FORENSIC LONG TERM CARE – REPORT OF WORKING GROUP
Introduction
This is the final report of the working group, which over the last twelve months has been considering the issue of long term forensic patients in Scotland.  The changes in the forensic estate, including redevelopment of high secure care in Scotland, development of medium secure care and the development of low secure care, particularly through the private sector have lead to a growing appreciation of the need to identify where “forensic patients” may require access to long term health care.  The working group including service representatives across Scotland has met on a number of occasions and broad consensus was reached regarding it’s recommendations.  

The working group reviewed some key literature in the area of forensic long term care and agreed that the particular focus of the group was to:-

a) identify where long term care needs are currently met across Scotland, particularly focusing on low secure and community based patients.

b) initiate a survey to confirm the current nature of provision for this group and to 
c) identify areas of good practice that could be shared across the country.

Additionally the working group anticipated identifying areas where gaps might exist and to provide recommendations as to the best approach to deal with these gaps in provision.  

The Survey

Every health board in Scotland was sent a survey (copy attached) and given the following definitions of a ‘forensic’ patient and of ‘long term’ care.  They were asked to look at all aspects of their services in general adult psychiatry - inpatients and community, and forensic- inpatients in community, and provide some estimates of the number of individuals meeting the definitions.  Although a full return from all areas was not received, we did receive some information from every health board areas which was supplemented by discussion at the working group.  

Definition of a Forensic Patient (sometimes referred to as mentally disordered offender 

or MDO)

A “forensic patient” is considered to be a patient meeting the detention criteria under the mental health act; who has a history of significant offending behaviour and/or represents significant risk to others, such that the patient requires care under conditions of greater security and/or more specialist forensic expertise in their management.  

Definition of Long Term Care 

Inpatient Settings

A ‘forensic’ patient who has a high risk of re-offending/ offending because of their mental illness and who in the opinion of the clinical team requires ‘secure’ inpatient treatment and are not suitable candidates for significant community access within two years.  

Community Settings

A forensic patient who in the opinion of the clinical team requires intensive and ongoing treatment, supervision and support for a sustained and continual period of at least two years without which they would represent a high risk of re-offending/offending because of their mental illness.  

Survey of IPCUs
In June 2010 an Overview Report of IPCUs in Scotland produced by NHS QIS made a number of comments regarding the varied functions of IPCUs including in some cases providing prolonged periods of essentially low secure care.  It questioned the ability of IPCUs to produce this when their focus properly is on the shorter and more intensive care requirements of individuals who are acutely unwell rather than simply providing security. 
The findings of our own survey did not contradict this however it is noted that for some individuals having a short period of assessment in a local IPCU because of security requirements such as a section 52 assessment order may provide more accessible care closer to home than that provided in a more distant low secure unit.  As long as the period of care doesn’t extend beyond that which could reasonably be provided in an IPCU i.e. a few weeks then the pragmatic use of local secure provision with IPCU in this way is something which is valued by some Health Board Areas.  Again it would seem important that IPCUs are not turned into by default “forensic” units simply because they are manned by a forensic team or forensic consultant.  Similarly because an IPCU forms part of the general adult service it should not exclude individuals with forensic needs if the IPCU provides the most appropriate care setting for the them.  
Survey Results

The table and graphs below summarise the results:
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Summary

What is clear is that there are a relatively low number of individuals from the questionnaires returned who were identified as receiving care from the’ wrong’ service.  
In terms of numbers, it is clear that although the figures vary across the questionnaires returned, there are a significant number of individuals identified as requiring long term inpatient care across health board areas, as well as a significant number requiring long term community based care.  In terms of the facilities and resources currently housing these individuals it is clear that this varied. In the more rural areas, particularly where specialist forensic services are less well developed, or not developed at all – they are particularly likely to be housed in general adult,  rehabilitation or simply put generic services rather than specialist services.  

