


“THE FORENSIC MENTAL HEALTH MATRIX” – A GUIDE TO DELIVERING EVIDENCE BASED PSYCHOLOGICAL THERAPIES IN FORENSIC MENTAL HEALTH SERVICES IN SCOTLAND.

OVERVIEW
The Forensic Mental Health Matrix is a guide to help providers of NHS mental health services deliver evidence-based psychological therapy for patients who pose a risk of harming others.  It is intended to apply to both community and in-patient services. It may also have relevance for other forensic services (such as the Scottish Prison Service or Criminal Justice services) but this was not directly within the remit of guide.  It is written as an addition to the general services’ “Guide to Delivering Evidence Based Psychological Therapies in Scotland” - known as the “Matrix”
. The principles contained in that document are endorsed and a model of matched stepped care for forensic patients is proposed.  

See Appendix 1 for membership of working group.

INTRODUCTION

The “Forensic Mental Health Matrix” was commissioned in recognition of the specific needs of patients in forensic mental health services. These patients present with a range of clinical problems in common with other users of mental health services and in the absence of specific outcome research with samples of forensic patients, the evidence tables contained in the Matrix can be used as guide in treatment planning. However, forensic patients also have treatment needs relating to offending behaviours (such as sex offending, anger and violence), which are not covered in the generic Matrix. 

A model of matched stepped care as outlined in the Matrix can be applied to the full range of needs presented by forensic patients, but only within an overarching framework of risk assessment and risk management and with particular attention to the environment within which interventions are delivered. 

This document aims to highlight to managers and service providers those essential aspects of service delivery that are required to ensure the provision of safe, effective and efficient psychological interventions aimed at reducing offending behaviour and alleviating patients’ distress.

BACKGROUND

Forensic Patients

Typically, forensic patients are a highly complex group with a strong likelihood of presenting with multiple problems (substance misuse, cognitive impairment, psychosis, personality disorder) as well as a range of offending behaviours. That is not to say that all of their needs are complex - they often have simpler underlying or associated problems. 

Patients managed by forensic mental health services are generally (but not always) subject to mental health or criminal justice legislation. For many, this means being detained in hospital or being subject to compulsory measures in the community. Where mentally disordered offenders have committed serious offences and/or pose an on-going risk of serious harm then they may also be placed on Restriction Orders
 by the courts. All restricted patients are subject to the Memorandum of Procedures (MOP)
, which sets out how restricted patients should be managed and treated. 

Whilst the majority of patients cared for in forensic services have committed offences, and many are referred via the criminal justice systems, a significant minority are transferred from other general mental health services where their behaviour has become unmanageable.  

Forensic mental health services may also assess, treat or provide advice on individuals who are managed within the criminal justice system, either in prison or in the community. In the community, such individuals may be subject to various legal orders including probation, parole licence and sex offender notification requirements. There are a number of individuals within the criminal justice system who have complex psychological needs, which are unlikely to be met through the standard interventions or programmes available in criminal justice services and who arguably require the expertise of forensic mental health professionals. Unfortunately, in most areas, the NHS is not resourced to provide sufficient psychological interventions for these groups. However, the guidance contained in this document may be relevant to the planning of psychological therapy services in this area.

It should also be noted that not all mentally disordered offenders are cared for by forensic mental health services. Prisoners who develop mental disorder may be cared for by prison healthcare teams. Those who cannot be treated in prison but who do not present a risk of serious harm to others, may be sent to local Intensive Psychiatric Care Units and offenders in the community may be seen by general services, where there is limited availability of specialised forensic services, or where the assessed risks and the need for forensic expertise is perceived to be low.

For the purpose of this paper, forensic patients are considered to include adults who are subject to compulsory measures under mental health legislation and who present a significant risk to others, such that they require care under conditions of security and/or specialist 'forensic' expertise in their management.
It is recognised that services to children and adolescents who perpetrate acts of harmful behaviours merit special consideration. This was not within the group’s original remit and given the different forms of legislation and philosophies that dictate responses to children who offend, it is recommended that this group of patients be given further consideration.

The Forensic Patient Journey

Forensic patients commonly move from conditions of higher to lower levels of security, sometimes on to open facilities and ultimately, to the community.  Nevertheless it is not uncommon for movement to happen in various directions. In planning psychological therapy services, account should be taken of the fact that patients in any service may well have received interventions elsewhere and also that some interventions are best delivered where there are opportunities to practice skills in real-life situations and where the potential for risk to others is greatest. 
Appropriate sequencing of interventions is therefore necessary not only to match the patient’s assessed risks and needs but also to match the needs within their current environment.   For example, there may be greater need (and therefore utility) of substance use interventions when a patient is approaching community living than when they are resident in a secure institution. Consistency in practice and liaison between services can help to reinforce skills learned previously, extend them to new environments and allow for therapeutic work to build on the work that has been done previously. 
It is also the case that each patient may present different risks and needs at different stages of their recovery and the focus of interventions may change substantially both in intensity and complexity as time goes on.  To give just one example, a sex offender with a psychotic disorder and significant challenging behaviour may not be able to access a low intensity coping skills programme until his psychosis has resolved and he has undertaken a high intensity intervention aimed at improving his motivation and engagement.   Similarly, at the stage where he begins to access the community, he may need high intensity interventions to ensure that he is using coping strategies he has learned to enable him to manage his violent sexual fantasies and mitigate his own risk of re-offending.

The Forensic Policy Context.

The HEAT targets and Scottish Government commitments for improving mental health which are outlined in the generic “Matrix” pertain equally to forensic mental health services. In addition, there are a number of principles underlying the Mental Health (Care and Treatment) (Scotland) Act (known as the “Millan principles”
) that have particular application to those patients subject to legal restrictions and should be taken into account in planning psychological therapy services.

· NHS Boards must ensure that care is provided for patients in the ‘least restrictive environment’. Access to a full range of interventions should therefore be available to patients at all levels of security and in the community. 

