus. The same 
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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 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. 
 
This general admission criterion does not apply to the State Hospital. The average length of stay in the 
State Hospital is six years and there are a small number of patients whose risk can only be safely 
contained by a lengthy admission to Hospital.  
 
6. ADMISSION PATHWAYS 
 
6.1 Admission from Prison or Court 
Placement in the appropriate level of security is ultimately an issue for clinical judgement, which is 
based on consideration of the presence and relevance of risk factors associated with violence, likelihood 
and imminence of further violence and manageability. The use of structured professional judgement 
(SPJ) tools to inform clinical judgement is helpful, however there is no appropriate way of using an SPJ 
score to determine security level.  

 
The Forensic Network “Security Liaison Document” (2005c) sought to compare security categories within 
the Scottish 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, which can be found in Appendix 6). 
The matrix outlined in the Security Liaison Report (Forensic Network, 2005c; replicated in this paper in 
Appendix 7) relies heavily on the Kennedy (2002) criteria outlined in section three of this report. It 
should be underlined that these criteria do not apply to transfers from the high secure estate to other 
secure levels i.e. a patient who may have committed a serious offence may be transferred to high 
security and following treatment their risk will have reduced significantly to allow safe transfer to the 
medium secure estate. In such circumstances, it would be inappropriate for the offence at the time of 
admission to dictate current security level placements. 

 
6.1.1 Admission to High Security from Prison or Court 
The degree of violence that patients admitted to High Security would have expected to display include: 
 

i. Homicide  
 

ii. Stabbing that penetrates a body cavity 
 

iii. Injuries resulting in a skull fracture 
 

iv. Significant injuries resulting from strangulation 
 

v. Use of firearms, explosives or a history of concealing weapons in other secure environments 
would generally indicate the need for high security 

 
vi. Repeated attempts at fire setting in other secure settings, 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 illness 

 
vii. Sexual offending, particularly rape, represents a wide range of offending requiring a carefully 

considered assessment of needs including management of risk. In general where a patient is 
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charged with rape an initial assessment by local Forensic Psychiatric Services should occur. In 
cases evidencing serious sadistic behaviours or serial penetrative sexual assaults an initial 
assessment by high secure services should be sought. Direct assessments by high security 
represent a relatively small group of patients and each individual’s potential risk should be 
considered. While an initial assessment by high secure services may be undertaken this does not 
exclude admission to a lower level of security if deemed appropriate by both services. Section 
5.7 provides further guidance for referrals for patients convicted of a sexual assault. 

 
viii. Offences involving kidnap, torture or poisoning 
 
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 (as defined by 
Kennedy, 2002, Table 1).  
 
6.1.2 Admission to Medium Security from Prison or Court 
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 illness 

 
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, may indicate a need for 
high security. Please see section 5.7 on sexual assaults. 

 
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, threats 
being made to an ex-intimate partner in the context of stalking, or 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 types 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 

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

 Immediacy of risk 

 Absconding risk 
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 Public confidence or media issues 
 
 
6.2 Transfers between Levels of Forensic Mental Health Secure Care 
 
6.2.1 Patients Transferred From High Secure Care to the Medium Secure Care 
Prior to referral, a recently updated appropriate risk assessment, including formulation and scenario 
planning in line with RMA guidelines, 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. The risk assessment should also include scenarios 
relevant to medium security.  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 NHS 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’ reports (Forensic Network, 
2008) 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 (2002) 
are summarised below: 
 
Table 3: Criteria for transfer from high to medium secure care (Kennedy, 2002) 

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 

 
Whilst the Kennedy (2002) criteria outlines that two years stability would be necessary prior to moving 
from high to medium secure care, it was felt that this may be an unduly restrictive rule. In view of the 
lengthy negotiations that take place prior to a patient moving from high to medium secure care, it 
seems 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. 
Although transfer can be considered after a reasonable period of mental health stability, there is no 
requirement that symptoms be in remission, although the presence of symptoms which directly 
determined previous forensic behaviour would be a concern. 
 
The following guidance on additional clinical aspects may support the transfer from a High to Medium 
Secure environment: 

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

 
ii. Patient has sufficient insight that they accept the need to take treatment 

 
iii. Tolerates daily intrusion and restrictions of hospital life 
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iv. 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 

 
v. Be “tested out” within high security. This normally means that the patient will have full grounds 

access and meaningful  episodes of suspension of detention relevant to the individual’s risk 
formulation. 

 
vi. There should be no recent episode of significant undermining of procedural security within high 

security 
 
vii. 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 
 
viii. It is recognised that lower secure psychiatric services may not have as readily available 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 patient would 
need to be of a sufficient degree of risk to justify detention in that security level. Treatment 
needs, on their own, should not be sufficient to require a patient to remain in high secure or 
medium secure care 

 
ix. The patient should be in receipt of a stable medication regime i.e. transfer should not normally 

proceed when recent changes in medication that are important to a patient’s risk management 
plan have taken place 

 
The State Hospital allows for admission to the High Secure Estate in exceptional circumstances, where 
there is no other bed available within the Secure Estate (see section 5.9 and section 3.8 of The State 
Hospital’s Referrals Policy and Procedure, Appendix 6 of this guidance). 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 criteria outlined above should not apply.  
 
6.2.2 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: 

 

 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 

 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: 

 
i. 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 
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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 

 
ii. 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 

 
iii. 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 (2002) given that 
the behaviour will have persisted in a controlled environment in Hospital, while under 
observation and on treatment 

 
iv. 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 

 
v. Where aggression or sexually inappropriate behaviour is unpredictable, this may prompt referral 

to a higher level of security 
 

 
 
7. CONFLICT RESOLUTION PROCESS  
 
The Forensic Network developed a process for resolving clinical conflicts between forensic mental 
health services in 2005. This became Scottish Government Policy in HDL (2006) 48, Annex C. The process 
aims to assist services in Scotland to find a suitable resolution to disputes within a reasonable 
timeframe. Any clinical disputes around admissions to appropriate levels of security can be addressed 
through this process. A full outline of the process can be found in Appendix 4 of this guidance.  
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9. APPENDICES 
 
Appendix 1: Protocol for High Secure Referrals to Rampton Hospital for Scottish female patients 
(Rampton Hospital & Forensic Network, 2014) 

 
 
 
 
 
 
 
 
 
 
 

HIGH SECURE MENTAL HEALTH SERVICES FOR WOMEN IN 
SCOTLAND 

 
 

PROTOCOL FOR REFERRAL, 
 CROSS-BORDER TRANSFER AND  

POST-TRANSFER ARRANGEMENTS 
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Introduction 
High Secure Care for women in Scotland is provided by the National High Secure Healthcare Service for 
Women (NHSHSW) based at Rampton Hospital in England. There are no high secure beds for women in 
Scotland.  
 
It is National Services Division (NSD) that has a specialist commissioning role both in relation to NHSHSW 
and, in some cases, onwards specialist services. As such, all admissions of Scottish women to NHSHSW 
are funded by NSD. 
 
All transfers from Scottish locations to Rampton Hospital require the cross-border transfer protocol to 
be followed. This is described below, along with other aspects of the process (including making a 
referral, linking-in with the NHSHSW clinical team post-transfer, and the identification of exit pathways). 
 
Medium security 
It is important to note that, if the patient is not already receiving care and treatment within a Scottish 
medium secure unit (e.g. she is in prison), a medium secure opinion (Rowanbank or Orchard Clinic) 
should be sought in the first instance. This will ensure that the relevant medium secure service is aware 
of and supports the referral; and that the least restrictive options have been considered. 
 
Making a referral 

 A female patient is identified by the local clinical team as potentially requiring high secure care. 
 

 The patient’s RMO and multidisciplinary team should refer to pages 9-11 of the Rampton 
Hospital Admissions Process and Guidelines (RHAPG) document (Appendix 1 of this protocol) in 
determining whether referral to that service is appropriate. 

 

 Good practice would be for the RMO to contact the Clinical Director (see below) at NHSHSW by 
telephone initially. He will then advise with which NHSHSW Responsible Clinician to have further 
discussion prior to making a formal referral. 

 

 If still deemed appropriate, the RMO should then make a formal written referral to: 
 

Clinical Director 
Nottinghamshire Healthcare NHS Trust 
Personality Disorder Service 
Rampton Hospital 
Retford  
Nottinghamshire  
DN22 0PD 
Tel: 01777 248321 Ext: 6130 or 7787   
 
In making a written referral, the patient’s RMO should refer to pages 2-3 of the RHAPG, ensuring 
that all required information is included. 