Services where good working relationships exist between specialist forensic and more general services seem to offer the ideal type of service provision.  In Argyle and Bute comments were made that they have managed without a specialist forensic team but feel they would benefit from input from such a team.  Their links with Highland and Greater Glasgow in the past have provided access to specialist expertise which has allowed the general service to provide safe and appropriate care for forensic individuals that fall within their remit.  Similarly in Dumfries & Galloway the newly developing forensic team is essentially supporting the existing teams in their management of individuals they have known, often over a long time, with forensic needs.  The rehabilitation service in Dumfries & Galloway has always taken transfers from higher levels of security and continue to do so, but now with the greater confidence of having some specialist forensic expertise available to support that unit.
  Clearly in the larger urban sectors there is a separation between forensic services and general services. Although the numbers allows this form of specialisation, in the view of the working group it was increasingly evident that good links and liaison between forensic and general services are necessary in the management of these individuals requiring long term care. It is important that someone, simply because they are a ‘forensic’ patient, is not excluded from rehabilitation or other services they might benefit from, and similarly because someone is in a rehabilitation setting their forensic needs and particularly their risk needs to be managed in conjunction with specialist services that might be available.

IPCU

IPCUs are not suitable settings for long term care, but we found examples of where the local IPCU offered the least restrictive and most accessible care setting for individuals who might in other areas be deemed forensic and therefore unsuitable for the IPCU.  The operational policy for the unit in Lochgilphead (Attached) offers clear explanation of the remit and how the needs of the forensic population as well as an acute general adult population can be met in the same unit. Clearly where numbers allow separation of such roles for any one facility, this would seem to be preferable, but on a pragmatic basis around Scotland, in many health board areas, the IPCUs are providing a mixed function and doing so apparently safely. ( Further information from IPCU survey to follow)
Models for Service Development

Although this working group focused largely on the needs of individuals for longer term care at the low secure, local and community level, it is clear that a small number of individuals will require longer term care at medium and occasionally high secure levels.  This needs to be made explicit in the operational policies of units at all levels of security.  The likelihood is that the greatest number, and this seems to be reflected in the survey results, will be at low, local and community levels.  It is undoubtedly the case the some individuals will require long term, of not lifelong, hospital care largely because of their forensic needs.  This therefore needs to be available on a local NHS basis. At the moment there is a need for some of this need to be met in private facilities.
The development of NHS recovery orientated units with full access to multidisciplinary care as would be found in a rehabilitation/longer stay setting but which can manage the risk associated with a longer term forensic patient is recommended. Alternatively the explicit support via specialist forensic services of local rehabilitation / longer stay units to allow the management of forensic patients as occurs in a number of areas is supported. 

For smaller health boards  local shared NHS provision may need to be considered in conjunction with neighbouring boards (as for a period was considered between Ayrshire and Arran and Dumfries & Galloway).

Community Facilities 

Although examples of very highly supported facilities in the community offered by independent agencies but supported by the NHS do exist, these are largely supporting individuals with learning disability.  Models of day hospital support, and some highly intensive care packages do exist, but are patchy and not consistently available across Scotland.  It is recommended that individual health board areas are encouraged to look at the needs of the forensic population for longer term care and to critically assess the available supported accommodation and other facilities in their area.  The types of highly supported accommodation made available to people with learning disability offer a model which could be adapted for the longer term mental illness group.

Services for Women 

Information from Dr Martin Culshaw’s survey of forensic services for women confirms that around half of all female forensic patients fall into the ‘long term care’ category with little dedicated resources for them.

Over-arching Principles
For the forensic population, access to risk assessment and management is the absolute priority.  However where this can be allied with accessing care at the lowest level of security appropriate and as close to home as appropriate, then that should be a primary aim.  This suggests that, particularly for more rural parts of Scotland, close working between generic rehabilitation and adult services, with forensic services where they exist, should provide the best of both worlds.

Where specialist forensic services have existed in parallel and separate from the general adult services, this can represent a challenge. Close working arrangements allowing the movement of patients between services according to risk and need is to be supported.  Forensic services have a key role in offering support, training and where necessary supervision to general adult’s services in managing individual with forensic background and particularly those who have longer term care needs.  This requires a multidisciplinary approach and a close liaison with existing services. The group identified a number of areas of good practice I this respect including this account of arrangements in the North of Scotland.

In the north of Scotland there is a Regional Clinical Governance/Forensic Planning Group, which has been meeting for 18 months to allow the three forensic services in the north of Scotland to work more closely.  This group has supported joint training in risk assessment, risk management planning and the assessment of drug and alcohol problems (in conjunction with the National Network and the Risk Management Authority).  The group has elaborated a patient pathway throughout the secure care pyramid in the north of Scotland which will involve closer integration of the services to allow patients to be managed, as far as possible in the north of Scotland.  The pathway includes the provision of second opinions and flexible use of IPCU and secure accommodation, in a regional rather than health board basis, to reduce the geographical isolation of small specialist and generic services.  The design of the new Regional Medium Secure Unit includes substantial “on-campus” structured activities to enhance the patient experience for those who require a lengthy admission to hospital.
Summary and Recommendations 

