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Introduction

The review takes a logical approach to the mental health of offenders by examining each step along the criminal justice pathway. There was an unfortunate implication throughout the document, however, that offenders with mental health disorders somehow need specialist ‘forensic’ services and not access to mainstream mental health services especially when they had committed less serious offences. We believe that offenders experience discrimination and stigma when seeking access to community mental health teams, for example, and would like to have this issue tackled head on.  
The Review in an important sense failed to pin its colours to the mast. The fundamental principles and values that should underpin the care and treatment of offenders with mental health disorders were not clearly articulated at the outset. There is passing reference to the health inequalities agenda
 and to the concept of equivalence, i.e. the notion that offenders are entitled to the same level of healthcare as the rest of the population. However, the fundamental assumptions that should underpin improvements in offender mental health care are never strongly affirmed (protecting the public aside) so it is unclear what the Bradley Review’s overarching objectives are:

· Reducing offending and re-offending? 

· Minimising the costs to the country of offending? 

· Promoting offenders’ rights through ‘equivalence’ in health-care funding?

· Encouraging the integration of mainstream mental health services ? 

· Affirming the primacy of the mental health service user (and their carer)? 

· Promoting clinically effective practice?  

The articulation of these values and principles are central to any new model of mental health care that might be espoused as are the benefits that might be assumed will flow from such a model. In this sense the report has no solid foundation stone. 

There is a strong sense too that history has already overtaken the Review Team.  It is understood that such a report will take time to produce, however as the months have gone by; a reasonably high proportion of the report makes recommendations that have been achieved and are therefore redundant. Several recommendations arising from the Mental Health Act are a case in point but there are others relating for example, to the Sainsbury Centre’s research programme. In this sense, the report has already begun to look outdated. Perhaps the most disappointing aspect of all though is the relative lack of importance afforded to PCT commissioning. This crucial element of the process, which essentially determines investment in offender mental health care, is addressed but almost peripherally. Thus the recommendation that ‘PCTs and partners should jointly plan services for offenders to ensure effective commissioning…….’ (already in place formally in 2006) is repeating previous policy decisions and breaks no new ground. Although World Class Commissioning is referred to in the document, Offender Health at the DofH, is still recommending local health needs assessments based on the Birmingham Toolkit model. The toolkit approach recommends a planning approach based on a prisoner’s diagnosis rather than health need, a contentious area the review team has not addressed. Overall, it is hard to see how this review will inspire the new generation of world class commissioners to fight tooth and nail for offenders with mental health disorders in their patches 

Probation

The mental health provisions within Community Orders

We welcome the recommendations that ‘a service level agreement between Her Majesty’s Courts Service, the Probation Service and the NHS should be developed to ensure the necessary mental health provisions for Community orders are available” and that “The Department of Health and Her Majesty’s Courts Service should issue clear guidance for sentencers and probation staff regarding the use of mental health treatment requirements”. 

Research and mental health treatment requirements

When further research is commissioned on the use of mental health treatment requirements we feel this should include a focus on what proportion of offenders are actually eligible for MHTR’s rather than simply the proportion of offenders who receive them. A recent health needs assessment of offenders on probation caseloads in Nottinghamshire and Derbyshire (Brooker et al, 2008 – Attachment 1) showed that nearly one-third (27%) of this group reported being seen formally by a mental health service at some point, and most offenders with a mental health diagnosis reported depression and/or anxiety. 

Research on the prevalence of mental health disorders in Probation and access to services

The University of Lincoln is currently undertaking a Research for Patient Benefit funded study investigating the prevalence of mental health disorder, substance misuse, needs and patterns of service access amongst a random sample of offenders on probation in Lincolnshire (including those in Probation Approved Premises). Findings from this study may inform any further work which is undertaken in relation to mental health treatment requirements. In addition, this study will provide valuable information to commissioners and providers of mental health services for offenders on probation, and may provide a template for any further prevalence studies of psychiatric morbidity among offenders in the community. Importantly this study will do more than simply examine the prevalence of psychiatric morbidity in this population; it will also examine self-reported levels of need in this population in addition to the current levels of access to mental healthcare (see Attachment 2). 

