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PRISON DRUG TREATMENT AND SELF-HARM

Purpose

1.
To introduce new procedures to minimise the risk of self-harm occurring as a reaction to the stresses of undergoing some drug treatments.

2.
To disseminate the attached NOMS/DH joint guidance note on Prison Drug Treatment and Self-Harm.

Output

3.
Compliance with this PSI should ensure that there is appropriate sharing of information between establishments and drug treatment providers to ensure proper regard is paid to mental health needs and to reduce the risk of self-harm among prisoners undergoing treatment.

Impact and Resource Assessment

4.
Improved procedures will be required to ensure that relevant information is gathered and shared appropriately but this represents good practice and should have only minimal resource implications for establishments.

Mandatory Action

5.
Governors and Directors must ensure :- 

·  Drug Treatment managers and drug treatment staff are aware of the attached guidance note and have regard to its contents in referring prisoners for drug treatment and in managing prisoners undergoing treatment.

· Detailed information on case history, including previous drug treatment or mental state, must be obtained by the CARAT team during assessment and shared widely with providers of different drug treatment interventions

· Mental state must be considered as a factor in assessing suitability for any drug treatment intervention

· Mental and emotional well-being of prisoners must be monitored by treatment providers throughout the delivery of drug treatment.

· Drug treatment providers must be familiar with the multi-disciplinary risk management process (ACCT or F2052SH) and must invoke those procedures whenever they identify someone at risk of suicide or self-harm.

· Drug treatment providers must promote actively and facilitate access to healthcare services and to the wide range of support mechanisms available in prisons.

Advice, Information and Contact Points

Drug Strategy Unit

Room 307

Abell House,

John Islip Street,

London

SW1P 4LH

Head of DSU:
Martin Lee

PA to Martin Lee: 
Michelle Sandilands

Email:


Michelle.Sandilands@hmps.gsi.gov.uk
Phone:

0207 217 2080

NDPDU 

HMP Featherstone

New Road

Featherstone

Wolverhampton

NV10 7PU

Head of NDPDU:
Lori Chilton

PA to Lori Chilton:
Jill Richardson

Email:


jill.Richardson@hmps.gsi.gov.uk
Phone:

0190 270 3191

(signed)

Peter Atherton

Deputy Director General
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PRISON DRUG TREATMENT & SELF HARM

Guidance for Prisons and Treatment Providers
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Summary
A number of key actions must be taken to ensure that any tendency to self-harm is taken fully into account during assessment of suitability for drug treatment and consideration of the offenders need for support during treatment.  Detailed information on case history should be obtained and shared widely with providers of different drug treatment interventions.  The mental and emotional well-being of prisoners should be monitored throughout the delivery of drug treatment.  The management of suicide risk in the Prison Service is multi-disciplinary and CARATs and treatment providers must instigate the prison service’s multi-disciplinary risk management process (ACCT or F2052SH) when they identify anyone at risk of suicide or self-harm.  Delivery of any element of drug treatment in isolation is unacceptable.  Drug treatment providers must promote actively to prisoners and facilitate access to the wider range of support mechanisms available in prisons.  There must be unrestricted access to healthcare teams for all prisoners undergoing non-clinical treatment.

1.  Background

1.1
Drug treatment is by nature demanding.  Participants often feel under great pressure, especially early on:

· Coming off drugs can be an emotional roller coaster – emotions dulled for many years by drug misuse may be unblocked;

· Facing the underlying causes of addiction can be traumatic; and

· Facing the damage caused by addiction, for example, to loved ones, can be stressful.

1.2
If the cycle of addiction is to be broken it is essential that drug misusers face up to and over come such pressures.  Drug treatment delivery is designed to provide an appropriate degree of support to those in treatment.  Wider support networks (See Annex A) are also available in prisons and should be engaged wherever appropriate.

1.3
Misusers undergoing withdrawal from drugs (as well as those who recently have undergone withdrawal) are at heightened risk of suicide and self-harm.  This is thought to be the result of a combination of the distress of withdrawal as well as raised levels of impusivity.  Misusers attempting initially to live a drug-free life may not always possess the coping mechanisms to deal with this

1.4
Detoxification regimes are not available to treat withdrawal from all drugs of addiction.  Such substances include Stimulants (cocaine, amphetamines) as well as cannabis.  Misusers of these drugs are still at risk of fluctions in mood which in turn can make them vulnerable to suicide and self-harm.

1.5
In addition to pressures associated with drug treatment, many drug-using prisoners have multiple disorders, most commonly depression, anxiety and/or personality disorder, less commonly a psychotic disorder.  An increased risk of suicide and/or self-harm is associated with these disorders.