This working group obtained some although albeit incomplete information from a survey of Health Boards regarding the number of individuals requiring long term forensic care.  Although the survey is incomplete it did not provide any evidence that there was a dearth of facilities for individuals requiring this kind of care but what is apparent is that there are various ways in which their care is being achieved through general adult and forensic services.  As highlighted earlier in this paper it is important that provision for patients is based on their needs rather than the configuration of services in any local area.  As a group a principle conclusion was that each area needs to set out explicit arrangements for individuals who require longer term care and who may also have forensic needs to ascertain where best they are managed – in general adult long stay rehabilitation services or in specific forensic units.  This is achieved in some of the smaller Boards through flexible arrangements.  This would appear to be compatible with the Reid principles of managing patients in as low security as possible and in close proximity to their family and other local supports.

Further Recommendations

1. Although NHS CEL 48 2006 and the Mental Welfare Commission were concerned about the admission of Forensic patients to IPCU’s, the current paper and the IPCU report indicated that forensic patients, in the short term, are often managed successfully in local IPCU’s.  This would appear to be compatible with the Reid principles of managing patients in the lowest level of security possible, in closest proximity to their family. 

2. On the basis of the survey, there appears to be very few patients (less than 5%) who are inappropriately placed in either forensic or general adult psychiatric services. 

3. It is important that forensic psychiatric services support generic services in the assessment and management of risk; it is particularly important that specialist forensic services assist general psychiatrists in the management of First Minister patients. 

4. On the basis of the State Hospital survey only a small number of patients will be discharged to lower secure hospitals for a length of stay of less than two years.  The majority of the current State Hospital population, on the basis of their current RMO’s clinical assessment, will require a stay of between two to five years in either low or medium secure care. 

5. In the current low and medium secure estate, approximately half of the current patient population require “long term care”, i.e. a length of stay anticipated to be greater than two years.  The secure estate on the basis of “reciprocity” requires to develop a range of accommodation and treatment options to meet the complex needs of this patient group.

 

David J Hall

Chair- Long Term Care Working Group
Appendix 1

DEFINITIONS AND EXPLANATION OF SURVEY

Long Term Care group survey to identify long term care needs for forensic patients in Scotland

The Forensic Network is seeking to establish the level of need across Scotland for long term care for forensic services. At present, some such need is being addressed in a variety of settings, e.g. GAP and rehabilitation wards, community, established forensic units and the Independent Sector.

The purpose of this survey which is being sent out to all areas in Scotland where forensic patients are managed is to try to establish the size of the population with a view to providing advice to Health Boards to assist their future planning for forensic services.

A similar exercise has recently been carried out with all IPCU’s in Scotland, as part of a NHSQIS review to which was added a question about their forensic population; the data from this survey will be incorporated into the long term care groups final report to the Forensic Network.

For the purposes of this survey please use the definitions of a forensic patient and long term care as provided below.

Any questions in respect of the survey should be directed to Sharon Bruce at the Forensic Network

Definition of a forensic patient (sometimes referred to as a Mentally Disordered Offender (MDO))

A ‘forensic’ patient is considered to be a patient meeting detention criteria under the Mental Health Act; who has a history of significant offending behaviour and/or represents significant risk to others, such that the patient requires care under conditions of greater security and/or more specialist 'forensic' expertise in their management'. 

Definition of Long-term care

In patient settings

A forensic patient who is at high risk of reoffending/offending because of their mental illness and in the opinion of the Clinical Team require secure in patient treatment and are not suitable candidates for significant community access within two years.

Community settings

A forensic patient who in the opinion of the Clinical Team require intensive and  ongoing treatment, supervision and support for a sustained and continual period of at least two years without which they would present a high risk of reoffending/offending because of their mental illness.

GAP Services (community teams)

Q1 Using the definition of a forensic patient above, how many forensic patients are managed on your current case load

	


Q2 Using the definition of long term care above, how many of these patients would you consider to be long term care?

	


Q3 How many of them would be more appropriately placed with a forensic team and what are your reasons for stating this?

	


Community Team Title and Health Board







Completed by











Please print Name and Title









GAP Services (In patient services)

Q1 Please describe your in patient setting (for example: Acute, continuing, rehabilitation)

	


Q2 Using the definition of a forensic patient above, how many forensic patients are managed on your current case load

	


Q3 Using the definition of long term care above, how many of these patients would you consider to be long term care?