· In accordance with the principle of ‘reciprocity’ psychological interventions for offending behaviour which are likely to be effective should be available to forensic patients to enable them to reduce their level of risk and be cared for in conditions of lesser security.  

· Lack of availability of appropriate psychological treatment in an individual’s home health board is not acceptable in itself as a reason for a patient not to progress.

· The MOP (2010) (opp cit) for restricted patients, along with CEL13 (2007)
, emphasises the importance of the CPA treatment plan in setting out risk management strategies to address and identify risk factors and support and enhance protective factors. Psychological interventions are clearly essential to this. It is accepted best practice for this approach to be applied to all forensic patients. 
MAIN AIMS
· To outline the principles of service delivery for forensic mental health services;

· To assist NHS Boards to identify gaps in their own services;

· To enable NHS Boards to develop a strategic plan for developing local forensic mental health services;
· To make recommendations about the most appropriate way to deliver forensic psychological therapies including what therapies are most effective with forensic mental health populations.

Section 1 – Delivering psychological therapies – the fundamentals of forensic mental health practice

The importance of values-based care and a recovery focus, the definition of psychological therapies, the principles of delivering evidence-based therapies, and the key role of supervision, which are outlined in the original Matrix (see the Matrix: Section 1) apply similarly in relation to interventions for forensic patients and do not require further elaboration. Additional fundamentals of practice relevant to this population are described below. This is followed by an explanation of how a matched stepped model of care can be applied in forensic mental health services.

1.1
Assessment, formulation and management of risk of harm.

Assessment of the patient’s level of risk should be carried out with all patients at the time of entry to the service and then reviewed at regular stages thereafter. This assessment should produce a detailed formulation to explain the problems, risks and needs presented and an opinion on the nature and circumstances of possible re-offending. It should also inform risk management plans, which are designed to prevent re-offending and reduce risk of harm to others.  

	DEFINITIONS

Forensic patient (sometimes referred to as a Mentally Disordered Offender (MDO))

A ‘forensic’ patient is considered to be a patient subject to compulsory measures under mental health legislation; 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'.

Formulation  

“The purpose of case formulation is to provide a coherent set of explanatory inferences based in theory that describe and explain why the person has this problem at this time that can usefully inform intervention”  
 




Risk management plans consist of four areas of activity
: 
1.
Treatments and interventions provided (either in group or individual format) to help people understand their difficulties and make personal changes to manage their own risk of offending in the future. This includes offending behaviour programmes and other psychological therapies, as well as the full range of psychosocial interventions.

2.
Supervision arrangements that agencies put in place to help stop the person from offending (e.g. escorted outings, supported accommodation).

3.
Monitoring of the offender to observe for future signs that the person might be moving closer to offending. These will include a range of psychological, social and behavioural cues, e.g.  asking about violent sexual fantasies, drug or alcohol testing, CCTV monitoring of certain areas or monitoring of mental state.

4.
Victim safety planning to protect any potential future victims.  This might include making potential particular individuals aware of the risks an offender poses towards them or making local citizens generally aware of how to protect themselves.   

1.2
What works with forensic patients

There is an extensive literature on offender rehabilitation.  Most of this pertains to the study of offenders in the criminal justice system, but just as the choice of treatment for forensic patients’ mental health problems may be guided by what is effective with general mental health populations, so too can interventions for offending behaviour be informed by studies of other offender groups.

The Forensic Network has commissioned expert papers to look at the evidence base for a number of problems that mentally disordered offenders commonly present with – anger, personality disorder, psychosis, sexual offending, substance-misuse and violence. These papers are available on the Forensic Network website www.forensicnetwork.scot.nhs.uk and have been used to help inform the forensic matrix tables in Section 6.  In summary, the papers showed that cognitive-behavioural based treatments have the best evidence base associated with them, although a number of other areas did show some promising effects. Generally the research base for psychological interventions with mentally disordered offenders remains limited.
A number of key principles also emerge from the expert papers and are generally accepted as good practice in the field of forensic mental health. Many of them were also endorsed in a study of patient satisfaction conducted at the State Hospital (Burnett et al, 2009)
.

· All patients require a comprehensive assessment of risks, needs and strengths, leading to a collaborative or ‘shared’ formulation, which forms the basis for psychological intervention planning.

· The order and timing of interventions should match patients’ motivation and ability to engage in treatment is an important part of the assessment and formulation process.
· Problems should not be dealt with in isolation – treatment plans should consider the full range of psychological needs presented.
· Interventions should be designed to take account of patients’ individual characteristics and learning needs. In the offending behaviour literature these are termed, ‘responsivity’ factors.
· Motivation or ‘readiness to change’ and engagement are essential elements of the therapeutic process. Highly skilled staff operating in a well-resourced, supportive working environment is part of this.

· Interventions should incorporate strengths and recovery based approaches and should teach patients skills which will allow them to benefit from opportunities promoting an offence-free lifestyle.

· Psychological interventions should sit alongside a range of occupational, social, creative and learning opportunities. Physical exercise and wellbeing should also be encouraged.
· Psychological interventions should take place in the context of a positive therapeutic ethos and environment. This can be achieved through good multi-disciplinary team working, supervision and reflective practice systems for staff and by paying close attention to the organisational, physical, social and psychological environment that patients live in.
· On-going development and evaluation of interventions are required to further the knowledge of what works with this population group.

· Any review or evaluation of a service should be informed by the views of patients and carers.