 

 NSD should be copied into the referral and kept abreast of developments thereafter by the 
referrer: 

 
National Specialist and Screening Services Directorate (NSD) 
Procurement, Commissioning, and Facilities 
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NHS National Services Scotland 
Area 062 
Gyle Square 
1 South Gyle Crescent  
Edinburgh EH12 9EB 

 
Assessment process 
This is covered comprehensively in the RHAPG (pages 4-8), including timescales, communication of 
decisions and the appeals procedure. Rampton Hospital has an Admission Panel central to the decision-
making process. 
 
Clinical agreement that transfer is appropriate 
Following the admission assessment, if the patient meets the admission criteria the service will admit 
within an agreed timeframe (subject to bed availability).  NHSHSW shall provide copies of the 
assessment report to the referrer stating the reasons for the decision. The referrer should then send a 
copy to NSD. 
 
The Cross-border Transfer Protocol should then be initiated by the patient’s RMO. 
 
Cross-border Transfer Protocol 
1. The written consent of the patient should always be requested for a proposed cross border transfer.  

 
2. The RMO should inform the patient both verbally and in writing of the proposed cross border 

transfer. The patient’s Named Person (and any appointed Guardian or Welfare Attorney of the 
patient) should be notified, as should the Mental Health Officer. In cases where the patient lacks 
capacity, the Primary Carer should also be notified.  
 

3. The Scottish Ministers will request copies of all reports held on the patient for all cross border 
transfers.  
 

4. The Scottish Ministers will also request an updating report in respect of the patient. The Mental 
Health (Cross border transfer: patients subject to detention requirement or otherwise in hospital) 
(Scotland) Regulations 2005 (the Cross Border Regulations) allow the Scottish Ministers to seek a 
further report from the RMO as and if required. 
 

5. The RMO updating report should provide current details of: 
 

 The patient’s mental illness, personality disorder or learning disability; 

 The RMO’s view on the patient’s capacity to consent to the proposed cross border transfer; 

 The RMO’s views on the benefits of the proposed cross border transfer. 

 What alternative facilities in Scotland were explored; 

 What restrictions will be placed on the patient’s freedom following transfer and why they are 
necessary; 

 The impact on her family life and the actions which will be taken to mitigate the effect on 
family life; 

 Whether or not it is envisaged that the patient will be transferred back to Scotland; 

 If applicable, the circumstances in which it is envisaged that the patient will be transferred 
back to Scotland; 

 Named Person’s view’s on the proposed cross border transfer; 
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 If the Named Person objects to the transfer, confirmation of notification of the matter to the 
Mental Welfare Commission; 

 Other interested parties views on the proposed cross border transfer; and 

 If known, the contact details of any Solicitor acting for the patient.  
 
6. The final decision on a proposed patient cross border transfer will be made on behalf of the Scottish 

Ministers by the Deputy Director of Mental Health and Protection of Rights Division, the head of the 
Protections of Rights Unit or the head of the Mental Health Law Team within the Scottish 
Government Health Department.  
 

7. A written decision, outlining in full the reasons for the proposed cross border transfer will be 
completed and held on file.   
 

8. The notification of the Scottish Ministers’ decision to authorise the cross border transfer should be 
sent to the hospital manager using either e-mail or fax, requiring that it be handed to the patient.  A 
record of the patient being given the notice must be kept. 
 

9. There should be 7 working days between the effective date of the transfer of the patient and the 
date of removal of the patient. The Cross Border Regulations  allow a consenting patient to be 
transferred within 3 days of the Scottish Ministers’ decision but this short timescale for a transfer 
should only be allowed in exceptional circumstances (e.g. facility no longer appropriate or for urgent 
medical reasons). Scottish Ministers must inform, and obtain the consent of, the Mental Welfare 
Commission of the granting of an urgent warrant. 

 
10. If the patient is restricted (i.e. on a CORO/TTD/HD), then the Ministry of Justice’s consent to transfer 

will be required instead. To minimise delay in the process, all reports in this instance should be sent 
to the Principal Medical Officer (Forensic) within the Restricted Patient Team of the Mental Health 
and Protection of Rights Division. 

 
Process for Cross Border Transfer of Consenting Patients 
 

Step Action Estimated 
Timeline 

Comments 

1 RMO informs patient of proposal to 
transfer them 

Day 1  

2 Patient has 7 day period to make 
representations  

 No action to be taken in this period, 
even if the patient consents to the 
transfer 

3 SM receive application for  transfer 
(TX1a) 

Day 8 (or later) RMO must take any representations 
made by patient, and views of MHO, 
into account before making an 
application.   

4 SM decides whether to allow 
transfer 

Day 9 (or later) SMs should request further 
information from RMO to enable 
them to make a decision. 

5 SM request approval of DoH for 
transfer (or from MoJ if restricted) 

Usually 2-3 
working days 
(approx.) 

This can take longer depending on 
DoH workload. 
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MoJ can take considerably longer 
and it is therefore important they 
are sighted at an early stage 

6 SM receive approval from DoH for 
transfer (or from MoJ if restricted) 

  

7 SM notifies patient that decision has 
been made to transfer.  
 

Following receipt 
of notification, 
patient can 
appeal to 
Tribunal up until 
removal takes 
place  

Letter informs the patient of their 
rights of appeal* 
 
 

8 MWCS reference period * 3 days  

9 SM set effective date and removal 
date, and issues  Warrant (this can 
be done at same time as notifying 
patient under step 7) 

 Warrant valid for 14 days from  the 
effective date  
 
There must be 7 working days 
between the effective date and the 
removal date.  This can be reduced 
to 3 days for a consenting patient or 
in cases of urgency. SM are required 
to contact MWC for a consenting 
patient and receive their consent. 
 
Copy of warrant must be sent to 
patient, named person, etc. 

10 Patient transferred to new hospital  Transferring hospital arranges 
transport, escorts etc 

 
Note: If the patient appeals the cross border transfer, the matter is put on hold until the appeal is heard 
by the Tribunal. If the appeal is refused by the Tribunal, the proposed removal must not take place for 
21 days following the decision of the Tribunal, unless the patient consents in writing to the removal.  
 
*For patients who lack capacity to consent, SM will contact the MWC and seek written approval from 
them before transfer can go ahead. 
 
Escort arrangements for transfer 
Responsibility for the escort of the patient to Rampton Hospital belongs to the Board where the patient 
is receiving treatment prior to the transfer. Nursing staff from that hospital should liaise with NHSHSW 
staff in terms of transfer arrangements. 
 
Post-transfer communication and updates 

 Prior to transfer, there needs to be a clearly identified responsible local Health Board clinician for 
NHSHSW staff to liaise with about the patient’s progress and future care pathways. 

 

 Best practice involves attendance by the local Health Board clinician, in person or by video link, 
at each CPA meeting (or other case conference).  
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 At each CPA meeting the clinical team should provide the local Health Board clinician with 
information on the patient’s progress and her ongoing suitability for high secure care.  

 The local Health Board clinician should identify/confirm the future care pathway for the patient 
once she no longer requires high secure care.  

 

 A minute of the meeting should be sent to the local Health Board clinician afterwards. 
 
Families and Carers 

 Local Social Work and/or Health Board personnel should aim to facilitate video links between the 
patient and her family members/carers wherever this is possible.  

 

 Local Health Boards should also consider providing family members/carers with financial 
assistance to visit patients in Rampton Hospital. 

 
High Secure care no longer required 

 Once the NHSHSW team forms the view that the patient no longer requires high secure care, the 
local Health Board clinician should visit the patient to undertake his/her own assessment. 
Although this will not be necessary in every case, it is the local Health Board clinician who has a 
central gatekeeping function in such circumstances and who must timeously provide an opinion 
on suitability for transfer back to local services (or other suitable alternatives) when the question 
arises. The local Health Board clinician can if necessary seek advice from regional Clinical Leads 
for forensic services. 
 

 Once there is agreement that the patient is ready to move on from high security, the NHSHSW 
clinical team and local Health Board will work together to identify the most appropriate next 
placement in the care pathway, involving the patient and family/carers in this process.  

 

 The local Health Board should also inform NSD of developments and any requirement for 
onwards specialist services. 

 

 In terms of legal requirements, cross-border transfer back to Scotland will be initiated by the 
NHSHSW team contacting the Department of Health (or the Ministry of Justice in the case of 
restricted patients) who in turn will contact Scottish Ministers. 
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Appendix 2: Risk Management Authority Definitions of Risk Ratings (Risk Management Authority, 
2018) 
 
Risk Rating – High Risk 
The nature, seriousness and pattern of this individual’s behaviour indicate a propensity to seriously 
endanger the lives, physical or psychological well-being of the public at large. The individual has 
problematic, persistent, and pervasive characteristics that are relevant to risk and which are not likely to 
be amenable to change, or the potential for change with time and/or intervention is significantly 
limited. Without changes in these characteristics the individual will continue to pose a risk of serious 
harm: 

• There are few protective factors to counterbalance these characteristics 
• Concerted long-term measures are indicated to manage the risk, including restriction, 

monitoring, supervision, and where the individual has the capacity to respond, intervention 
• The nature of the difficulties with which the individual presents are such that intervention is 

unlikely to mitigate the need for long-term monitoring and supervision. 
• In the absence of identified measures, the individual is likely to continue to seriously endanger 

the lives, or physical or psychological well-being of the public at large. 
 