1.6
Following the death of a prisoner whilst engaged in a drug rehabilitation programme, a number of concerns were identified about referral mechanisms and subsequently the degree of support received whilst undergoing treatment.  Such deaths are extremely rare, though self-harm is more common.

1.7
It is essential that all steps are taken to reduce to a minimum the risks to prisoners undergoing drug treatment.  This guidance describes the minimum level of practice to be adopted, much of which reinforces existing good practice and is entirely consistent with the National Treatment Agency Models of Care.

2.  Prisoner History – Treatment Engagement and Self-Harm

2.
When a prisoner enters treatment detailed information should be sought regarding his/her engagement with and response to previous treatment. Information should also be sought on whether the prisoner has a history of self-harm or mental health difficulties.

Introduction

2.1
Whilst engaging in drug treatment it is the duty of all prison staff (not just drug treatment staff) to be aware of the well-being of the individual and to assist him/her with any difficulties or problems he/she may be experiencing. These concerns may not just be related to drug misuse but could be from a wide range of areas, such as family problems, social problems or mental health issues.

2.2
Each area of treatment (clinical services, CARATs and Intensive Rehabilitation programmes) has its own duty and responsibility of care towards the prisoner but they are also part of a collective responsibility within the prison as a whole. 

2.3
CARATs as the care coordinators for prisoners who have drug misuse problems must maintain contact with every prisoner for whom they are responsible.  This applies equally to transfer between prisons and the transfer between treatment interventions within prison.  CARATs must share consented information with other treatment services and raise awareness with those services where an individual is known to be at risk of self-harm and or with mental health problems.   In addition, in all cases where CARATs or treatment providers know that an offender is suicidal or self-harming, they must instigate the prison service’s multi-disciplinary suicide risk-management process (that is they must open an ACCT plan or F2052SH).

2.4
Prisoners should be encouraged to make use of any service he/she wishes to use and should never be made to feel bound exclusively to one type of treatment.

2.5
When seeking information on a prisoner’s history it is essential that records and evidence of past treatment and evidence of the client’s previous vulnerability to suicide are sought. This could help provide those delivering treatment with important and sometimes critical information on the prisoner and will also build upon the care already received. The introduction of the Drug Interventions Programme and the Drug Intervention Record should aid this process. However, ensuring that staff have the correct paperwork and information is vital to continuity of care. Delivery of any element of drug treatment in isolation is unacceptable.  The concept of drug treatment delivered in a non-judgemental environment, involving a “fresh start” in terms of interaction with the prisoner, is over-ridden by wider concerns.  

2.6
Information about the prisoner’s previous vulnerability can be obtained from the following sources:

· Oasys assessments;

· LIDS – this records previous episodes on an ACCT Plan or F2052SH; and/or

· From healthcare services. 

Clinical Services 

2.7
PSO 3550 states that:

‘Governing Governors and Directors and Controllers of contracted out prisons must ensure that there is a written and observed policy statement on the establishment’s substance misuse service covering:

· clinical services provided by healthcare;

· guidelines for opiate, alcohol and benzodiazepines detoxification;

· information on assessment, treatment setting, essential observations and treatment of overdosage, inline with Department of Health guidelines (1999);

· evidence of health care involvement with CARATs drug care plans; and 

· evidence of NHS specialist involvement in preparation of guidelines.’

The provision of responsive clinical services as outlined above is intended to reduce the risk of self-harming behaviour.

2.8
Clinical assessment of substance misuse problems follows a first reception health screen which prisoners receive on the evening they arrive in prison custody.  The screen is in the form of a standard national document and is performed by a competent member of the healthcare team.  It elicits information on recent substance misuse, in addition to physical health, mental health and two questions directly concerned with past incidents of self-harm and any present thoughts of self-harm.  The screen prompts further specialist assessment and consideration of any need to initiate the prison service risk management procedure [F2052SH or ACCT].

2.9
Prisoners identified via the first reception healthcare screen to have a current substance misuse problem are referred on for a clinical substance misuse assessment.  This assessment informs any need for medicated management of withdrawal symptoms on the first night of custody.

2.10
Under PSO 3550, prisons ensure the setting in which detoxification and other related clinical interventions occur is appropriate and safe, permitting unrestricted observation at all times for patients with complex needs, including those at risk of seizures or self harm.

2.11
PSO 3550 also mandates that Guidelines on joint working should be agreed between healthcare and CARAT teams, these guidelines to include protocols on the need to refer to healthcare those with a risk of self-harm and or suicide, and significant mental health symptoms. These protocols must require that , in addition to referring prisoners at risk of self-harm and/or suicide to healthcare teams, CARAT teams and treatment providers must open either an ACCT Plan or an F2052SH in any case where they become aware that a client is at risk of suicide or self-harm.