1.3 
Personality disorder

The majority of sexual and violent offenders have personality disorder, particularly those who cause serious harm and/or who offend repeatedly.   Where these patients present to mental health services because of their co-morbid mental illness or learning disability, the type and range of personality difficulties must also be assessed. These will range from simple personality disorder (only one DSM-IV cluster diagnosis) to complex and severe personality disorder (meeting criteria for several disorders spanning more than one cluster) to psychopathy.    Although personality disorder is rarely the reason someone presents to mental health practitioners, understanding the effects of personality disorder plays a crucial role in addressing offending behaviour, in delivering treatment for other conditions and in determining poor emotional, interpersonal and behavioural functioning which can significantly impact on management. 
1.4
The therapeutic milieu

As the ‘readiness to change’ literature makes clear, the impact of interventions on offenders is influenced by the context within which they are delivered. Public protection responsibilities present a particular challenge to providing a positive therapeutic environment. So too does the psychopathology of the patients whose attitudes and behaviours can be antisocial and ambivalent as opposed to obviously emotionally needy or in distress. These attitudes and behaviours can arouse powerful feelings which impact on patient engagement and staff morale and effectiveness. It is important for staff to avoid being drawn into collusive or abusive “enactments” with patients and to be aware of the ways in which the patients’ psychopathology can be enacted within the whole team. Supervision and reflective practice, for both individuals and teams, are essential to deal with this
.

1.5
Delivering offending behaviour programmes in forensic mental health services

The ‘What works’ movement of the 1990s
 led to the widespread introduction of ‘manualised’, group-based offender programmes, which applied cognitive behavioural techniques. These programmes were usually designed to address particular problem behaviours, e.g. sexual offending, domestic violence, anger, substance-misuse etc., and were particularly suited for delivery in settings where there were large numbers of offenders with similar needs. There was also the economic advantage of having programmes designed to be delivered by personnel, e.g. prison officers, who were not highly trained in psychological models or therapy, but who could be trained to adhere strictly to prescriptive protocols.
Despite the economic attractiveness of this model programme outcome results in this country have proved disappointing and there has been growing criticism of the “one size fits all” approach. This concern is particularly pertinent to those who suffer from mental disorder and highlights the need to re-design programmes and services to be more responsive to individual needs and to take account of the full range of a person’s needs in an integrated fashion, rather than deal with them as discrete behavioural problems. 

Further impetus for change has come from the recent reorganisation of forensic mental health services in Scotland. The downsizing of the State Hospital and the emergence of smaller medium secure units has resulted in a dispersal of the forensic mental health population in Scotland. With smaller patient numbers on each site there is unlikely to be sufficient demand for the old-style programmes. For example, the incidence of patients requiring a sexual offending treatment programme may be low in each service or certain aspects of treatment need may have been addressed at an earlier stage in patients’ journeys. In addition, training staff to deliver specific programmes that might only need to be run occasionally is not an efficient use of resources. The solution to this is firstly to invest in programmes that address common underlying needs - such as problem-solving deficits and emotional regulation skills – and, secondly, to train staff in generic CBT competences, perhaps with some additional training in group work skills. These staff can then contribute to the delivery of the programmes, as well as provide lower intensity interventions for mental health problems (e.g. anxiety, depression) when these are indicated. Practitioners with specialist skills, who can be flexible in their approach, can then focus on interventions aimed at more specific and complex difficulties. What is being proposed here is, therefore, essentially, a stepped care approach to delivering offending behaviour interventions, similar to that proposed in the ‘Matrix’ for mental health problems.

1.6
Matched stepped care model in forensic practice in NHS Scotland
The ‘Matrix’ separates psychological interventions into levels of intensity, matched to the degree of complexity of the psychological problem presented.  Increasing intensity of intervention implies increasing levels of therapeutic competences which is reflected in greater staff time and increasingly advanced levels of training for effective delivery.  Competency frameworks now exist in a number of different areas (e.g. Clinical
 and Forensic
 Psychology, CBT
 and psychodynamic psychotherapy
 etc).

In line with the current Matrix guidance, forensic mental health populations, particularly those in secure settings, would typically fall into the category of “service users with highly complex and/or enduring problems”, requiring highly specialist interventions, “normally lasting 16 sessions and above” and “delivered by staff with doctoral level training or equivalent”. Such practitioners represent a very limited resource, and given that most patients in forensic services do have psychological difficulties, it would simply not be feasible for the demand to be met only by doctorate level staff.  Moreover, there are wider benefits to having a skill mix in the delivery of psychological interventions and to having psychological interventions embedded in the care given by all disciplines working in forensic mental health.

In this proposed matched stepped care model of the delivery of psychological therapy it is recognised that although most patients do present with highly complex and enduring problems, often patients will have more straightforward underlying needs, which can be, or may require to be, addressed prior to embarking on more intensive offence-specific work. Additionally, patients may present with difficulties which are secondary to their primary problem and for which less intensive interventions may also be appropriate. 

Where forensic patients may differ from other populations, is that they cannot easily be ‘signposted’ to an appropriate level of intervention. Moreover, their needs must be considered alongside the risks they present.  Thorough evaluation of risk and needs, therefore will identify the psychological needs and any factors which might affect an individual’s ability to respond effectively to treatment (responsivity) issues. The assessment should therefore consider not only what interventions are appropriate but how these are to be sequenced, taking account of other strands of the risk management plan. This assessment task requires the ability to apply a structured clinical judgement approach to risk assessment and risk management planning as well as skills in the assessment of the full range of mental disorder and cognitive functioning. 

Given these complexities it is clear that highly specialist skills and competencies will be required at the assessment and formulation stage of treatment as well as in the delivery of highly specialist interventions. (See original matrix for definitions of highly specialist skills).  Although, at any time, specific responsivity issues may be required to be assessed, treated and managed by professionals with further specialist skills (e.g. neuropsychology, learning disability or sexual offending expertise). The subsequent delivery of psychological interventions may not need such high levels of expertise as other risk and needs may be met at differing levels of intensity of intervention and treatment (see section 2.1.3 below).
Diagram 1 (below) gives some examples of forensic mental health services being delivered using a matched stepped care approach.   It shows how different levels of intensity of intervention can be part of the solution to addressing the needs of forensic patients.  For example, one offender may require to engage in psychological work to manage strong emotions before being able to cope with the demands of a sex offender treatment programme.  Another offender may have specific anger problems underlying their violent behaviour, whilst yet another offender may only use violence in an instrumental way – that is he chooses to use interpersonal violence to achieve some desired goal (money, revenge, sexual gratification).     At the highly specialist level, there may be no standard treatments for specific motivational issues (e.g. denial of offending) or unusual paraphilias.  At this level services will continue to rely on highly specialist psychological therapists to design specific treatments.