 
Risk Rating - Medium Risk 
The nature, seriousness and pattern of this individual’s behaviour indicate a propensity to seriously 
endanger the lives, physical or psychological well-being of the public at large. The individual may have 
characteristics that are problematic, persistent and/or pervasive but: 

• There is reason to believe that they may be amenable to change or are manageable 
• with appropriate measures 
• There is some evidence of protective factors 
• The individual has the capacity and willingness to engage in appropriate intervention 
• They may be sufficiently amenable to supervision 
• There are other characteristics that indicate that measures short of lifelong restriction maybe 

sufficient to minimise the risk of serious harm to others. 
 
 
Risk Rating – Low Risk 
The nature, seriousness and pattern of this individual’s behaviour suggests a capacity to seriously 
endanger the lives, physical or psychological well-being of the public at large, but there is no apparent 
long-term or persistent motivation or propensity to do so. The individual may have caused serious harm 
to others in the past, but: 

• It is unlikely that they will cause further serious harm 
• There is clear evidence of protective factors which will mitigate such risk 
• They are likely to respond to intervention 
• They are amenable to supervision 
• They do not require long-term restrictions in order to minimise the risk of serious harm to 

others. 
 
While the individual may have, or had, characteristics that are problematic and/or persistent and/or 
pervasive, they can be adequately addressed by existing or available services or measures. 
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Appendix 3: Matrix of Security (Forensic Network, 2004) 
 

ENVIRONMENTAL SECURITY 
 

Delineator LOW   Medium  High 

Open ward IPCU/locked rehab Locked forensic 
unit/ward 

DESIGN AND CONSTRUCTION 

Perimeter (e.g. fence) Standard hospital specifications No secure perimeter, 
but secure outside 
area. Secure external 
windows 

No secure perimeter, but secure 
outside area. Secure external 
windows. Deterrent perimeter fence 
with motion sensors 

5.2m secure fence, additional motion 
detection  perimeter 

Control of access to the site Standard hospital 
specifications 

double locked doors electronic airlock Airport level security 

Building design to deter escape Standard hospital 
specifications - not 
specifically designed to 
deter escape 

Specifically designed to deter escape robust construction able to deter and 
delay determined escape 

robust construction able to withstand 
determined escape with tools 

Window / door security Standard hospital 
specifications 

Window restrictors / 
reinforced windows 

Doors opening 
outward (interview 
room and bedroom),  
window restrictors / 
reinforced windows 

 Keypad entry, internal doors 
reinforced. Communicating doors 
alarmed if kept open. Two way 
opening (interview room and 
bedroom) doors, reinforced windows 
with anti-smuggling grid on external 
windows. 

Prison service approved locks, airlock 
systems some breakproof windows, some 
use of electronic control of doors.  No 
external windows 

Furniture design standard hospital furniture Heavy and robust 

EQUIPMENT 

X-ray / metal detector / ion 
detector 

None routinely used Hand held metal detector  xray machine, arch and handheld metal 
detector, ion detector, sniffer dogs from 
partner organisations if required 

Personal alarm systems Standard personal alarms location specific location specific - response team 
alerted by pager 

 location specific  security alerted and 
tannoy to hospital campus and response 
team 

Physical restraints None used handcuffs for exceptional leave 

Campus observation (CCTV) Limited to specific locations 
 

Complete external, point of access, 
air locks, kept 2 weeks 

complete campus and perimeter, kept 3 
weeks 

Availability of additional secure 
area for behaviourally disturbed 
patients 

None normal bedrooms used Individual additional secure area 
available with bedroom and living 
area 

A range of individual secure areas with  
bedroom and living space 
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PROCEDURAL SECURITY 

 

Delineator LOW   Medium  High 

Open ward IPCU/locked rehab Locked forensic 
unit/ward 

COMMUNICATIONS 

Patients phone calls No restriction except in “exceptional circumstances” Can be monitored or stopped 

Patients letters/mail Can be monitored in a limited way – Section 117 MH(S) A 1984 All post X rayed. Can be monitored - Section 
117 MH(S) A 1984 -  with additional 

statutory powers 

Patients electronic mail / access to 
the internet 

Not supervised if available Supervised access on site unsupervised off site no access 

Staff communications unrestricted received mail received mail is x-rayed 

ITEMS – RESTRICTED (or prohibited) 

Searching patients As warranted by individual 
risk assessment 

On admission including possessions and in 
specific cases as warranted by individual 

risk assessment - random searches 
following LOA 

On admission, following LOA, regular personal – and regular room searches.   

Searching visitors, official visitors, 
staff 

none routine None routine – but secure lockers 
available for bags (not allowed in 
patient areas) 

Bags x-rayed. Searched if metal detectors 
are set off.  Bags searched if suspicious item 
seen in x-ray imaging.  Also random 
searches on entrance and egress 

Drug access/screening Screening dependant on 
clinical need 

Urinary drug screening on basis of clinical need and on admission & random screening 

Alcohol access/screening Access to alcohol on leave approved by MDT.  Alcometer available  No access to alcohol permitted 

Access to pornographic materials 
and/or materials portraying 
violence 

MDT discretion, individual patients Routine screening and controlled access 
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PROCEDURAL SECURITY 
 

Delineator LOW   Medium  High 

Open ward 
 

 

 

IPCU/locked rehab Locked forensic 
unit/ward 

ITEMS – Daily living equipment 

Cutlery supervised meals 
 

 

Restricted metal cutlery - counted after use, supervised meals 

OT equipment (e.g. kitchen) MDT  approval 
 

graduated access following individual risk assessment and MDT approval 

Fire setting materials (e.g. cigarette 
lighters) 

Dependant on Individual 
risk assessment 

Controlled/ limited access, no fire setting material with patients 

ITEMS - Access to money, valuables and belongings 

Access to belongings At MDT discretion Limited number of items and limited access 

Access to money/valuables Dependant on individual 
assessment of capacity 

Dependant on individual assessment of 
capacity. May be restricted 

Dependant on individual assessment 
of capacity. May also  be restricted 
on LOA to reduce absconsion risk 

Dependant on individual assessment of 
capacity. Money and valuables are also 
restricted on site and on LOA for security 
reasons  
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PROCEDURAL SECURITY 
 

Delineator LOW   Medium  High 

Open ward IPCU/locked rehab Locked forensic 
unit/ward 

PEOPLE- visitors 

Visitor ID and approval Not generally required Identification required.  Prior 
approval by MDT, Unit policy.  
Visitors must agree code of conduct 

Identification required then special ID 
provided and checked on exit. Prior 
approval by MDT.  Visitors must agree code 
of conduct 

PEOPLE- Child Visitors 

Child visiting policy Nursing staff discretion approved by MDT Social work assessment required, approval via MDT 

Visiting arrangements procedure Specified visiting areas  (other restrictions dependant on risk present at 
time) 

Special family visiting room away 
from clinical area 

Special family visiting suite away from 
clinical area 

PEOPLE- Internal Movement between clinical areas in a psychiatric facility 

Patients may be escorted Escorted within Unit – no access to 
administrative areas 

Grounds access for some patients - 
monitored by CCTV, some escorted, 
prohibited areas  in the campus 

Visitors / official visitors may be escorted Escorted Escorted - bussed to location of visit 

Staff None Not limited, but electronically 
recorded 

electronically recorded and restricted access 
to some areas 

Provision of recreations/therapies Range – with majority off ward On Unit wide range of secure 
activities.  Range off-site available 

On campus range of secure activities 
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PROCEDURAL SECURITY 
 

Delineator LOW   Medium  High 

Open ward IPCU/locked rehab Locked forensic 
unit/ward 

PEOPLE- Patient absence from the hospital 

Routine pass (e.g. “testing out”) Standard hospital policy Unit policies including individual risk assessment Usually a minimum of two escorting staff 

Exceptional LOA (e.g. court, 
hospital) 

Standard hospital policy Unit policies including 
individual risk 
assessment. 

