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A few vital statistics

There are 138 Prisons in the UK (128 public, 10 private) housing
approximately 80 thousand prisoners (in 1992 the figure was 42
thousand) and the population is slowly rising.

5% are female and there are a small number of child prisoners,
approximately 100 girls & 3 thousand boys, and approx 1000 lifers.

There are about 135 thousand prisoners incarcerated per year, (and
logically) a slightly smaller number released, and about 50% serve
less than 6 months, average magistrates sentence of 3 months.

These figures mean that there are nearly a million relatives affected
by imprisonment annually.

England and Wales has the highest imprisonment rate in Western
Europe, though some others are notably increasing their use of this
sentence, e.g. Netherlands.

80% recidivism rate within 2 years of release.

The ex-prisoner population and their families are a significant part of
the socially excluded population and they share similar issues of
health, health care needs and difficulties in respect of accessing
health and social care services.



The bridges

e Built with..... values, principles,
aims, objectives, actions

 Between....... national
structures, national policy,
regional structures and policy,
local structures and policy

— What we know about what is
effective, commissioning and
service delivery

— Health and social care and
the criminal justice system,
(police, courts, prisons,
probation).

— The providers, the service
users

— The workforce and their
aspirations

— Clinicians and management

* Focus on the individual and
reducing inequality




Values

Equivalence

Access

Quality

Reducing inequality
Protecting vulnerability
Safety



1999 “The Future Organisation of Prison Healthcare”
Prison Service and the NHS formal partnershipto se  cure
better healthcare for prisoners.

“Healthcare in prisons should promote
the health of prisoners: identify
prisoners with health problems;
assess their needs and deliver
treatment or refer to other specialist
services as appropriate. It should
also continue any care started in the [ e
community contributing to a
seamless service and facilitating
throughcare on release. The majority e
of health care in prisons is therefore
of a primary care nature However,
health care delivery in prisons faces
a significant number of challenges
not experienced by primary care in
the wider community.”




Health and Offender Partnerships

Between NOMS and DH, aims to improve the quality of life for
people of all ages who experience mental or physical distress or
learning disability across the criminal justice system.

Support organisations to implement National Service
Frameworks, the NHS Plan and the Social Exclusion Unit report

Work to improve the quality of planning and commissioning of
services

Key areas:

— Mental Health

— Substance Misuse

— Workforce

— Primary Care, Social Care and Vulnerable groups
— Public Health

— Children, young people and families

— Research and Development



Prison and probation — National Offender
Management service (NOMS)

Aims:
« Organisational development at the same time as the maintenance of
operational performance in prisons and probation,

« Working with the sentencing guidelines council to stabilise
sentencing practice,

» Establishing the ten Regional Offender Managers (ROMS) and
applying offender management to offenders,

« ROMS in regional reducing re-offending partnerships.

« Establishing the new commissioning system with SLAs between
ROMS and prisons and probation services,

« Building the IT infrastructure to support offender management,

« Providing an offender manager for every sentenced prisoner
supporting sentence planning and discharge planning,

» Greater control applied to the offenders who pose the highest risk,
* Introducing contestability in to the commissioning process.

m National Offender
Management Service

Working together to reduce re-offending



Recent prison health development areas

Deaths in custody

Improving quality, standards and clinical governance, professional
roles and practice

Health promotion

Public health

Workforce development, CPD, training
PPI and prisoners rights

Mental health — changing the outlook
Primary care

Suicide

Substance misuse, IDTS

Reducing re-offending



The model of care

Prison

Primary care vulnerable and socially
excluded GMS

Primary care mental health service
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Infectious diseases service
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Dental, Optometry, Pharmacy services
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Health promotion

—

Chronic disease management

Learning disability services

Community

Social care, Housing, Education,
Leisure and Employment

Community



A pathway example - Clinical management of
drug dependence in the adult prison setting
(IDTS)

* Doctor prescribed management of withdrawal at reception

 Stabilisation for 5 days then, standard or extended detoxification,
or maintenance

« Alcohol detoxification

 Benzodiazepine withdrawal

e Clinically monitored stimulant withdrawal

« Joint working between clinical teams, CARATS and DIP teams

» Progression if required to rehabilitation or therapeutic
communities

 Joint primary care, mental health and substance misuse
management for individuals with co-morbidities

» Ongoing review of extended prescribing

* Psychosocial support for people with problematic drug use.
» Appropriate facilities and resources

* Evidence based

« Education and training

o Continuity



Commissioning offender health services — Our
Health Our Care Our Say

The legal framework, GMS, PMS,
PCTMS, APMS etc.

Practice based commissioning

Closer working between, LA’s,
health, and third sector agencies

Developing the health and well
being market

Overarching framework proforma is
promised

Strategic needs assessments

Working with CSIP, Government
Offices and ROMS

et

Our health, our care, our say:

a new direction for community services



Characteristics of offenders

Have been in local authority care 13 x (more
likely than the non- prisoner population)

60 % are unemployed 13 x

Played regular truant 10 x

Suffered school exclusion 20 X

Have a family member convicted 2.5 X

42% of released prisoners have no fixed abode
50% on release have no GP

50% re-offend within 2yrs

50% of prisoners have reading skills < 11year olds
1/3 of offenders debt problems worsen in custody
125,000 children have a family member in prison
38% drug users on admission to prison



Characteristics of offenders

24% injecting drug use — of which:

— 20% Hep B (N= 3,600) and 30% Hep C (N= 5,400)
high opiate & rising crack dependency
50k prisoners per year access drug detoxification sessions

People who have been in prison are up to 30x more likely than the
general population to die from suicide in the first month after
discharge from prison,

40% of prisoners declare no contact with primary care prior to
detention,

90% of prisoners have substance misuse problems, mental health
problems or both,

Personality disorder is common in the socially excluded and in
offenders

PCTs are now commission and design offender health care services
Multi disciplinary provision is effective for this population



And.....