Diagram 1: Stepped care model for forensic mental health services with examples of offending behaviour interventions
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Section 2 – Service Structures and Processes
The principles of good service development currently outlined in the original matrix apply to forensic services as well.   However forensic mental health services in Scotland face some additional issues and challenges.

2.1
Service Delivery Requirements
2.1.1
Multi-agency approach and workforce implications 
Forensic services should operate a multi-disciplinary and multi-agency approach to case management using the Care Programme Approach.   This is good practice and is essential to safe and effective patient care.  

As a general guide forensic mental health services should have access to the full range of professionals required to meet their statutory obligations as well as the aggregated psychological therapy needs of their patient group. Whilst it may not be possible for all members of the clinical teams to have additional forensic training, services should ensure that there are enough senior practitioners in each service to enable the safe management and treatment of forensic patients.  These staff should be able to ensure good risk assessment and management practice, the delivery of a range of psychological therapies and the training and supervision of others. Staff numbers and structures need to be adapted to the level of service required but where psychological interventions are delivered there should be a mix of appropriately forensically trained and therapeutically trained staff (or individuals with both sets of skills) to enable safe and defensible practice.  

Medium and high secure services and services where there are significant concentrations of forensic patients should employ a specialist forensic mental health team consisting of senior (Consultant) level staff who are able to provide the governance and operational management of all areas of forensic practice.

Smaller services might choose to look for support from larger Health Boards or to pool some resources with neighbouring Boards to allow for shared expertise in training, supervision, consultancy and delivery.

2.1.2
Organisational structures 

There is a need for organisational commitment to improve access to psychological interventions at all levels of risks and needs.  It is recommended that each organisation responsible for delivering forensic services should have a psychological therapy service strategy group led by a senior clinician with the necessary breadth and depth of knowledge of psychological therapies and who has clear responsibility and accountability for the provision of psychological services. This “Psychological Services Lead” should be placed within the organisational structure at Senior Management Team level to “provide, facilitate and advise as to psychological models of care in the widest range of clinical and non clinical services. (See recommendations of the Applied Psychologists and Psychology in NHS Scotland
). 

2.1.3
Developing and delivering psychological therapies

It is important that any organisation that proposes to deliver a multi-disciplinary psychological therapy service is aware that the process of delivering therapy is only one component of the service. This applies particularly in a forensic setting where all patients either by virtue of their offending behaviour or the complexity of their mental health problems will fall into the “highly complex” category of patients and where there is a paucity of evidence-based treatments to meet patients’ needs.

The provision of psychological therapy is conceived of in five stages which can apply to individually tailored interventions or standardised group work programmes:

Stage 1:
Development and evaluation of the psychological therapy: the process by which new interventions are designed and existing treatments adapted for a specific set of problems, risks and needs (e.g. sex offending in the context of mental disorder) using the best available evidence base.  This requires highly specialist skills within the relevant field and with the specific population.

Stage 2: 
Treatment planning: determining what interventions are required, when and with what level of therapeutic expertise, to address the identified psychological needs. This requires highly specialist skills in relation to risk assessment and psychological therapy.

Stage 3:
Implementation: effective delivery of the therapy according to the psychological models described in the development stage.  This requires good training and supervision of the staff who deliver the therapy.  The skills and competences of the staff who deliver the therapy depend of the “level of intensity” of the treatment delivered.

Stage 4:
Responsivity: the process by which it is ensured that each patient in the therapeutic intervention can make use of the therapy and that, where necessary, the therapy is adapted to suit the patient’s risks and needs.     This is particularly important where group work interventions are being delivered and where the treatment is with highly complex forensic cases.  Good forensic and therapeutic supervision of the staff delivering the intervention is essential.     With mentally disordered offenders with mental health, offending and other co-morbid needs, this generally requires highly specialist skills.

Stage 5:
Review and re-formulation: the process by which the progress the patient makes during treatment informs the patient’s risk assessment and management plan.  In forensic settings the outcome of a therapeutic programme may not be positive but may lead to a greater understanding of the patient’s potential risk to others and the need for further risk management.  Again with mentally disordered offenders this stage is likely to require highly specialist forensic and clinical skills.

Services need to ensure that all five stages are being followed and that when implementing a psychological treatment programme that there are the necessary staff with the level of skills and experience to deliver and govern each stage of the process.  It is, however, recognised that not all services need to evidence all the competences to work at stage 1 within their staff group as it is intended that protocols will be available for all services to use provided they are able to evidence stages 2-5 and that at least some access to practitioners with highly specialist skills is available.

Section 3 – Training, supervision and governance
3.1 
Training

3.1.1
Core staff training requirements

Staff working in forensic services need varying levels of training according to their levels of responsibility for individual cases and their professional roles. 

New To Forensic

The core training needs for all staff working in forensic settings can be addressed through the completion of the New to Forensic Mental Health Teaching Programme
. This introductory programme was the first of many to be launched by the School of Forensic Mental Health (SoFMH) in 2007. It is designed for use by both clinical and non-clinical staff. It promotes self-directed learning and actively encourages a multi-disciplinary and multi-agency approach. The student is supported throughout his or her period of study by a mentor who is an experienced forensic mental health care worker. 

This programme aims to give a working knowledge and understanding of the basic elements essential for working in a forensic service

Awareness training in risk assessment and management

All staff working face to face with patients should be given the opportunity to learn about how they can contribute to the risk assessment and management process, both in terms of being able to identify when a patient’s risk is increasing and being able to communicate this appropriately.  Versions of this programme are run in the NHS Scotland by a variety of Forensic Services. Access can be organised though the Forensic Network office.