Unit policies including individual risk 
assessment.  Local police informed. 

handcuff meeting, police liaison, more 
escorting staff 

Prevention and management of 
absconsion 

Standard hospital policy Unit policies – description card (ID) 
completed every time a patients 
leaves clinic and returns, key 
information and  risk assessment 
given to police in case of absconsion 

Ask Doug 

Prevention and management of 
escape 

Standard hospital policy Unit policy.  Key information and  risk 
assessment given to police 

Contingency planning, liaison with police,  
siren 

Miscellaneous 

Policies General hospital policies General hospital 
policy. Some unit 
policies 

General hospital 
policy. Some forensic 
unit policies 

Detailed forensic unit policies High secure forensic hospital policies 

Contingency planning limited contingency planning Multi-agency planning for evacuation, escape and 
absconsion 

range of multi-agency contingencies for 
hostage, riot, escape, barricade, rooftop 
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Appendix 4: Resolving Clinical Conflicts between Forensic Mental Health Services in Scotland 
(Forensic Network, 2005b; Scottish Executive Health Department, 2006) 

 
Introduction 
1. This Annex sets out the arrangements for resolving clinical conflicts. 
 
Caveats 
2. This conflict resolution model takes into account that Responsible Medical Officers (RMO) 

cannot be obliged to accept a patient whom, in their professional judgement: 
 does not meet the criteria for compulsory detention under current mental health legislation; 

or 
 would be inappropriately managed at their level of security – either that the level of security 

is excessive for the risks posed or insufficient to ensure safe care and treatment; or 
 would be inappropriate in terms of the treatment available in their facility. 

 
In the case of an upheld tribunal as a result of the Mental Health (Care and Treatment) (Scotland) 
Act 2003 the responsibility to find a suitable location for a patient’s treatment lies with the Health 
Board and not any particular RMO. 
 
Conflict Resolution Group 
 
3. A new Conflict Resolution Group will be established to manage the process. The group will be 

chaired by the Lead Clinician of the Forensic Network and will consist of experts such as 
Consultant Forensic Psychiatrist and other appropriate independent multi-disciplinary 
practitioners. The membership of the Group is set out at Appendix I. 

 
Stage One – Initial Resolution 
 
4. Where there is a dispute about the placement of a patient there should be first attempted an 

initial resolution which would involve a meeting between the two areas (referring Board and 
receiving Board); the referring Board should initiate the meeting. The meeting should involve 
the clinicians concerned and relevant managers. The meeting will either result in an 
agreement as to the appropriate clinical course of action (in which case there is no need for 
Conflict Resolution Group involvement) or an Agreed Joint Statement (AJS) of points of 
agreement and disagreement about the particular case. 

 
Stage Two – Referral to Conflict Resolution Group 
 
5. In the event of a failed initial resolution the case should be referred to the Conflict Resolution 

Group via the Forensic Network Lead Clinician. If there is a conflict of interest involving the Lead 
Clinician and any workings of the Group another member will take his/her role. Any member of 
the Group with a conflict of interest will not participate in any decisions relating to such a case. 

 
6. The review of the case will be carried out by two or three experts, commissioned by the 

Conflict Resolution Group, independent to the case at hand. This expert group will carry out 
their review as they see fit and produce a report to be considered by the Conflict Resolution 
Group. It would be expected that the experts preparing the report would review case 
records, examine the patient and discuss clinical issues with relevant staff. At least one of 
those experts will be a Consultant Forensic Psychiatrist. The other one or two experts 

http://www.forensicnetwork.scot.nhs.uk/
https://twitter.com/FN_SoFMH
mailto:forensic.network@nhs.net


 www.forensicnetwork.scot.nhs.uk                          @FN_SoFMH                  forensic.network@nhs.net                                         34 

preparing a report on the case will be appropriate independent multi-disciplinary 
practitioners. 

 
7. Within the experts’ report there should be included a risk management plan. 

 
8. It is expected that, except in exceptional circumstances, experts will provide a joint report. 

Commissioners of the report should set out timescales at the time and will pay particular regard 
to Mental Health Tribunal timescales. Commissioners of the report should also consider 
geographical practicality when selecting experts as well as ensuring there is no conflict of 
interests. The timescale should not be inhibitive to the patients care. Given the range of 
expertise now available in Scotland the use of experts from England or elsewhere would be 
exceptional and only in the circumstance of no available Scottish expert. 

 
9. The experts will provide an independent report to the Conflict Resolution Group via the 

Forensic Network Lead Clinician. 
 
10. It must be agreed prior to referral to the Conflict Resolution Group who will pay for reports and 

consideration should be given to the costs involved for multi-disciplinary practitioners as well 
as consultant psychiatrists. 

 
Stage Three – Judgement 
 
11. The Conflict Resolution Group will consider the independent report. In most cases this could be 

done without the need for a meeting. The group will then make recommendations to the 
clinicians and Health Boards involved. 

 
12. The conflict resolution model is illustrated in the flow diagram below.  

 
Conflict Resolution Group Membership: 
Network Lead Clinician (Chair)  
Regional Clinical Leads   
Senior Social Worker Psychologist 
Nurse 
Occupational Therapist 
First Minister’s Psychiatric Advisor (In attendance)  
Chair of Forensic Executive Group (In attendance)  
Forensic Network Project Manager (Secretariat) 
 
Constitution: 

 Meet quarterly, but in close contact between meetings – identify executive officers that meet 
more regularly and managed operationally by Clinical Lead and Project Manager. The group 
should decide its own ways of working at its first meeting. 

 
Role in Conflict Resolution Process:  

 Allocate Experts to cases 

 Instruct experts 

 Decide who convenes experts  

 Receive report from experts  

 Question experts or agree report
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Conflict Resolution Flow Diagram: 
 
This conflict resolution model takes into account that Responsible Medical Officers (RMO) cannot be 
obliged to accept a patient whom, in their professional judgement: 
 

 does not meet the criteria for compulsory detention under current mental health legislation; or 

 would be inappropriately managed at their level of security - either that the level of security is 
excessive for the risks posed or insufficient to ensure safe care and treatment; or 

 would be inappropriate in terms of the treatment available in their facility. 
 

 
 
 
 
 

http://www.forensicnetwork.scot.nhs.uk/
https://twitter.com/FN_SoFMH
mailto:forensic.network@nhs.net


 www.forensicnetwork.scot.nhs.uk                          @FN_SoFMH                  forensic.network@nhs.net                                         36 

Supplement to Annex C of HDL (2006) 48 – Resolving Clinical Conflicts between Forensic Mental Health Services 
 
Introduction 
This addendum collates the learning from previous addendums (August 2008 and January 2009) with learning 
from a recent conflict resolution case (2018) to provide one Supplement to Annex C of HDL (2006) 48 – Resolving 
Clinical Conflicts between Forensic Mental Health Services. This document should be read in conjunction with the 
arrangements outlined in Annex C. The numbering matches the numbering of Annex C for ease of reference. 
 
Addendum Information 
Introduction 
1. The arrangements relate to all clinical conflicts between forensic mental health services in Scotland and not 
only those involving differences of opinion with regard to levels of security. 
 
 
Caveats 
2. Conflict Resolution Group (CRG) Recommendations will also be sent to Mental Welfare Commission. This 
should not include the Expert Report in its entirety. 
 
 
Stage 1 – Initial Resolution  
4. Services are not required to inform the Forensic Network of cases at Stage One Initial Resolution. However to 
date some services have done so and this has been helpful. 
 
The Forensic Network Office will provide guidance on what should be included in the agreed joint statement. This 
should include points of agreement and disagreement on the case in general, and should also include any points of 
agreement and disagreement against the admission criteria. 
 
 
Stage 2 – Referral to Conflict Resolution Group  
5. Conflict of Interest is defined by the group as “when a member of the group has a direct clinical involvement in 
a case or has had in the past in a way that is directly relevant to the current area of conflict. Working within a 
specific NHS Board area involved within the conflict resolution process is not in itself a conflict of interest. Any 
member of the CRG that meets this criterion will not participate in any decision relating to the case.” This model 
is similar to the one used by Mental Health Tribunal Scotland  
 
Instructions to the review panel of experts must be clear on commission and should include use of the referral 
criteria. 
 
6. The two or three experts appointed to each case should be from different clinical teams.  
 
In each case, the clinicians involved in the conflict will be asked to confirm that proposed experts are acceptable 
to them on the grounds that they are appropriately independent. 
 
A minimum dataset to be reviewed by the expert panel will be developed and outlined in the instructions when 
commissioning the report. 
 
7. Each case is likely to require a different level of Risk Management Plan, therefore instructions to the experts 
who will review the case will not be too prescriptive, allowing the experts to determine the appropriate level of 
plan required. 
 
8. Location of experts will be taken into consideration when appointing experts secondary to availability.  
9. Clinicians involved in the case will be given the opportunity to check the Expert Report for agreement of facts 
before it is presented to the CRG. Experts should give the Clinicians involved one week to review the facts 
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outlined in the report, this should be co-ordinated through the Network Office. Commissioners of the report will 
clearly outline these instructions to the experts. 
 