Health trainers, community orders and mental health needs

Stakeholders may also wish to consider the potential role of Health Trainers in a probation setting in terms of facilitating offenders’ access to mainstream services for more common mental health problems such as depression and anxiety. The Bradley report makes no reference to this growing area of PCT investment (see Derbyshire PCTs’ plans, for example, in Brooker and Ullmann, 2009, Attachment 3).  

Alcohol Problems
It is recognised that here have been major investments in drug services both in prison and the wider CJS, but a significant issue, largely unaddressed in the report, is alcohol misuse. There are a number of pilot sites of alcohol-problem identification, and brief assessment within the probation services, and this type of initiative needs to be linked into mental health care.  Fourteen percent of dependent drinkers will also have mental health problems (Singleton, 2000).  The large majority of people with dual diagnosis drink at hazardous or dependent levels, and there is a well-established link between self-harm and violent offences and alcohol consumption. According to the latest National Confidential Enquiry (University of Manchester, 2006) 27% of suicides and 36% homicides over a 5 year period were committed by those with mental illness and co-morbid substance use (and this was mostly alcohol).  Mental health services working in the criminal justice will need to have expertise in alcohol assessment and treatment, from identification, assessment, and accessing specialist treatment however there is no recommendation concerning this topic. 
Prisons

Funding

The poor level of prison mental health funding is discussed below in the section below on commissioning. The high levels of mental health disorder combined with the current resources means that mental health care is seriously underfunded in prisons, we estimate the current level of investment (£23m) should be trebled if equivalence were to be achieved (Short-changed, 2008 – Attachment 4).  

Another prevalence study?

We argue elsewhere in this response that there is a series of research priorities that are fundamentally more important than funding for another national prevalence study. 

Mission Creep on In-reach caseloads and the CPA

Also, in another section we reflect on the worryingly low levels of people with a SMI on in-reach caseloads which itself is reflected in the fact that 30% of in-reach clients are not on the CPA. These and other contemporary findings concerning the work and organisation of prison in-reach teams have been reported in a recent publication (see Brooker and Gojkovic, 2009- Attachment 5).

Mental health Awareness Training

We agree that mental health training should be provided for all non-health professionals working in the Criminal Justice system but that playing catch-up after preparation for these roles, (eg. Prison officer), is shutting the door after the horse has bolted. All such groups be they PO’s, magistrates, probation officers or the police require this training at the pre-qualifying level, i.e. as part of their basic training. Skills for Justice should play in more active part in these discussions. If the Review did consult with SfJ this is not referenced anywhere in the report. Previous research which has evaluated mental health awareness training for prison officers using self-directed learning strongly suggests that this is not a viable method to achieve training objectives (see Brooker and Sirdifield, 2006 - Attachment 6).  

Integrated mental health service delivery

There should be a shift in funding from prison primary care to mental health in order to provide more resources for an integrated prison-wide mental health service. Such a mental health service should be co-ordinated by one person with senior-level management skills and it should include every possible aspect of mental health care including dual diagnosis, common mental health disorders and personality disorder where possible. Sadly, the Bradley recommendation in relation to dual diagnosis is somewhat bland, expressing a wish that such services ‘should be urgently developed’, but contributing little analysis of why this proves so difficult to do routinely despite several well constructed pilot projects and the existence of relevant training materials (Hughes et al, 2006 – Attachment 7). There should be specific guidance about how services should be commissioned and operated in the treatment of people with dual diagnosis in the criminal justice system.  This will be no mean feat; mainstream mental health and substance use services are failing to provide integrated care for service users with dual diagnosis, despite government guidance published in 2002 (DH, 2008).  It is unsurprising, therefore, that the criminal justice system is failing to do this as well; particularly as they receive far fewer resources than mainstream services.  Treatment and care of people with dual diagnosis needs to be given the priority it deserves both in the criminal justice system and in the wider context.  
The Bradley review also missed a good opportunity to cite the dedicated personality disorder (PD) service in Nottingham prison as an example of excellent practice. This service is separately funded by the PCT and is one of the few in the country (see Attachment 3). 