Therapeutic milieu training

All frontline clinical staff should be made aware of the particular difficulties of working with forensic patients and helped to appreciate the underlying causes of challenging behaviours (see 1.4 above). They should also be given training in basic psychological models and advised of the aims of the psychological programmes available in their service, in order that they can help to reinforce the skills patients learn on the programmes. Therapeutic milieu training programmes which cover these areas are currently being developed in some forensic mental health services and will be available for sharing.

Development of general forensic competences

Competency frameworks identifying a range of skills required to work within the services are available for some of the disciplines. There are competency frameworks for all the key professions (e.g., the Development Framework for Forensic Nurses (NES 2007)
, The British Psychological Society (opp cit), Royal College of Psychiatry
.  However none of these give specific competences for delivering psychological therapies in forensic mental health services.

3.1.2
Training for Staff working in Psychological Therapy.

Staff working in psychological therapy will need competences in psychological formulation, group work skills, supervision and reflective practice as well as having additional training needs according to the level of intensity of the therapeutic programmes they are involved in.  Those working at the highly specialist level will need additional forensic competencies in risk assessment, formulation and management as complex problems in forensic patients are invariably linked to offending risk.

3.1.3
Training for staff who will undertake risk assessment, risk formulation and risk management

The assessment and management of risk of violence requires training in highly specialist clinical and forensic skills, including the training in specific structured professional judgement risk assessment and management tools (SPJ) and training in the assessment of personality disorder to allow full completion of the SPJ tools.
3.1.4
Training opportunities in Forensic Practice

In addition to the courses listed in the original Matrix (all of which have potential relevance for forensic mental health staff), there are additional forensic training opportunities that can be accessed.  (For example via the Forensic Network and the School of Forensic Mental Health in Scotland).

3.2
Clinical Supervision of Psychological Therapies in Forensic Mental Health
Clinical supervision is essential to ensure the safe and effective delivery of psychological therapies.   NHS Boards must ensure that there are enough adequately trained psychological therapy supervisors within the service who can supervise each level of intensity of therapy as well as being able to supervise the assessment, formulation and management planning stages of the patient’s pathway.   Clinical supervision is distinct from line management supervision and the supervisor must have expertise in evidence based psychological therapies not just the delivery of services.

Competency frameworks exist for generic practice which remain useful. (See Roth and Pilling (2010)
 for competence framework for the supervision of psychological therapies  endorsed by NHS Education for Scotland).   

In respect of Forensic Services, Table 1 outlines the appropriate model.

The principles are as follows:

· Assessment and formulation of the patient’s risks and needs is a fundamental building block to the delivery of psychological therapies.  The process guides the level and type of intervention required, ensures the appropriate sequencing of interventions and highlights key responsivity issues that the patient presents with.  Re-formulation following any intervention is part of this process.  Forensic patients present with multiple complex needs and these procedures must be undertaken by those with highly specialist forensic and clinical competences and skills, including the assessment and management of risk of harm.

· All practitioners supervising the delivery psychological therapy should have direct experience of the relevant therapeutic model, have knowledge of the patients being discussed in supervision, generally be trained to a higher level of intensity than the supervisee as well as demonstrating supervision competences.

· Staff operating at the highly specialist level should access peer supervision as part of standard practice.

· Each organisation must have a system in place to ensure that the psychological therapy practitioner’s competences are mapped against the framework described in Table 1.

· Staff working with patients who have committed acts of severe violence or sexual violence should consider undertaking supportive counselling or psychotherapy as part of their work with these patients.   Organisations should be prepared to access and fund this.

Table 1

	Task
	Example
	Intensity of Intervention
	Supervisor competences

	Assessment and (re)formulation of treatment needs.  Integration with risk assessment and management planning.
Highly specialist assessment of responsivity issues.
	Formulation of complex needs of sex offender with psychosis and co-morbid psychopathy.
Personality disorder,
Cognitive impairment
	Highly Specialist 
	Highly Specialist practitioner with experience of delivering individually tailored psychological interventions for mentally disordered offenders with highly complex and enduring problems.
(as well as)
Specific professional expertise in the delivery of psychological therapies in the defined specialist area.

	Basic interventions aimed at problems with management or regulation of emotions, which contribute to the offending behaviour but may have a limited effect on overall functioning or risk of re-offending. 
	Basic emotions/symptom management

	Low intensity
	High Intensity practitioner with skills and competences in delivering high intensity interventions that have been developed for common problems experienced by mentally disordered offenders.
Direct experience and training in the specific intervention being delivered.

	Psychological therapy delivered to a protocol by a relatively specialist psychological therapist where there is a more significant effect on risk of re-offending and future risk of harm.  Aimed at the more common aspects of the kinds of problems experienced by mentally disordered offenders.
	Problem Solving Skills Training
Relapse prevention 
Anger management
Coping Skills
	High Intensity
	Specialist practitioner with skills and competences in delivering Specialist psychological therapies that have been developed for mentally disordered offenders but are responsive to individual formulation.
Direct experience and training of the specific intervention being delivered.

	Interventions are those that follow a specific model of treatment but not a prescriptive protocol. The interventions themselves are generally targeted at patients with more complex risk and needs and are directly related to offending behaviour and its causes. They will remain formulation driven and are capable of adapting to the responsivity needs of the patient.
	Sex offender and violent offender interventions.
Personality disorder interventions.

	Specialist
	Highly Specialist practitioner with experience of delivering individually tailored psychological interventions for mentally disordered offenders with highly complex and enduring problems.
Direct experience and training in the specific intervention or model being delivered.


	Interventions that must be individually tailored to the patient’s risks and needs drawing on the theoretical knowledge base of psychology and risk assessment and management.   
Highly specialist intervention for specific problem types.

	Violent offender with psychosis and challenging behaviour.
Stalking
Fire raising
	Highly Specialist
	Highly Specialist practitioner with experience of delivering individually tailored psychological interventions for mentally disordered offenders with highly complex and enduring problems.
(as well as)
Specific expertise in the delivery of psychological therapies in the defined specialist area.