10. The fees and payment arrangements for producing expert reports will be based on the model utilised by the 
Mental Health Tribunal. 
 
 
Stage 3 – Judgement 
11. The CRG will use the Agreed Joint Statement and Expert Report only to reach a judgement, therefore avoiding 
reaching a conclusion based on previous or outside knowledge of the case.  
 
The Experts, or a representative from the expert review panel, will be invited to attend the CRG to present their 
conclusions.  
 
Members will be asked to vote in the first instance and then justify their answer as to not influence others. 
 
The report should be added to the patient’s notes unless there are concerns around third part information. The 
expert panel should be asked about any concerns with this. If there are difficulties including the full report in the 
patient’s notes the recommendations from the CRG should be included. 
 
It was recommended that the process should state that any decision for the patient involved should be to either 
stay in their current unit or move to the unit with whom there was the dispute, rather than being moved to an 
alternative service. Without this there could be a bias in the process which could result in a service engaging in 
conflict resolution to avoid any further involvement in a case.   
 
 
Appendix 1 – Membership  

- Membership will be explicitly outlined, including the inclusion of the three Regional Leads and State 
Hospital Lead representation. Professional Group representatives (Senior Social Work, Psychologist, 
Nurse, Occupational Therapist) will be sought from the Chairs of the Forensic Network Professional 
Groups. The First Minister Psychiatric advisor will be the Principle Medical Officer at Scottish Government 
and the Chair of the Forensic Executive Group is the Royal College of Psychiatry in Scotland Chair.  

 
Appendix 5: Mental Welfare Commission Guidance on the Admission of Young People to Adult Mental 
Health Wards (Mental Welfare Commission, 2013) 
 
When young people under the age of 18 require inpatient treatment the needs of each individual young 
person are paramount and should be central to determining the care he or she receives. The Mental 
Health (Care and Treatment) (Scotland) Act 2003 places a duty on Health Boards to provide sufficient 
services and accommodation for young people up to the age of 18, who require admission. It is the 
Commission’s view that young people under 16 years should be admitted to a young person’s unit. On 
rare occasions we think it may be acceptable for a young person to be cared for in an adult ward. This 
will depend on the individual circumstances of the young person: his or her maturity, occupation, and 
the nature of mental health problems. We recognise it may be appropriate for a young person being 
treated by a specialist mental health service e.g. Esteem for early onset psychosis, to be admitted to the 
adult ward this service uses. However in these circumstances there must still be access to age 
appropriate specialist care. 
 
With this rare exception, the admission of young people to mental health wards catering for adults is 
deeply undesirable and may be detrimental to the young person. However where there is no available 
alternative, such admissions may become necessary. A balance needs to be struck between the risks to 
the young person of failing to admit him or her and the potentially adverse effects of the admission. For 
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example, admission to an adult ward may be preferable to admission to a young person’s unit far from 
home. However, an agreement to admit a young person to an adult ward should never be seen as an 
acceptable alternative to the development of appropriate services. Where such an admission does 
become unavoidable, every effort should be made to provide for the young person’s needs as fully as 
possible. In addition, where an appropriate young person’s unit exists, every effort should be made to 
ensure transfer to that unit as soon as possible. 
 
When a young person is admitted to an adult mental health ward the Mental Welfare Commission 
should be informed via the completion of an ADM2 form. We would also expect: 
 
1) That the particular needs of each young person be central to decisions about admission and 
management (i.e. not the needs or constraints of services involved.) The needs of families and carers 
must also be taken into account.  
 
2) That every effort be made to provide for age appropriate specialist care. There should be 
consideration given to developmental and child protection issues when planning care. Services should 
develop clear procedures to deliver the best possible care within resources available to them. 

- It is the Commission’s view that a child and adolescent psychiatrist should take consultant 
responsibility where at all possible*. The child and adolescent psychiatrist and the relevant adult 
psychiatrist should work closely together during the admission. There should be clarity around who 
the responsible psychiatrist is for the young person during their admission and all staff must be aware 
of who the responsible psychiatrist is. 

- Nursing staff with experience of working with young people should be available to provide direct 
input to care, and support and guidance to ward staff. 

- Access to other available local Child and Adolescent Mental Health (CAMH) services should be 
ensured as appropriate to the needs of the young person.  

 
(*This is particularly important for those young people under 16. We think it may be acceptable in some 
circumstances for an adult psychiatrist to have responsibility for a young person aged 16 or 17. 
However, for treatment under Part 16 of the Mental Health (Care and Treatment) (Scotland) Act 2003 a 
child and adolescent psychiatrist must carry out the relevant assessments) 
 
3) 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. This is particularly so where the admission is to an 
intensive psychiatric care unit (IPCU). This must include awareness of the young person’s potential 
physical, emotional and sexual vulnerability. There should therefore be careful consideration of: levels 
of supervision; use of side rooms rather than dormitory areas; visiting and other ward policies, such as 
smoking and illicit drug use, which may need modification to apply to young people. Where a young 
person is cared for in isolation from adult in-patients consideration of the impact of this isolation on the 
young person must be taken into account and benefit to the young person must be central to the 
decision making processes. 
 
4) There should be access to appropriate therapeutic and recreational activities. There should also be 
awareness of education needs, and sensitivity both to the needs of families and to the complex issues 
that may exist for a young person around the involvement of family. 
 
5) Staff need to be aware of the legal context of a young person’s admission and treatment. This 
includes: provisions of the Mental Health (Care and Treatment) (Scotland) Act 2003, the rights of the 
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young person, parental responsibilities, and the role of local authorities in safeguarding the interests of 
a young person. 
 
6) The Commission would encourage the practice of identifying a particular ward within an adult 
inpatient service to receive young people’s admissions. This allows a particular group of medical and 
nursing staff to become more familiar with the needs of young people. 
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Appendix 6: The State Hospitals Board for Scotland – Referrals Policy and Procedure (The State 
Hospitals Board for Scotland, 2014) 
 
NB. This document has been reproduced here without the documents Appendix 2 on the Conflict 
Resolution Process, as this is included in this reports Appendix 4 in an updated and more detailed 
format.  

 
 
 
 
 
 

THE STATE HOSPITALS BOARD FOR SCOTLAND 
 
 
 
 
 

Referrals Policy and Procedure 
 
 
 
 
 
 
 

Policy Reference 
Number 

CP14 Issue: 3 

Lead Author Associate Medical Director 
Contributing Authors Risk Management Facilitator 

 
 
 

Advisory Group Patient Pathways Group  
Approval Group SMT  
Implementation Date February 2016 
Review Date February 2019 
Responsible Officer 
(SMT) 

Medical Director 

 
 

It is accepted that there may be exceptional circumstances relating to the care and management of 
an individual patient or patients where the processes of the existing clinical and security policies may 
not be immediately appropriate. In those circumstances the chief executive, or his deputy, or the on 
call director may agree to a specific request to alter the provisions of this policy. Any such event 
should be reported through the Datix incident recording system. 
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1. Introduction 
 

1.1 This policy describes the procedures for referral and assessment of individuals referred 
to the State Hospital. Referral can be for consideration for admission, advice as to 
management, or an opinion for certain legal requirements. 
 

1.2 The policy is formulated in terms of the mental health legislation currently in force, namely  
the Mental Health (Care and Treatment) (Scotland) Act 2003 and Scottish Executive 
Mentally Disordered Offenders Policy (see legislative and policy framework appendix 1). 

 
1.3 The policy is influenced by guidance from and a clinical consensus within the Medium and 

High Secure Estate detailed in the Forensic Network paper “Admission Criteria to 
Scotland’s High and Medium Secure Units” (The Forensic Network, 2010); it is 
acknowledged that this paper should be used to support, but not replace clinical 
judgement in individual cases. 

 
1.4 It is also acknowledged that there are a small group of patients who will be exceptions to 

the clinical consensus and 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 
borderline between High and Medium Secure Criteria.  Full multi-disciplinary/agency 
consideration of individual cases by both referring and receiving teams will always be the 
cornerstone of resolving conflict. Very occasionally, the Forensic Network’s “conflict 
resolution process” will have to be utilised (see Appendix 2). 

 
2. Purpose of Policy 

 
2.1 To ensure that individuals referred to the State Hospital, whether potentially for admission 

or for advice on management, are assessed comprehensively and timeously. 
 