	


Q4 How many of them would be more appropriately placed with a forensic team and what are your reasons for stating this?

	


In patient ward name, hospital  and Health Board





Completed by 










Please print Name and Title









Community Forensic Teams

Q1 Using the definition of a forensic patient above, how many forensic patients are managed on your current case load

	


Q2 Using the definition of long term care above, how many of these patients would you consider to be long term care?

	


Q3 How many of them would be more appropriately placed with a GAP Community team and what are your reasons for stating this?

	


Forensic Community Team Title and Health Board





Completed by











Please print Name and Title









Forensic in patient services

Q1 Please describe your in patient setting (for example: low secure, Medium Secure, High Secure)

	


Q2 Using the definition of a forensic patient above, how many forensic patients are managed on your current case load

	


Q3 Using the definition of long term care above, how many of these patients would you consider to be long term care?

	


Q4 How many of them would be more appropriately placed with a GAP team and what are your reasons for stating this?

	


In patient ward name, hospital  and Health Board





Completed by











Please print Name and Title







Appendix 2

PROTOCOL FOR ADMISSION TO THE PSYCHIATRIC INTENSIVE CARE UNIT

(IPCU),
ARGYLL AND BUTE HOSPITAL

ADMISSION CRITERIA

The criteria which follow were formulated in 1981, in terms which were felt to be intentionally simple, in the expectation that experience would force these to evolve into more detailed and specified operational guidelines.  However, in the face of regular review of these criteria, it has been found that the original simple and perhaps even vague criteria have continued to provide the best operational rules for both staff in PICU and the various referral sources.  There are three broad categories of admission; Emergency,           Elective,             Forensic.

(a) Emergency

A patient will be considered for admission to the PICU where;

"Behaviour that, despite intervention and medication if appropriate, continues to be incompatible with management in any other ward in the hospital “.  

No absolute level of disturbance will be required; likewise no fixed time is required before the referral of a patient on special observation, although it is generally accepted that suicidal patients will be nursed on a one to one basis for a 48-hour period prior to referral. There will be an assumption that the challenging behaviour is reversible and that it does not arise in the setting of dementia in the elderly. The behaviour judged to be "incompatible" with management in another ward could range from overt aggression and over-activity in the manic patient to behavioural poverty, but high suicide risk in the depressed patient.

(b) Elective

As a more long-term elective procedure, a patient may be referred who has proved treatment-resistant but whose behaviour is not necessarily incompatible with the referring ward.  Major features of the PICU are physical security and relatively high staff to patient ratios, making it possible for example, to review mental state and management following complete drug withdrawal which might be considered inadvisable in other settings.  Implicit in these referrals also will be a presumption that a capacity for response exists in the patient. Such elective admission will be for a predetermined duration of time with an agreed transfer / discharge plan from PICU.

(c) 
Forensic
Referrals from Court or Court Diversion Schemes under Section 52 of the CPA now carry “restricted” status and as such there is an assumption that such patients will be admitted to a more secure environment than a general admission ward.  Transfers from medium security at Rowanbank, Glasgow, or high security at the State Hospital, Carstairs, would, in the first instance, be to the PICU before moving on to the Rehabilitation Service if appropriate.

ADMISSION PROCEDURE

(a) Internal Transfer

(i) Donor ward - essentially the decision to transfer will be a nursing one based on individual circumstances. Ordinarily the nurse in charge of the donor ward will initiate a request for transfer including a risk assessment, but any of the following can make the request having made reasonable attempts to discuss the transfer with the inpatient sector team i.e.;

Junior ward doctor (or duty doctor)

Patient’s consultant (or duty consultant)

(ii) PICU - in the first instance it will be the nurse in charge of PICU who will deal with a request for transfer. He/she may wish to discuss this request with other members of the PICU team i.e.: 

Consultant

Junior ward doctor (or duty doctor)

On receipt of a request, a representative from the PICU will visit the referring ward to discuss the referral, interview patient, and also complete a PICU referral form in discussion with ward staff.

If time allows, the PICU representative may then wish to discuss the transfer with other members of the PICU team before transfer is agreed. If transfer is not agreed to, or deferred, this will be explained verbally and on the completed PICU Referral form.

In keeping with the Mental Health Care and Treatment act 2003 all treatment options will be explored to maintain the principle of the least restrictive options, should transfer to PICU be undesirable for the patient at that time.