3.3
Governance arrangements
It will be essential for organisations to have structures in place for the governance of forensic psychological therapy. This could be done either through an overarching clinical governance group or a separate multi-disciplinary sub group responsible for clinical governance of the forensic psychological therapy service. 

The governance tasks for this group include:

· Accountability for the delivery of psychological therapies within the service.

· Ensuring regular assessment of the aggregated psychological needs of the patients within the service.

· Setting standards for staff delivering psychological therapies in line with national guidance (e.g. Matrix).

· Ensuring that the organisation has systems in place to support the standards (e.g. performance management, appropriate links between supervisors and line managers, follow up of training undertaken).

· Ensuring systems in place for monitoring the standards (e.g. waiting times, number of patients seen, completion rates, reports written, staff sessions used, other resources)

· Collating and reporting on monitoring and reviewing arrangement to the NHS Board.

· Ensuring staff competences are assessed and reviewed.

· Ensuring appropriate supervision systems and standards are in place to meet the needs of the staff who are delivering psychological therapies.

· Identifying and meeting staff training needs.

· Evaluation of outcomes for patients. 

· Involvement of patients and carers.

· Review of ethical issues.

Section 4 – Resources and Support for changes in the forensic mental health field

There are a number of Scottish Government initiatives and other working groups which have been put in place to support NHS Boards to deliver efficient and effective psychological assessment, management and interventions in forensic mental health services.

4.1.
NHS Education for Scotland has supported a number of courses to help develop competences in psychological therapy.  This includes a number of aligned training places for Clinical Psychologists to develop their forensic skills during their Clinical Doctorate who will be available to join the forensic workforce in the near future.

4.2.
The supportive role of the Forensic Network 

The Forensic Network was established in September 2003, following the publication of the  ‘The Right Place, The Right Time’ The review coincided with the introduction of new mental health legislation in the form of the Mental Health (Care and Treatment) (Scotland) Act 2003 and marked the beginning of a period of significant change in forensic mental health services in Scotland. It was also recognised that research and education was patchy and under developed. 

The Chief Executive of The State Hospital now leads the development of a Managed Care Network to bring a pan-Scotland approach to planning of services, patient pathways, strategic planning, linking in with the carer’s network as well as teaching, training and research.  It supports a number of operational groups that promote networking and sharing good practice and operates a small team of staff.

4.3
School of Forensic Mental Health

The School of Forensic Mental Health (SoFMH) is a virtual facility providing teaching, training and research that was established by the Forensic Network. It consists of representation from universities; mental health, social services and criminal justice professionals; law and criminology; Scottish Government and NHS Education for Scotland (NES).  
The School is available to colleagues and associates from across the Network to assist with any teaching, training and research needs. It has access to many experienced professionals and can support services in the development of teaching materials, courses or research in the field of forensic mental health services. 

4.4
The Risk Management Authority (RMA)
The RMA is an independent Non-Departmental Public Body which was established in 2005 under the Criminal Justice (Scotland) Act 2003.  The statutory duties of the RMA focus on “protecting the public by ensuring that robust and effective management practices are in place to reduce the risk of serious harm posed by violent and sexual offenders”
.  More specifically the RMA is tasked “with supporting the work undertaken by statutory, voluntary and private organisations to ensure that standards of effective and robust risk management practice are set, adopted and maintained with regards to violent and sexual offenders generally...”.  The RMA publishes best practice guidance in relation to risk assessment and risk management practice 
,
.

The RMA aims to address:

· Public concern about the risk posed by sexual and violent offenders

· The need for research to evidence and develop best practice in risk assessment and risk management

· The special measures required for offenders considered to present a risk of serious harm

· The diversity of professional practices and competing approaches in the risk assessment and risk management of high risk offenders

· Challenges of inter-agency communication, information flow and shared definitions and understanding.

Services can submit their risk assessment and management systems to the RMA for scrutiny and advice resulting in an accreditation of a “manner of risk assessment and management”.

4.5.
Joint working with Criminal Justice Services and Scottish Courts

Psychological treatment has an important role to play in the management of violent and sexual offenders dealt with by the criminal justice system. There are a number of individuals within the criminal justice system who have complex psychological needs, which are unlikely to be met through the standard interventions or programmes available in criminal justice services and who arguably require the expertise of forensic mental health professionals.

There are a number of initiatives across Scotland where the NHS has joined resources with Criminal Justice services or the Courts to allow for a particular service to be delivered. This has included arrangements for the management and treatment of high risk sex offenders via MAPPA and the provision of psychological reports to the courts.  In such cases, it was recognised that the expertise for this work lay within the local NHS Board and a Service Level Agreement was developed where funding was diverted to the NHS to allow NHS staff to carry out specific pieces of work. 

In most areas the NHS is not resourced to provide this level of support. However, the guidance contained in this document is relevant to the planning of psychological therapy services in this area.

Section 5 – Key developmental questions for services

The above guidance should form a template against which those who are responsible for delivering psychological therapies in forensic services can map their own services.  

The following questions provide a checklist for those providers (that should be considered in addition to those on the current matrix).

Assessment of need
1.
Is there a system for conducting a forensic mental health risk assessment and management plan for all patients?

2.
Is there a system for regularly reviewing and updating the risk assessment and management plan for each patient?

3.
Is there a system for monitoring the aggregated need and planning the appropriate psychological interventions?

Strategic planning

4.
Does the organisation have a group of people who are taking forward the strategic direction of the psychological therapy service that meets both clinical and forensic needs?

Staff competences

5.
Are there enough suitably qualified highly specialist therapists who can formulate the needs of complex forensic patents and draw up individually tailored therapeutic interventions and supervise other practitioners in the delivery of the therapy?

6.
Are services aware of the nature and level of competences required to provide each planned therapeutic intervention to their patients?