2.2 To ensure that patients referred for admission to the State Hospital (and for 

management advice) have a thorough assessment of their security needs 
 
2.3 To provide improved information for colleagues in local hospital services, the prison 

service and the Courts on the guidelines for admission to the State Hospital 
 
2.4 To establish auditable standards for the admission/referrals procedure—for both 

clinical governance and research purposes 
 

3. Referral Criteria and Process 
 
3.1 Patients may be referred to the State Hospital from: 

a) Other mental health services 
b) The Courts 
c) The prison service 

 
3.2 Referrals may be made by: 

a) Consultant psychiatrists (or their nominated deputies) working in other hospital settings 
b) Consultant psychiatrists (or their nominated deputies) working in a prison setting 
c) Procurators Fiscal 
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d) Defence lawyers 
e) Judges and Sheriffs 

 
3.3 Involvement of local forensic and/or psychiatric service. 

The State Hospital is a national forensic mental health service and there is an expectation 
that referred patients, including those who are referred for admission under Part VI of the 
Criminal Procedure (Scotland) Act 1995, will have had an initial multidisciplinary assessment 
by local forensic psychiatry or intensive care services, who should be in agreement or have 
recommended that the patient requires assessment for care in conditions of special/high 
security. 

 
3.4 Legal status 

 
3.4.1 All patients agreed for admission will be detained under The Mental Health (Care and 

Treatment) (Scotland) Act 2003, to include Sections of the Criminal Procedure (Scotland) Act 
(1995) as amended by the above legislation. 

 
3.4.2 Section 328(2) of the 2003 Act, specifically states that a person is not mentally disordered by 

reason only 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 

 
3.5 Age 

 
3.5.1 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, considered on 
a case by case basis. 

 
3.5.2 Section 2 of the The Mental Health (Care and Treatment) (Scotland) Act 2003 supported the 

creation of age-specific services for those under 18. 
 
3.5.3 In January 2006, the Mental Welfare Commission published guidelines on the admission of 

young people to general adult wards; 
http://reports.mwcscot.org.uk/GoodPracticeGuidance/youngpeople/young_people.aspx 

 
3.5.4 There should be no admission of someone aged 16 or under to The State Hospital. 

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. 
 

3.5.5 Any recommendation concerning the possible admission of a patient under 18 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 
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should be supported, inter alia, by a local CAMHS and evidence of referral to the UK 
Forensic Service commissioned by the National Services Division. 

 
3.5.6 In the event of an admission of a patient under the age of 18 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. All referrals for a patient under the age 
of 18 years must first be considered and approved by the hospital’s Child Referral 
Management Group (CRMG) –please refer to Appendix 3. 

 
3.6 Reasons for and threshold for admissions/referrals 

 
3.6.1 Kennedy (2002) detailed the components of security i.e. physical, relational, and 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. This should be 
considered with the factors listed in table 4 below. The referring letter should include an 
opinion as to the need for special/high security with reference to these criteria. 

 
Table 1 

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 2 
 

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 
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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 

 
3.6.2 There is agreement within the Forensic Network that those described as presenting with a 

Grade 1 violent offence should be admitted to the State Hospital, except where there are 
mitigating circumstances. This should be interpreted in conjunction with the immediacy, 
public confidence and absconding criteria summarised in Table 4. 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. 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. 

 
3.7 Women; People with a Learning Disability; Personality Disorder 

 
3.7.1 Women 

 
The National Forensic Network Report on women’s secure care (2006) 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. Consequently, the State Hospital has 
no facility for female patients. The process for referral of women in Scotland to high 
security in England is outlined in Appendix 4. 

 
3.7.2 Learning Disability 

 
The State Hospital has a specialist ward for learning disabled patients. 

 
3.7.3 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. The Maclean committee 
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(Scottish Executive, 2000) 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 any pilot in Scotland. 

 
Personality disorder is a common co-morbid 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 remain 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 The State Hospital for assessment. 

 
3.8 Exceptional Circumstances 

 
3.8.1 It has been agreed that in exceptional circumstances the State Hospital will admit patients 

who do not satisfy the criteria for admission to high security, including where there is no 
medium secure bed available. In these exceptional cases, the State Hospital would require 
close liaison from the home Health Board and an agreement facilitating a move to a 
placement which meets clinical need, as soon as possible, and in advance of any potential 
appeal against excessive security. All such cases will be recorded through the Patient 
Pathway meetings, they will also be subject to review by the Inter Regional Leads Group 
for monitoring and the Mental Welfare Commission for Scotland should be informed. This 
should ensure that there is no doubt about the circumstances of the patient’s admission to 
the State Hospital. 

 
3.9 Single referral point and standard for referral letter: 

 
3.9.1 All referrals should be typed and must provide the minimum data set (as per the 

hospital’s pro-forma). It is recognised that there may occasionally be situations of 
extreme clinical urgency that require an emergency phone call and hand written faxed 
referral but it is expected that such circumstances will be exceptional. In either case the 
referral should be sent to the PA (or her deputy) of the Associate Medical Director; out of 
hours emergencies should be discussed with the on-call Consultant. 

 
3.9.2 All referrals to the State Hospital will be triaged by the Associate Medical Director (or his 

deputy) and every referral will be discussed by the Patient Pathway meeting held on a 
Monday morning, regardless of whether it is urgent or elective. In the unusual event that 
an admission cannot be discussed at the Patient Pathway meeting before it takes place, 
the admission should be discussed with the Associate Medical Director (or if he is 
unavailable, the on-call consultant psychiatrist) and the admitting psychiatrist (if he/she 
has not carried out the assessment) before the admission takes place. 

 
3.9.3 The Associate Medical Director (or deputy) will allocate the referral to a multi-

disciplinary team that has a vacant bed (see 4.1.1). 
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4. Assessment 
 
4.1 Assessment process: 

 
4.1.1 The State Hospital has 4 hubs, each containing thirty six beds (a hub has 3 twelve bedded 

wards). The identified admitting hub will carry out a pre-admission assessment 
undertaken by up to 4 individuals from within a hub team: Psychiatrist, Nurse, Social 
Worker and Psychologist. 

 
4.1.2 If appropriate, the assessment may take place by all assessing disciplines meeting with the 

patient at the same time. However there will often be circumstances where it is more 
appropriate for individual professionals to meet with the patient separately. Certain 
members of the team may choose to opt out of the pre-admission process depending on 
the specific needs of the patient. 

 
4.2 Written reporting standards and the role of the Patient Pathway meeting: 

 
4.2.1 For each referral all professionals involved in the assessment will provide a written report, 

using an agreed template for each discipline. These reports will be submitted to the 
assessing RMO prior to the Patient Pathway meeting. The assessing hub team will formulate 
a recommendation on whether the patient should be considered for admission. 

 
4.2.2 Where there is difference of opinion within the hub admission team this should be reflected 

in the presentation at the Patient Pathway meeting. The Patient Pathway meeting will 
consider and discuss the recommendation made by the multidisciplinary hub admission 
team. 

 
4.2.3 Where there is a difference of view between the recommendation of the hub admission 

team and the Patient Pathway group the basis of this disagreement must be recorded in 
the minute of the meeting. 

 
4.2.4 In the unlikely circumstance that a Psychiatrist felt compelled to admit a patient where 

either the multi-disciplinary team or the Patient Pathway Group was in disagreement, the 
circumstances and basis for such a decision should be clearly recorded for governance 
purposes. The referring agency will receive an assessment report from the assessing RMO. 

 
5. Structure and Responsibilities 

 
5.1 The Associate Medical Director’s PA is responsible for recording the details of all those 

referred, the hub team allocated to, and the recording of the minutes of the discussions 
at the weekly Patient Pathway meeting. 

 
5.2 Medical Role 

 
5.2.1 The psychiatric assessment will be carried out by a doctor recognised in terms of section 22 

MH (CT) (S) A 2003. The role of the assessing psychiatrist is to lead the assessment and co- 
ordinate the various opinions from multidisciplinary colleagues from within his/her hub 
team. 
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5.2.3 The psychiatrist will form an opinion and take full clinical responsibility as to the need 
for admission, (see criteria above), particularly in respect of diagnosis, detainability and 
risk. 

 
5.2.4 The psychiatrist, with members of the multidisciplinary hub team will report back to 

the Patient Pathway Meeting. 
 
5.2.5 The need for high secure care should be described using the Matrix of Security as a guide 

(see Definitions of Levels of Security Report 
(http://www.forensicnetwork.scot.nhs.uk/documents/hdl/levelsofsecurityreport.pdf). 

 
5.3 Nursing Role 

 
The role of the nurse assessor is to provide a nursing perspective, particularly on day to day 
risk management, to the assessing doctor; and whether any advice on nursing 
management issues would allow the person to stay in the current setting. 

 
5.4 Psychologist role 

 
The role of the psychologist is to carry out a psychological assessment of the patient’s risks 
and needs and to consider how the psychology service at The State Hospital will be able to 
contribute to addressing these.  They will provide a preliminary psychological and offence 
formulation, along with an opinion on the level of risk and how this could be managed in 
the future. 