Resettlement

The resettlement of offenders on release from prison is a crucial issue. We know from our research that offenders leaving prison with mental health prisons are stigmatised by routine mental health service providers and as a consequence, they are often excluded (see attachment 5). Stigmatisation apart, the first two weeks after release from prison are an especially dangerous time for prisoners with standardised mortality rates that are 12.7 times higher than the general population (Bingswanger et al, 2007).
The Bradley review, in this context, seems to take the broadest interpretation of rehabilitation focusing more on social issues (important though these are) such as housing rather than care and treatment through re-integration with mainstream mental health services. We feel that a major opportunity has been lost in this sense to re-assert the principles of equivalence for those who are released from prison and who need continued access to mainstream mental health services. Mental Health Trusts have a fundamental responsibility at this point to ease and enable the transition from prison to the community as they would for non-offenders leaving acute psychiatric care invoking the same principles of the CPA. The review should have stated how continued access to mainstream mental health services (such as CMHTs, crisis resolution services, PD services, early intervention teams and Assertive outreach teams) is a fundamental right of those being released from prisons. In addition, those that commission offender healthcare should be held to account for their management of this transition in this key aspect of the pathway. Well resourced assertive follow-up, or intensive case management, is likely to be required and if this means reconfiguring existing mainstream mental health service resource this should have been reflected in the review’s vision. 

Criminal Justice Mental Health Teams and the Community

It has been difficult to respond fully to this section of the Bradley Review as the audit of mental health effective practice checklist on which it is largely based has not, to date, been available. CJMHTs would be responsible for ensuring continuity of care for those with mental health problems; for also ensuring that information is shared; having input into MAPPA arrangements; and producing a minimum data set. In many respects this model already operates in Bristol with their criminal justice liaison service (see Attachment 3). The key issue for PCTs in moving forward with such a development will be funding which will be easier if court diversion has existed locally. To create such a team, with ubiquitous objectives, from a zero funded baseline, when efficiency savings are being demanded, mandated or not, will ultimately prove problematic. We believe that CJMHTs and prison in-reach services should both operate from more detailed policy implementation (PIG) guidance otherwise there will be even more ‘mission drift’ than has already been witnessed with in-reach teams. PIG guidance was crucial in ensuring that mainstream mental health functional teams, such as early intervention, were implemented faithfully and would be of considerable help in establishing CJMHTs if these do prove affordable. Commissioners would also be helped considerably if such a PIG existed for mental health in-reach teams,  

The Care Programme Approach

The Care Programme Approach (CPA) in mental health has recently been reviewed nationally and we welcome the attention paid to this important approach to co-ordinating care with people who have complex health and social care needs.  The role and skills of the Care Co-ordinator is central to the success of CPA when people access elements of the criminal justice system. This is best illustrated by the results of the Second National Survey of Prison In-reach (see Attachment 5) which showed that mental health team leaders often hesitated to act as care coordinators to offenders on CPA due to limited skills and resources and even refused to place offenders on CPA altogether, believing, misguidedly, that this was not in their domain of duty
. 
A competitive tender to develop national training resources for CPA care co-ordinator skills has been won by the University of Lincoln (with an emphasis within the contract to concentrate on people of working age and within the acute care sector). There is the opportunity to develop these existing materials and present additional units study to concentrate on skills required across the criminal justice sector.
PCT Commissioning

We have already referred to our disappointment that PCT commissioning, the key- stone, for improvement in offender mental health care, was given very little emphasis in Lord Bradley’s review. Commissioning should have been examined in much more detail but analysis in this area is scant. At the moment we know that the amount spent on prison mental health care as a proportion of total prison healthcare is 11% and in some SHAs this proportion is as low as 7% (Attachment 4). This compares with the 15% in mainstream mental health care expenditure. Bradley skims over this serious health inequality from the outset which is hard to understand given the pre-occupation with health inequalities in the general context of health policy.  Work undertaken recently in the East Midlands SHA by Brooker et al (2009) shows that despite strenuous efforts PCT investment in prison mental health care has to run hard to stand still (Brooker and Belshaw, 2009 – attachment 8). However, our experience in developing a prison mental health strategy for Lincolnshire PCT demonstrates that there are solutions to this problem. Here, the PCT agreed that there should be a shift within existing prison healthcare resources from primary care to mental health. The consequence of this is that the mental health in-reach team at HMP Lincoln has increased its resources from 4 whole time equivalent to 10. The new model, currently out to tender, will deliver an integrated mental health service, with one manager, across primary/secondary care. We have reported a similar case study in Bristol (Attachment 4). There are, therefore, cost neutral solutions that can engage commissioners.    