            The senior nurse page carrier should be aware of transfer to coordinate staff to 

            facilitate a safe transfer.

(b) Admission from outside Hospital

There is a firm presumption against accepting patients directly into PICU unless under exceptional circumstances, although a request may be made to hold a PICU bed on "standby".  If it seems imperative to have direct admission to the PICU, the referring person might be one of the following;




Catchments sector consultant (or duty consultant)




Duty junior doctor




Community psychiatric nurse




Nursing staff escorting patient into hospital

As above, that person should have made reasonable attempts at discussion with others on the list who have been involved with the case.  The referral and preparation for the journey should include:

                                   A written evaluation, including risk assessment




Identification of a place of safety awaiting transport




Adequate observation and pre-transfer medication




Provision for direct travel if not ambulance transfers.




The formal referral form would be completed on the PICU by a member of PICU in discussion with the referring person.

Child and Adolescent Mental Health Service (CAMHS) referrals should be in line with the existing Child and Adolescent admission policy. Placement in PICU should be avoided where possible.

(c)
Forensic Referrals
· Consultant referral only.

· Preceded by Risk Assessment

· Check bed status prior to accepting

· Check staffing status prior to accepting

· Register with;

Scottish Government – Restricted Patients

MAPPA - MDO/Sex Offenders (Restricted Patients)

CPA – S57 patients (non restricted)  

DISCHARGE PROCEDURE

Discharge should, in all but exceptional circumstances, be back to the referring ward.  In cases which have been admitted directly from the community or the Court system, discharge would usually be to the general admissions ward in preparation for discharge home.  The main point of this being to ensure adequate contact with, and follow-up by, the sector team.

When it is felt that the time is approaching when a patient will be ready for discharge out of PICU, the staff that will be responsible for the care of that patient after discharge will be invited to either attend a PICU clinical review or review their patient independently.  This is in order to seek agreement over the precise timing of transfer and to facilitate continuity of the clinical management plan.

Appendix 3

Membership

	Name
	Title & Designation 
	Email 

	Peter Clarke
	CPA Manager, The State Hospital 
	Peter.clarke@nhs.net

	Martin Culshaw
	Consultant Forensic Psychiatrist, Rowanbank Clinic 
	Martin.Culshaw@ggc.scot.nhs.uk

	David Cumming
	Consultant Psychiatrist, NHS Forth Valley
	David.cumming@nhs.net

	Fergus Douds
	Consultant Learning Disability Psychiatrist, The State Hospital
Joint Associate Medical Director, The State Hospital
Honorary Consultant Learning Disability Psychiatrist, NHS Highland
	fdouds@nhs.net 

	Grace Fergusson 
	Consultant, NHS Highland 
	Grace.fergusson@nhs.net

	Neil Fraser
	Strategy & Performance Manager, NHS Tayside
	neilfraser2@nhs.net

	David Hall
	Consultant Psychiatrist & Clinical Director, NHS Dumfries & Galloway
	Dhall2@nhs.net

	Alistair Hay
	
	Alistair.hay@nhs.net

	Shona Hendry
	Greater Glasgow & Clyde 
	Shona.hendry@ggc.scot.nhs.uk

	Hilda Ho
	
	Hilda.ho@nhs.net

	David Langton
	Nurse Consultant, Forensic Network 
	David.langton@nhs.net

	Fionnbar Lenihan
	Consultant Forensic Psychiatrist, The Orchard Clinic
	Fionnbar@cix.co.uk

	Stuart Lennox
	Adult protection Co-ordinator, Association of Directors of Social Work
	Stuart.lennox@sw.glasgow.gov.uk

	Iain MacKenzie
	Team Leader Forensic Service
	Iain.mackenzie2@lanarkshire.scot.nhs.uk

	Margaret Morrison 
	Consultant psychiatrist, Scottish Government 
	Margaret.morrison2@scotland.gsi.gov.uk

	Penny Nowell
	Mental Health Manager
	Penny.nowell@dumgal.gsx.gov.uk

	Cliff Sharp
	Associate Medical Director of Mental Health, NHS Dumfries & Galloway
	Cliff.sharp@borders.scot.nhs.uk

	John Taylor 
	Associate Medical Director NHS Ayrshire & Arran
	John.taylor@aapct.scot.nhs.uk

	Tom White 
	Consultant Psychiatrist, NHS Tayside
	tomwhite@nhs.net
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