 
There will also be circumstances when the psychology assessment may be relevant to the 
decision on detainability, for example in the case of people thought to have a learning 
disability or where the patient has personality traits that are thought to be linked to a high 
risk of serious and violent offending. 

 
5.5 Social Worker Role 

 
5.5.1 The role of the social worker is to assess the social circumstances and background of the 

patient by means of collating information from the following sources: 
 

• The offender / patient (where appropriate). 
• The carer (home visit). 
• The MHO. 
• The current environment. 
• The criminal justice system (where appropriate). 
• Local social work services (where appropriate). 
• Local mental health services. 

 
5.5.2 The factors considered in pre-admission assessment are as follows: 

 
• Impact of lifestyle / offending on current circumstances. 
• Existing risk factors including in the community (ie drug/alcohol use). 
• The social context of the individual. 
• Relationships between peers and family (where possible). 
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• Previous offending behaviour. 
• Mental health history. 
• Child/ adult/ and public protection issues. 
• Current living situation. 
• Previous compliance with services and interventions. 
• Family/social history. 

 
5.5.3 Additional factors which will be considered include: 

 
• A referral to Scotland from a service in another part of the UK or abroad. 
• The age of the patient. (i.e. under 18 or over 65) 

 
5.6 Informing the patient 

 
5.6.1 Especially in urgent cases, the decision to admit the person will be conveyed to them by 

local staff in a manner that suitably manages the risk of self-harming behaviour or 
further aggressive or violent conduct, endangering others. 

 
5.6.2 It is not considered appropriate to inform the person in writing, prior to admission, of the 

reasons for that decision. Although the rationale behind the decision to admit the patient 
will be conveyed to them following admission to The State Hospital 

 
5.7 Informing nearest relative/named person 

 
5.7.1 Similar considerations occur in respect of informing nearest relatives. In many cases they 

will be consulted as part of the admission assessment process, and if the decision is made to 
admit their family member, they have a right to be informed as soon as practicable. This 
should be carried out by the local (referring) service. 

 
6 Referrals for readmission 

 
6.1 The criteria for readmission are essentially the same as those for a first admission, with 

the addition of information justifying the re-referral, particularly that the risk of serious 
harm posed by the patient in the lower security setting cannot be managed other than by 
readmission to the State Hospital. 

 
6.2 A referral for readmission should by preference include a joint case conference in order 

to fully establish and agree the need for readmission, and the likely timescale of the 
further period of care and treatment in the State Hospital. 

 
6.3 If the State Hospital assessment does not agree that the patient requires transfer or 

readmission to conditions of high security, clear reasons will be given and, if 
appropriate, suggestions made for an alternative setting for care, together with 
guidance about the circumstances in which the decision may be changed. 
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7. Request by Patient for a Change of Responsible Medical Officer or Change of Hub 

 
7.1 The following process will be used where patients request either a change in their 

Responsible Medical Officer or a change in their Hub. A request of this nature can be 
made either by the patient or by the patient’s Advocate. Such requests can be made 
directly through the patient’s existing Responsible Medical Officer either verbally or in 
writing. Additionally such requests can be made directly in writing to the Associate Medical 
Director. Where such requests are made directly to the existing Responsible Medical 
Officer then these requests will be notified to the Associate Medical Director. 

 
7.2 Where a patient makes a request for a change to their Responsible Medical Officer or Hub 

this request will initially be considered by the patient’s existing multi-disciplinary team 
through the Clinical Team Meeting. Details of the opinions of the Clinical Team members 
will be recorded within the Clinical Team Meeting Minutes. This opinion will then be shared 
with the Associate Medical Director. 

 
7.3 Request for change of RMO within existing Hub 

 
Where the Clinical Team agree with the patient’s request for a change of Responsible 
Medical Officer which does not then require a move to another Hub, then this will be 
discussed within that Hub team in the first instance to see whether one of the other 
Responsible Medical Officers within that Hub are willing to take on the care of the patient. 
In this instance such discussions and transfer to another Responsible Medical Officer do not 
need further discussion outwith that Hub team. Any change to the Responsible Medical 
Officer should though be advised to the Health Records Department and the Associate 
Medical Director should be advised of the change. 

 
7.4 Request for change of RMO requiring a change of Hub 

 
• If the patient requests a change of Responsible Medical Officer and following discussion 

within the Hub team it is felt appropriate that this be a Responsible Medical Officer 
outwith the existing Hub team then this request will be advised to the Associate Medical 
Director. The Associate Medical Director will then request that a Consultant Forensic 
Psychiatrist based on another Hub review the patient, along with other Hub team 
members if felt appropriate, in order to reach a view as to whether the patient’s request 
is clinically appropriate. It would be assumed that this Consultant Forensic Psychiatrist 
would be in a position to act as the patients’ RMO if there is eventual agreement with 
the patient’s request. This review will then be communicated to the Associate Medical 
Director and the patient’s existing Responsible Medical Officer. 

 
• If there is agreement reached in relation to the patient’s request then this will be 

communicated in writing by the Associate Medical Director to the patient and to the 
patient’s existing Responsible Medical Officer. Thereafter the patient will transfer to 
the care of the new RMO at a clinically appropriate time. 

 
• If the existing Hub team and the reviewing Consultant Forensic Psychiatrist are in 

agreement that a change of RMO is not clinically appropriate then this decision will be 
communicated in writing to the patient and the patient’s existing RMO by the 
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Associate Medical Director. The Associate Medical Director will on request meet with 
the patient to communicate this decision in person. 

• If there is any disagreement in relation to the patient’s request between the reviewing 
Consultant Forensic Psychiatrist and the existing Hub team then the Associate Medical 
Director will arrange a meeting between the relevant parties in order to attempt to 
seek a resolution to this disagreement. Following this the decision will be 
communicated in writing to the patient and the patients existing RMO by the Associate 
Medical Director. Dependant on the decision reached the policy as described in the 
previous 2 bullet points will apply. 

 
7.5 Except where decisions are taken purely at a Hub team level all requests for a change of 

Responsible Medical Officer will be documented through the relevant section of the 
Patient Pathway meeting. 

 
7.6 Where any conflict of interest lies in relation to the Associate Medical Director’s role 

in the process then the Medical Director will act in the place of the Associate Medical 
Director. 

 
7.7 Where appropriate any patient moves will be managed through the Interhub and Ward 

transfer policy. 
 

7.8 If there is any disagreement in relation to the decision reached by the Associate 
Medical Director then the Medical Director will be responsible for instigating a 
conflict resolution process. 

 
7.9 In relation to the above process all such requests from the point from which they are 

received by the Associate Medical Director will be responded to within two weeks. 
 

8. Standards 
 

8.1 Timescales 
 

8.1.1 The State Hospital aims to provide a rapid, responsive referral and admission 
assessment service to its NHS partners in Scotland, Northern Ireland and to the Scottish 
Prison Service and the Courts. The timescales below may be modified in certain 
circumstances, such as agreement that the assessment is less urgent or that a particular 
consultant/other multi- disciplinary professional should carry it out because of his/her 
specific expertise or previous knowledge of the patient. Referrals from services out with 
Scotland or Northern Ireland may also take longer to complete. 

 
8.1.2 The timescales referred to commence from when the case is discussed/allocated at the 

Patient Pathway meeting, not from receipt of the referral by the PA to the Associate 
Medical Director (excepting when a Monday is a public holiday) 

 
Table 3 

From referral/allocation at Patient Pathway meeting to 
multidisciplinary assessment  

2 
weeks 
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From referral to provision of (at least interim) report by Psychiatrist, 
Nursing, Social Work and Psychology to be presented at Patient 
Pathway meeting. 

3 weeks 

From date of acceptance for admission (date this was agreed at a 
Patient Pathway meeting) to actual admission 

4 
weeks 

 
8.1.4 Please note that the above timescales apply to routine referrals; very urgent referrals 

will always be dealt with rapidly and with the level of urgency demanded by the clinical 
situation. It will be at the discretion of the on call RMO that receives a very urgent 
referral as to whether they review the patient during the period that they are On Call. 
Consideration will need to be given in relation to the location of the referral, the 
potential need to attend to on call duties within the hospital and an assessment of any 
health and safety issues related to reviewing the referral on a very urgent basis. In 
particular they will need to reflect on the safety of travelling to review the very urgent 
referral. If following this assessment the on call RMO deems that it is not appropriate to 
travel on a very urgent basis to review the referral they have a range of options 
available to them. These are:- 

 
1. To delay reviewing the patient until it is safe to do so. This would be no later 

than the next normal working day. If at this point it continues to be the view of 
the RMO that received the referral that it is not safe to review the patient then 
this must be discussed with the Associate Medical Director (or in their absence 
the Medical Director). The On Call RMO that took the very urgent referral will 
continue to hold responsibility for assessing the patient unless approval is 
sought from the Associate Medical Director (or in their absence the Medical 
Director) to hand this referral to another member of the Medical Staff. 