Another aspect of this scenario is that excessive time is spent by single commissioners with only one prison establishment in their patch when others have 3 or 4. We agree that there should be SHA-based specialist commissioning for offender mental health on behalf of clusters of PCTs. However, the Government response to this important recommendation, whilst indicating development work will continue throughout 2009/10, is vague about the outcomes expected from this work.  Offender mental health is a specialist area of work that needs specialist, committed and appropriately skilled commissioners. 
We are currently engaged with the commissioners of secure children’s services across the country. Here, the DH lead has set up a national network of commissioners. Commissioners working in adult offender mental health should be supported in a similar manner. At the moment these groups exist at the SHA level (the former CSIP arrangements) but this can be insular – national focus is required. The Bradley report might have had some credibility if a model outline template for commissioning had been a detailed appendix to the document. Some key issues that such a document might have addressed are as follows:

· Is the balance right between expenditure on prison heath (universal services) and prison mental health?

· Does the care pathway exist for mental health care across the CJ system? Who should do what and where?

· How should commissioners ensure an integrated mental health service and the appropriate focus on SMI/CPA by in-reach teams, furthermore, how should they audit progress in this domain?

· How might health needs assessments move away from the medical model (i.e. the Birmingham Toolkit model) and ensure that needs are assessed?

· How have some model services been able to develop in Nottingham and Bristol but not elsewhere?

· What detailed advice is available for running services for dual diagnosis and personality disorder?

Education and Training

Rationale
We welcome the numerous recommendations targeted at the need for more mental health awareness training across the criminal justice system. However, we would question where the funds for this training will come from. Much money has already been pumped into the former CSIP for such training which has been of questionable value. We also believe that a more sensible approach would have been given to recommend changes to pre-qualifying training rather than to develop courses after staffs have been working in posts for some time. 

We would stress the need for staff to be given ‘protected’ time out to attend this type of training. In our experience in evaluating and designing mental health training materials this is one of the most important issues (see attachment 6). It would, of course, cost money.
New Mental health training initiative in mental health for probation
Staff at the University of Lincoln have worked in partnership with all the probation offices in the East Midlands region to create mental health awareness training designed specifically for probation staff and roll it out through a train-the-trainer model across the region. This has been a successful initiative (see Attachment 9) resulting in an increase in probation staff’s levels of mental health literacy in relation to a number of topics, and an increase in their overall levels of confidence in working with offenders with mental health disorders. This package could be adapted for use with a variety of criminal justice and/or health staff.

New training initiative for dual diagnosis training in prisons
The University of Lincoln has also pioneered the development and piloting of multi-disciplinary training for dual diagnosis within prison (Hughes, 2006-attachment 7) and more recently a competency based training course for the wider criminal justice system (in collaboration with Thames Valley University), which is a Skills for Health Demonstration project.  The outcomes of this will be available towards the end of 2009.  Both training projects found that participants valued the opportunity to share expertise with multi-disciplinary colleagues, and found the training helpful overall.  It also demonstrated some shifts in attitude and confidence in working with offenders with dual diagnosis.  However, feedback from participants highlights the complexities of joint working in the criminal justice system, and the difficulties in developing effective aftercare packages. Training programmes designed to change how people work and implement new skills, will have limited effect unless there is adequate support for on-going practice development and learning.  The Skills for Health dual diagnosis training project will produce a training and development pathway aligning academic and workforce competency frameworks, which will guide workers towards professional development.  However, consideration should be given to the supervision and support available in the criminal justice system related to dual diagnosis in order to help people put their new skills into practice.  Participants from the training projects report a lack of expertise and supervision around dual diagnosis issues in their services and feel very isolated from mainstream services.  Mental health awareness is essential for all substance use workers (and others without a mental health background) as the level of anxiety related to these issues was high, and knowledge poor.
The role of Skills for Justice in the promotion of mental health training
Skills for Justice (SfJ) are one of the 25 Sector Skills Councils with the remit to help address key gaps in workforce skills and capacity.   Additionally, SfJ and other skills councils have a role in influencing education and training provision, through the development of National Occupational Standards for the education and development of the workforce. We note that a set of National Occupational Standards for Custodial Healthcare are currently out for consultation.  We will welcome the publication of these national standards.  How SfJ is addressing the development of sufficient influence on education provision in the area of custodial mental healthcare remains less clear. 