2.12
New guidance documents on the clinical management of substance misuse of both young people and adults in prison will be published shortly.  The documents will address in detail the safer management of self-harm and suicide risks among prisoners with substance misuse problems.

2.13 The evidence-based clinical document commissioned by the National Institute of Clinical Excellence presents guidance on the short-term physical and psychosocial management of self-harm. http://www.bps.org.uk/publications/core/self-harm/self-harm_home.cfm  Guidance has been produced on the management of self-harm, written specifically for the prison setting,  that is consistent with NICE guidance.  It is available on the prison service intranet at Organisation/National/Safer Custody Group/Toolkits and guidance/SCGManaging self-harm guidance. 

CARATS

2.14
Within the CARATs assessment framework there are elements that should be used to provide a detailed explanation of treatment history and health matters relating to self-harm/mental health. These are;

2.15
Drug Intervention Record

Treatment Section 

· 5.12 Are you currently receiving treatment for your drug use? 
This is an opportunity to find out what treatment had been received and whether the paperwork regarding this treatment could be sought. If it can be obtained it should be requested.

· 5.13 Have you had treatment for your drug use in the last 2 years? 

The CARAT worker should use the opportunity to find out about the type of treatment, both from the prisoner and the treatment agency, how it affected the prisoner, whether they had any difficulties engaging/coping. Again information should be sought as at 5.12

· 5.14 Have you had treatment for your drug use whilst in prison?

Guidance as 5.13

· 5.15 Other relevant Information (include details of previous treatment, options for help and support that could be considered and relevant contact details). 

This section should be used to include the information relating to engagement in treatment and should include any difficulties the individual experienced.

Health Section 

· 6.2 Do you have any physical or mental health issues that need to be addressed? 
The CARAT worker should find out from healthcare and relevant agencies if treatment has in any way raised problems that could contribute to physical and mental health issues.

2.16 CARATs Paperwork 

Disclosure form

· Informed Consent.

The disclosure form clearly states that informed consent is not required “if your CARAT team believes you may be of risk of self harm”. Thus CARAT teams should bear this in mind when care planning with the prisoner.  Additionally, the consent form allows for information to be shared between different agencies including the treatment services the prisoner is engaging in and with Prison Healthcare.

Referral form

· Any other relevant information for example, access problems, risk to self and others? This is an opportunity to put down any self-harm/ mental heath concerns and to explore any problems engaging with treatment. 

Comprehensive Substance Misuse Assessment (CSMA)

In line with the National Treatment Agency’s Models of Care, drug treatment should only be provided following a CSMA and the preparation of a care plan.  But this may not prove possible for those who spend only a short time in prison.

· Section 1 - History of Substance Misuse. 
The CARAT worker should use this section to find out detailed information from the prisoner about his/her previous treatment. When exploring the outcomes of treatment received the worker should take into consideration the process to achieve the outcome and whether there were any difficulties in achieving this. The section allows for the worker to discover more deeply how responsive and how challenging the prisoner finds treatment. It is not just about treatment received and with what result but about why they engaged and how they achieved outcomes, and how they can learn for future treatment.  At this stage files and evidence regarding the prisoners past treatment should be sought if not already done so at the DIR stage. Section 1.9 should be used to highlight the prisoner’s previous responsiveness to treatment. If the prisoner has never received treatment before, this section should be used to highlight any perceived problems with engagement.

· Section 2 – Health. 
This section is particularly important in establishing any mental health/dual diagnosis concerns. The CARAT worker should use this to find out if the prisoner has any particular mental health concerns and what events or circumstances triggered those feelings. They should explore whether or not they have had any help, and the impact this help has had upon them. In this respect the CARAT worker should think wider than clinical help but also about non-clinical help and engagement in treatment that may raise particular concerns for the prisoner. 2.11 gives the CARAT worker the opportunity to explore what further assistance the prisoner needs in regard to mental health and self harm. It is essential that where further work is required this is followed up and the information is shared appropriately between agencies. For example, if the prisoner is to be referred to a rehabilitation programme it is important that the programme team are informed.

Rehabilitation Programmes

2.17
No prisoner should be referred to a short duration programme or intensive rehabilitation programmes unless they have had a CSMA.  Programme providers will only accept referrals from the CARAT team.  At the CSMA the CARAT worker should have identified previous difficulties in engaging in treatment and whether the offender has any self-harm/mental health concerns  (see above). This information as well as copies of the CARAT files should be provided to programme staff (where the prisoner gives consent). Copies of the documentation on past treatment should be handed over.  Programme staff should familiarise themselves with the CARATs documentation before conducting assessments for the programme and they should continue to refer to the CARAT file for the duration of the programme and liase with CARATs on Care Plan objectives.