 
2. To consider admitting the patient without directly reviewing them. It would be 

expected in this instance that other solutions to review the patient remotely 
would be considered i.e. telephone or video conferencing. Such solutions 
should also be used to obtain information from relevant sources to form as 
detailed a review as possible in the circumstances. 

 
There are circumstances (e.g. clinical disputes, appeals against transfer etc.) when these 
timescales will not apply. 

 
8.2 Waiting for admission 

 
8.2.1 Cases accepted for admission will be placed on the hospital waiting list, these will be 

reviewed on a weekly basis at the Patient Pathway meeting and regular contact 
maintained with referring agencies. 

 
8.2.2 Patients should not have to wait longer than 4 weeks from the date of acceptance 

for admission at a Patient Pathway meeting (see 7.1.4 for possible exceptions). 
 
8.3 Clinical audit 

 
8.3.1 To enable these standards to be audited, data sources need to be clearly identified, as 
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well as the responsibility for collecting and collating this information. It is also essential to 
document any variation from the procedure because this will inform its future 
development 

 
8.3.2 The standards will demonstrate the following: 

 
a) Good working practice. 
b) Multidisciplinary working. 
c) Involvement of outside / local services (sending standards to referring bodies in the 
first instance). 
d) Involvement of patient / carer (where applicable). 

 
9. Governance 

 
9.1 Key performance indicators will include: 

 
a) Number of referrals, by Health Board of origin (usual residence of individual). 
b) Sources of referrals – hospital, Court, prison. 
c) Disciplines taking part in assessment. 
d) Percentage of referrals admitted. 
e) Percentage given advice only. 
f) Variance analysis of adherence to standards. 
g) Numbers and outcome of clinical disagreement. 

 
9.2 Within the provisions of the Data Protection Act, data will be collected in such a way that 

it will be possible to track the outcome for patients refused admission to the State 
Hospital. 

 
9.3 The Performance Indicators will be analysed on a quarterly basis and reviewed by 

the Referrals Meeting. Thereafter key KPIs and trends will be reported to the 
Hospital Management Team and the Clinical Governance Committee. 

 
10. Review Date 

This policy will be reviewed in three years or sooner if required. 
 
11 Format 

The hospital is committed to ensuring that, as far as it is reasonably practicable, the way 
we provide services to the public and the way we treat our staff reflects their individual 
needs and does not discriminate against individuals on grounds of their ethnic origin, 
physical or mental abilities, gender, age, religious beliefs or sexual orientation. Should a 
member of staff or any other person require access to this policy in another language 
or format (such as Braille or large print) they can do so by contacting the Head of 
Communications. 
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TSH Referrals Policy and Procedure - Appendix 1 
 

Legislative and Policy Framework 
1. Health, Social Work and Related Services for Mentally Disordered offenders in Scotland 
(NHS MEL (1999) (5) 

 
1.1 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: 

 
1.1.1 With regard to quality of care and proper attention to the needs of the individual 

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

 
1.1.3 As near possible to their own homes or families if they have them 

 
1.1.4 Within services which maximise rehabilitation and their chances of sustaining 
an independent life 

 
2. The Mental Health (Care and Treatment) (Scotland) Act 2003 

 
2.1 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 

 
2.2 The Act has no generic description of the purpose of the State Hospital, 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. 
 

2.3 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). 

 
3. The Forensic Mental Health Services Managed Care Network Definition of Security Levels in 
Psychiatric Inpatient facilities in Scotland 

 
3.1 The Forensic network commissioned the report which was endorsed by the Network 
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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”. 

 
3.2 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. 

 
4. The Universal Declaration of Human Rights 

 
“The protection of persons with mental Illness and the improvement of mental health care” 
comprises 25 principles adopted by the General Assembly of the United Nations in 1991. 
These include the statement that : 
 
“Every person with a mental illness shall have the right to exercise all civil, political, economic, 
social and cultural rights as recognised in the Universal Declaration of Human Rights.” 

 
5. The Human Rights Act 1988 

 
5.1 The State Hospital, 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. 
 
5.2 The qualified rights to liberty, and to private and family life, apply to all patients in the 
State Hospital.  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. 

 
5.3 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. Prompt patient access to advocacy services is an important element of the State 
Hospital’s admission pathway for patients. 
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TSH Referrals Policy and Procedure - Appendix 2  
(removed as replicated in more detail in this reports Appendix 4) 

TSH Referrals Policy and Procedure - Appendix 3  
 
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 (CRMG) 
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, 

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

Referring RMO  
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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 
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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.) 
 
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 
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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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TSH Referrals Policy and Procedure - Appendix 4  
 
Referral to High Security Services – Female Patients 
 
Timescales for response should be built in to each step. 
 

1. Female patient identified who may require high security Psychiatric services - Relevant 
Responsible Medical Officer and Multidisciplinary Team 

 
2. Refer to Rampton Hospital admission criteria - Relevant Responsible Medical Officer and 

Multidisciplinary Team 
 

3. Discuss referral by telephone with Lead Clinician for the female service at Rampton 
Hospital - Relevant Responsible Medical Officer and Multidisciplinary Team 

 
4. Make written referral to lead clinician for the female service at Rampton Hospital - 

Relevant Responsible Medical Officer and Multidisciplinary Team 
 

5. Inform the Scottish Government Mental Health Division that a referral is being made. 
They  will  liaise  with  Ministry  of  Justice  and  sort  funding  arrangements  -  Relevant 
Responsible Medical Officer and Multidisciplinary Team 

 
6. Inform Scottish Government Mental Health Division of outcome of assessment - Relevant 

Responsible Medical Officer and Multidisciplinary Team 
 

7. Invite the referring Scottish team to all case reviews – Rampton High Security Female 
Service. 
Carry out formal annual reviews for the need for high secure psychiatric care – Relevant 
Scottish RMO and MDT 
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Appendix 7: Security Liaison Matrix for Transfers between Forensic Mental Health Services and the Scottish Prison Service  (Forensic Network, 2005c) 

General 
Descriptor 

SPS Supervision Definitions SPS Supervision Flowchart Kennedy – Table 1 & 3 Kennedy – Table 2 Security Matrix – 
Forensic Network 

     Physical Procedural 

High All Activities  and 
movements require 
to be authorised, 
supervised and 
monitored by prison 
staff 
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2. Previous history of serious 
violent offending within past 3 
years 

 Specialist Forensic Need – 
sadistic paraphilias 
associated with violence 

3. Means and willingness to 
escape, now or a history of 
behaviour in last 2 years 

Move from HIGH to MEDIUM 
Security: 
Stability – 2 years, possibility of 
abrupt relapse 
Insight – accepts legal obligation to 
take prescribed medicine 
Rapport – Tolerates daily intuitions 
and constriction  
Leave - none 

Absconding – can co-
ordinate outside help, prev 
h/o absconding from M or H 
security 

4. Means and willingness to 
organises serious indiscipline eg 
drug dealing 

Public Confidence Issues – 
national notoriety 

   

Medium Activities and 
movement are 
subject to locally 
specified limited 
supervision and 
restrictions 

5. Previous involvement in 
violence or fear including 
behaviours in last year (in 
prison) 

Use of weapons to injure, arson, 
concussion or long bone fracture, 
sexual assault, stalking with threats 
to kill 

Immediacy – relapses 
abrupt and unpredictable 

6. Current substance abuse  Specialist Forensic Need – 
arson, jealousy, resentful 
stalking 

7. Significant psychological/ 
psychiatric history in last year 

Move from MEDIUM to LOW  
Stability – 1 yr, possibility of abrupt 
relapse 
Insight – accepts legal obligation to 
take prescribed medication, is 
supported by friends and family. 
Rapport – openness and trust with 
MDT, limited exploration of current 
mental state 
Leave – Regular escorted in grounds, 
occasional escorted community 

Absconding – pre-sentence 
serious change other 
obvious motive 

8. Serious outstanding charge Public confidence issues – 
predictable, potential 
victims, local notoriety 9. Impulsive behaviour in past 

year 

10. Likelihood of vulnerability in 
present location 
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Low Activities and 
movements 
specified locally are 
subject to minimum 
supervision and 
restrictions.* 

  
 

Immediacy – Acute illness or 
crisis liable to resolve in 3 – 
12 months 
Specialist Forensic Need – 
Current mental state 
associated with violence, 
recall of prev H or M pt 
Absconding – impulsive 
absconding 
Public confidence – short 
term family issues 

Repetitive assaults causing bruisising, 
self harm or attempts suicide that 
cannot be managed in open 
conditions 
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