7.
Is there a system in place to assess the competences of the staff who are delivering psychological therapies and provide extra training as required?

8.
For those staff at different levels of training, are there clear guidelines about what type and intensity of psychological interventions they are able to provide? 

Delivery of psychological therapy

9.
Is the organisation able to deliver individual and group psychological therapy to meet the assessed needs of the patient group using appropriately qualified staff? 
Training
10.
Is there regular training in place for both risk assessment and management planning?

11.
Is there regular training in place to develop all levels of staff in an understanding of how to work in a psychologically therapeutic way with staff?

Supervision
12.
Are the supervision systems in place matched to the level of intensity of each intervention as well as the competences of the staff member providing the psychological therapy?

13.
Are there systems in place to record and monitor clinical supervision practice?

14.
Are there formal opportunities for reflective practice for all frontline clinical staff?

Evaluation
14.
Are there appropriate evaluation systems (taking into account the methodological issues) in place for the therapies being delivered?

User and care involvement
15.
Are there communication systems in place to support patient and carers engagement in the care and treatment process?

Section 6 –  Summary of the evidence base

THE FORENSIC MATRIX

Evidence based practice in forensic mental health services
In an ideal world the population would be large enough and homogeneous enough to enable high quality studies with a sufficiently large sample size to be able to firmly establish whether a particular intervention is significantly more effective in reducing distress and re-offending rates than either no treatment at all or another similarly intense but different intervention (randomised control trials).

Unfortunately from a research point of view, forensic patients are difficult to study:

· Patient’s have highly individual presentations.

· The numbers of patients with similar problems or presentations who are available to study are likely to be too small to allow for an RCT to yield statistically significant results.

· The base rates for some types of re-offending are low making the outcome measurement (that psychological therapy reduces re-offending), very difficult to prove.

· Patients often undertake numerous interventions (medical, social and psychological) and it is difficult to study the effects of each individually.  

· The delivery of complex, be-spoke, eclectic treatments are not easily amenable to standard types of research design.

Studies of non-mentally disordered offenders are generally more widespread and are worthy of mention in the forensic matrix as it is highly likely that at least some forensic patients (particularly those with personality disorders) will occur in offender samples.  However it is also the case that many studies have specific exclusion criteria such that offenders with mental health problems are not likely to form part of the sample.

The technique of thorough rigorous reviews of the extant research via meta-analytical procedures can also provide useful insights. In this case smaller but similar samples can be joined together to yield a more powerful evidence base.  National and international meta-analytic studies of offender-patients have been used particularly in sex offender research.

Clearly there are significant challenges of ‘evidencing’ best practice in forensic mental health using these traditional methodologies and the implication is that it cannot be known for certain "What Works" with forensic patients.   Absence of evidence is not, however, equivalent to evidence of absence and providers of forensic mental health services still need to have a framework for intervention.   

 It has been accepted by this working group that services need to allow for flexibility and creativity among clinicians and an acknowledgement that there are likely to be different ways of both researching and delivering services. We agreed that while we might extrapolate some principles from RCTs etc. it is vital that forensic mental health is not confined by these methodologies.  For example, it is recognised that case study design is appropriate when the purpose of the research is to investigate a particular ‘phenomenon within its real-life context’
 and that this kind of methodology might be a useful way of informing forensic mental health work.     

Recommendations for psychological therapies

Grading the evidence

Where available, SIGN or NICE guidelines are used to complete the tables for each disorder. We are aware that different guidelines use different systems for grading evidence. We have therefore used a unified system for grading evidence and making recommendations. 
	Forensic Matrix: Level of Evidence
	Recommendation
	

	A

At least one meta-analysis, systematic review, or RCT of high quality and consistency aimed at the target population (i.e. forensic patients, where major mental disorder was assessed as part of the study).
	A
	Highly Recommended

	B

Well conducted clinical studies but no randomised control trials on the topic or recommendation directly applicable to the target population (forensic patients with mental disorders/PD) and demonstrating overall consistency of results. 
OR RCTs or meta-analyses or systematic review where there is no formal assessment of mental disorder but it is nevertheless highly likely that at least some forensic patients (particularly those with personality disorders) will occur in non-offender samples.
	B
	Recommended

	C

Widely held expert opinion but no available or directly applicable studies of good quality – i.e. 

 a number of psychological therapies which seem to be clinically useful and widely** used with forensic patients with mental disorder but there is not the same standard of evidence as for other psychological therapies. 
	C
	No evidence to date but opinion suggests that this therapy might be helpful.


(** widely = in common practice throughout the NHS forensic service)
Definitions used in the tables
 

Level of severity – i.e. Treatment needs, depending on the type of problem the level of risk, the risk factors and/or  responsivity factors are described.
Level of service. Where service users are likely to be treated most effectively.
Intensity of intervention.  
The following descriptions relate to interventions for forensic patients. Although in general low intensity interventions will be shorter, this will depend on the responsivity needs of each patient. In addressing the mental health needs of forensic patients, the guidance contained in the original Matrix should be used as a guide.

Low Intensity interventions are brief interventions aimed at current distress or transient or mild mental health problems but may have a limited effect on overall functioning or risk of re-offending.
High Intensity denotes a standardised psychological therapy delivered to a formal protocol or model for mental health problems with significant effect on functioning and where there is a significant effect on risk of re-offending and future risk of harm.
Specialist interventions are standardised high intensity psychological therapies developed and modified for specific patient groups. These are aimed at moderate/severe mental health problems with significant effect on functioning. The interventions themselves are generally targeted at patients with more complex risk and needs and are directly related to offending behaviour and its causes.
Highly Specialist interventions are psychological therapies or interventions based on case formulations that may be drawn from a range of psychological models and are individually tailored to the patient’s mental health problems and where risk assessment and management are key drivers in the execution of the therapy.   