9% of the UK prisoner population suffer from severe and enduring
mental iliness,

10% of prisoners have a learning disability

Primary care engagement in care of the socially excluded is
generally poor

There is commonly poor continuity of health care information on
admission to prison, on movement between prisons and on release.

There is no guidance linking services for socially excluded
populations and the prison population despite a significant similarity
In the population profiles.

Current services in prisons tend to be specialist provided for mental
health and sometimes substance misuse, they tend to focus on
there more seriously ill patients and specialist ways of delivering
care.

80% prisoners smoke (40% general population)
there is a growing elderly population with chronic disease.....



Key findings SCMH research review

More research is required
Offenders are marginalised and fall between care systems
Offenders

— High consulting rates and reliability as historians

— Poor concordance with treatment planning

— Distrust and anxiety re stigma and diagnosis (BMJ 2007)

— Offender personal health neglect and health damaging
behaviours

— Poor clinical information and support systems
— Staff shortages
— Poor planning of service integration

Despite the relative lack of evidence much good work, appropriately
designed and planned, can be effective in each unique prison and
community setting.

As prisons can be a place of relative safety and health promotion for
some prisoners, we should endeavour to make them more so for all.



Key findings

Imprisonment can be good for physical health, not good for
mental health.

The post release period is extremely dangerous in physical and
mental health terms and for recidivism.

Prisons as another, ‘community based healthcare station’.

Imprisonment rates are increasing especially amongst women
and the elderly, use alternatives,

Health and social care services need to be designed to be
acceptable to and accepting of young people.

Women, older men, young offenders, and other groups, have
special needs.

It is iImperative that testing for infectious diseases (including Hep
C) be conducted in prisons

For the clinical management of prisoner health problems, assume
a normal approach achieves normal outcomes.

Prison does not prevent the successful application of any
particular healthcare interventions however technological.



Key findings

There are negative mental health implications from the cumulative
effects of cycling through the criminal justice system

The quality of post release planning is variable, particularly for
prisoners with mental health problems who will require assertive
outreach, and retention in care should become a key quality
indicator to be performance managed.

The multiple and diverse aetiologies driving behavioural disturbance
iIn mentally ill offenders need to be better understood

Therapeutic communities and group support methodologies are aids
to personal future planning for prisoners.

Investment in, monitoring, reporting and evaluation of, prison-based
and community interventions is needed to help reduce substantially
drugs-related, suicides and all cause deaths in recently released
offenders.

Services which aim to meet the needs of substance misusing
prisoners will, because of the high prevalence of dual diagnosis,
have to be effectlvely delivered in partnership with mental health
providers.



Key findings

Integrated, inclusive care programme approaches work, and should
be focused, provide continuity from within the prison into the
community, be multi-disciplinary and multi agency, well resourced
and well integrated with mainstream services.

This move to multi-disciplinary and multi-agency models of care and
requires ongoing evaluation.

Reduction in structured support and reduced autonomy contribute to
the risk of poor management of chronic conditions, or adherence to
recovery programmes for more acute conditions, foIIowmg release
from prison.

Use the offender journey as a template to better plan continuity of
health and social care and alternatives to imprisonment.

The key challenge for offender healthcare is to deliver integration
and continuity of care.

Maintaining therapeutic relationships from prison, to the post-
release period reduces recidivism and improves health outcomes



The RCGP SEG

Set up from the PHDT medical leads 9.04, now
linking to CSIP regional networks, now multi
disciplinary
Aims:
— to improve the health and care for offenders
— To support the workforce and raise self esteem
— To raise the profile of offender health issues
— To contribute to strategy development

— Acting as a voice for the workforce

— Raising issues, managing problems

— Delivering an educational course

— Working with other partners in the RCGP
— Maintaining a knowledge database

— Supporting research

— Support strategy development

— Managing the hub for regional networks
— Linking to regional DH presence




Challenges

Need for champions from service users

Scarcity of workforce

Clinicians concerns regarding these service users.
Managing change in the current structures and workforce
Education and training.

IT systems, records and communication.

Making this a priority for local health communities to work in
partnership.

To deliver creative solutions
Applying the required level of resource to the problem
Retaining offenders in care after release, GP registration



Conclusions

There is a great deal more which could be done to better meet the
health and social care needs of offenders, in the community, in prison
and after release, their families and society.

We need a broad approach to evidence building and policy
development to build a more coherent and seamless understanding of
the needs of offenders and other marginalised and vulnerable people,

There Is a moral imperative to address the level of mortality, morbidity
and wasted human potential, suffered by offenders as they leave
prisons.

The most important bridge to build is that which will carry socially
excluded and vulnerable people back in to the heart of our society.