Research

The connection between the research and policy implementation agenda is hard to discern in the Bradley Review. The relatively recent demise of the National Forensic R&D Programme makes this is especially disappointing. The nationally commissioned OHRN (Offender Health Research Network) was itself to be given a key role in the commissioning of new research in the field but this is not mentioned. Nor is a process articulated whereby stakeholders would help to determine new ‘Bradley’ research priorities

.   Instead there is a call for a new prevalence study of psychiatric morbidity within prisons which would be costly and provide very little meaningful new information. The group at Lincoln has undertaken an international systematic review of prevalence and concludes that scant research resources would be wasted in repeating yet more prevalence studies (see Attachment 10). If such studies were to be conducted it would be far more relevant to build on the study funded by the NIHR within Lincolnshire which is examining prevalence in probation settings and other offender settings where little is known about psychiatric morbidity. There are clearly other areas that are key priorities for research investment, and a number of these can be derived from a recent review of research in the service and organisational development domain (see Attachment 11), for example:

· A study to adapt NICE-approved clinically effective mental health interventions to a custodial setting

· Research to improve screening for mental health disorders at reception to prison

· An examination in England of mortality rates of prisoners in the two weeks after release (see Binswanger et al, 2007)

· A study to examine the relationship between victimisation/bullying in prison, mental illness and childhood histories of abuse in prisoners (see Wolff et al, 2009)

Conclusion

The challenge of improving mental health services for offenders needs to be addressed in conjunction with the ongoing development of mental health in the mainstream settings with far greater cross-over as these are not two different populations, but a significant sub-group who move across from offender pathways to health pathways and vice versa. This fact does not seem to be recognised in the Review. 
Any attempt to improve mental health care for offenders needs to ensure that the resources available within the criminal justice system are equivalent. In a climate of little economic growth there are cost-neutral solutions to obtaining new funding which we have pointed out above. Commissioners have a key responsibility here but require much more support in their relatively new roles. World Class Commissioning might provide the ideal context to provide this.
The issues of co-morbidity have been glossed over with the bland recommendation that dual diagnosis services should be ‘urgently developed’. Alcohol misuse is hardly mentioned at all. A more thorough analysis of how to develop services for those experiencing a substance misuse problem and mental illness was expected. 

The brief described for CJMHTs was an extensive one but without a local court diversion resource on which to build, or new funding, the development of such teams in the current economic climate is unlikely. To avoid the same mission drift that occurred with prison in-reach teams detailed Policy Implementation Guidance is needed. 

We are pleased that the review emphasised the importance of mental health training for staff groups working within the CJ system, disappointed, however, that changes to pre-qualifying training were not recommended, funding was not identified, and involvement from, and discussion with, Skills for Justice not even mentioned. 
Although Bradley cites a number of research recommendations, such as the need for a new prevalence study, there is no coherent sense of a research plan or description of how the new OHRN research resources will be linked into the whole exercise.   
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� Here 93 targets exist nationally, 3 of which apply to offenders specifically, one of which was achieved four years ago


� 30% of service users on mental health in-reach team caseloads were not subject to the CPA in 2007.


� There is a need for the OHRN to publish details of how new research will be commissioned


� The new ‘Bradley’ research priorities should be determined using the eight regionally-funded research groups funded through the OHRN.
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