What intervention? The interventions are those that are recommended by guideline development groups such as NICE and SIGN.
Level of evidence – Recommendation This is the level of evidence of efficacy that is reported in published national guidelines and elsewhere.
THE FORENSIC MATRIX

EVIDENCE TABLES –ADULT SERVICE

INDEX

	Page (s)
	Area
	References on page (s)

	
	Anger related aggression


	

	
	Serious (general) violence


	

	
	Sexual offending

	

	
	General offending behaviour


	


Contributors to tables:

Anger-rated aggression: Mark Ramm 

Serious (general violence): Mark Ramm 

Sexual Offending:  Rajan Darjee and Lynda Todd

General Offending Behaviour: Ruth Stocks and Rajan Darjee 
Reviewers of evidence for which no table is presented due to insufficient evidence base to support specific interventions:

Personality Disorder:   Rajan Darjee, Lorraine Johnstone, Siobhan Murphy
Intimate Partner Violence: Liz Gilchrist

Stalking:  Anna Sutherland and Catherine Creamer

Fire Setting: Morag Slesser

Substance misuse: Ruth Stocks

ANGER RELATED AGGRESSION

Table showing strongest level of evidence from interventions used with adult male patients where anger dyscontrol is a principle cause of aggressive and violent behaviour.  Some other approaches show promise but lack controlled trials.  The routine allocation of violent offenders to anger interventions may be ineffective or counterproductive so the presence of anger as a problem requires to be formerly established.   
	Level of Severity
	Level of Service
	Intensity of intervention
	What intervention?
	Recommendation

	Mild-moderate

Complex


	Secondary specialist or outpatient service or tertiary forensic mental health service in secure hospital, prison or community

Secondary specialist or outpatient service or tertiary forensic mental health service in secure hospital, prison or community
	High Intensity

Specialist-Highly Specialist


	CBT Anger Management 

CBT Anger Treatment


	A1

A2

B3


REFERENCES
1. Stermac, L. (1986). Anger control treatment for forensic patients.  Journal of Interpersonal Violence, 1, 446-457.
2. Taylor, J.L., Novaco, R.W., Gillmer, B.T., Robertson, A., & Thorne, I. (2005).  Individual cognitive-behavioural anger treatment for people with mild-borderline intellectual disabilities and histories of aggression: A controlled trial.  British Journal of Clinical Psychology, I44, 367-382.
3.  Haddock, G et al (2004).  Cognitive-behaviour therapy for inpatients with psychosis and anger problems within a low secure environment.  Behavioural and Cognitive Psychotherapy, 32 77-98

GENERAL VIOLENCE

Table showing strongest level of evidence from broad interventions used with adult male patients to address violent behaviour which is more wilful/considered or instrumental in nature as opposed to principally resulting from anger dyscontrol.  Violence is defined here as “actual attempted, or threatened harm to a person or persons…violence is behaviour which is obviously likely to cause harm to another person or persons” (1). Due to the multiple causal factors for violence and the heterogeneous nature of client population there is no single conceptual model to guide general violence interventions.    

	Level of Severity
	Level of Service
	Intensity of Intervention
	What Intervention?
	Recommendation

	Moderate-severe

	Tertiary forensic mental health service in secure hospital, prison or community


	High Intensity

	CBT

	B2



REFERENCES 

1. Webster, C.D.; Douglas, K.S.; Eaves, D; & Hart,S.D. (1997). HCR-20: Assessing Risk for Violence, Simon Fraser University, Vancouver.

2. Polaschek D.L.L. & Collie, R.M. (2004). Rehabilitating Serious Violent Adult Offenders: An Empirical and Theoretical Stocktake, Psychology, Crime & Law, 10(3), 321-334
 SEXUAL OFFENDING
The following interventions are recommended for adult males who are assessed as posing a risk of sexual offending. These may be individuals who have committed sexual offences, individuals who have been sexually aggressive without facing criminal charges or individuals who present with urges, fantasies or behaviours indicating a risk of sexual offending. The table sets out the primary recommendations regarding psychological treatment within forensic mental health services.  

Research has generally been conducted with groups of male sexual offenders who have committed rape and child sexual abuse.  There is little evidence to indicate whether child and adult offenders should be treated separately.  Specific programmes have been developed for internet offenders but outcome research is still awaited.  Similarly limited evidence exists with regard to treatment outcome for female offenders, sexual murderers, and unconvicted sexual offenders. Denial is unrelated to risk of recidivism (except perhaps in lower risk incest offenders) and treatment can be modified to meet the needs of deniers.
	Level of severity
	Level of service 
 
	Intensity of intervention 
 
	What intervention?
	Recommendation

	Medium to high risk of sexual recidivism

	Tertiary forensic mental health service
	High intensity
	CBT

	B 1

	Individuals with paraphilias (deviant sexual interests) 
	Tertiary forensic mental health service
	High intensity – Highly specialist
	Behaviour modification
	C 2


REFERENCES
	1. Hanson RK Bourgon, G., Helmus, L., Hodgson, S. (2009) A meta-analysis of the effectiveness of treatment for sexual offenders: risk, needs, and responsivity. Public Safety Canada
2. Marshall W.L., O’Brien, M.D. & Marshall, L.  (2009).  Modifying Sexual Preferences.  In, Assessment and Treatment of Sex Offenders – a hand book. Edited by Beech AR, Craig LA and Browne KD. Wiley-Blackwell, Chichester


GENERAL OFFENDING BEHAVIOUR

	Level of severity
	Level of service
	Intensity of intervention
	  What intervention?
	Recommendation

	 All levels of severity
	Secondary / specialist outpatient Or tertiary forensic mental health services
	High intensity to highly specialist
	CBT


	B1, 2




REFERENCES

1. British Psychological Society and Royal College of Psychiatrists. (2010). Antisocial Personality Disorder: The NICE Guideline on Treatment, Management and Prevention. 

2. Cann, J., Falshaw, L., Nugent, K., et al. (2003) Understanding what works: accredited cognitive skills programmes for adult men and young offenders. Home Office Research Findings Number 226. London: Home Office.
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