2.18
Participants on programmes should be given clear guidance of the services and support mechanisms available to them whilst engaging in the programme (as detailed later). No prisoner should be made to feel that they cannot seek help or guidance from elsewhere. An ethos that programmes do not stand alone in looking after the well-being of the prisoner should be promoted at all times. 

2.19
Every programme has its own assessment process. For information on the assessment process for each programme providers should refer to the Assessment and Evaluation Manual relating to that programme.  Exclusions from programmes should include:

· Serious acute psychiatric morbidity, e.g. acute psychosis, requiring acute psychiatric treatment; and
· Serious physical morbidity.
2.20
Programme sessions that may be emotive, such as life maps, should not be scheduled for delivery on a Friday.  This is because it is less likely that staff will be available during the weekend to provide support.  If this is unavoidable, at the end of the session the group should be reminded of the support available, e.g. listerners (also see section “prisoner support” in this document).

2.21
Drug treatment programmes traditionally rely a great deal on peer support (both from programme participants and recent graduates).  This can offer a highly credible and effective means of addressing the challenges inherent for participants.  But treatment providers must not rely on peer support alone to provide prisoners with the support required.

2.22 Potential programme participants who are taking prescribed medication should not be excluded from commencing a programme. No organisation or agency should have a philosophy or protocol in place whereby total abstinence from prescribed medication is required.  Programme participants must be encouraged and supported to make referrals to healthcare when physical and/or emotional conditions are affecting the individual’s well-being.  Should such a referral result in the prescribing of medication, this does not constitute grounds for removal from the programme.  Where clinical intervention relates to drug misuse, a review of non-clinical treatment should be undertaken.

3.
Sharing of Information and Care Co-ordination

· No drug treatment modality should be provided in isolation nor in the absence of a properly co-ordinated CARAT care plan.

Introduction

3.1
The section above provides guidance on how information should be collected relating to previous experience in drug treatment and the identification of self-harm and mental health concerns. If this assessment process in relation to substance misusers at risk of self-harm is to be effective it has to be shared and integrated into care co-ordination. The information below provides guidance on how this is to be achieved;

· Information sharing -  Treatment services should have clear confidentiality policies.  All prisoners must understand when information will be kept in confidence, when it will be shared with other services involved in their care and in what circumstances confidentiality will be breached. 

· Relevant information must be shared with other drug treatment providers, following consent from the prisoner.  This can be with both departments and organisations within and external to the prison service.  PSO 3550 and PSI 25/2002 relates to the parameters within which clinical staff must share information. Drug Interventions Programme (DIP) guidance provides further details on the sharing of information for DIP purposes. 

· Failure to consent to disclosure of information may compromise the treatment assessment process which, in turn, could lead to exclusion from that treatment modality.  Treatment providers are responsible for assessing the suitability of offenders and the risks of inclusion.

· There will be instances when information will be shared without the prisoner’s consent and, on occasion, without the prisoner’s knowledge. A particular requirement is to reinforce the duty of care in a life-threatening situation e.g. serious illness or injury, suicide and self-harm behaviour.  Staff are expected to disclose if the prisoner or another is at risk of violence or other harm. When a prisoner is at risk to self, the duty of care requires that the worker open an ACCT Plan or F2052SH.  When the prisoner presents a risk of harm to others, the member of staff must notify the Security Manager and/or the Violence Reduction Co-ordinator, depending upon procedures in their establishment.

Care Co-ordination
3.2
CARATs and Healthcare - Healthcare will be key referral source to CARATs, particularly in local prisons and it is important for prisons to have protocols in place to ensure that an effective relationship exists between healthcare and CARATs to manage this. PSO 3550 (clinical services) and PSI 3500 (promotion of healthcare: the protection and use of confidential health information in prisons and interagency information sharing) must be adhered to.  Clinical staff must have access to information on CARAT files where this is appropriate to providing ongoing treatment and with the prisoners consent. This should include information on self-harm and mental health issues.

3.3
CARATs and Intensive Programmes - If the prisoner has been referred to a prison-based intensive treatment programme, CARATs must ensure that relevant information is passed to the programme staff.  Programme staff must have access to information on CARAT files where this is appropriate to providing ongoing treatment and with the prisoners consent. This again should include information on self-harm and the prisoner’s history of treatment engagement – and files relating to this history. CARATs should continue engagement with the prisoner during the programme by attendance at case reviews. CARATs should monitor any concerns raised in section 1 and 2 of the CSMA. On completion of the programme, CARATs staff should maintain engagement with the prisoner. 

3.4
Intensive programmes and Healthcare – If a prisoner is having specific health problems (including mental health issues/self harm) it is important that immediate referral is made to healthcare and (where there is a risk of suicide or self-harm) that the prison service’s risk management process is instigated (ie ACCT Plan or F2052SH).  It is vital that therapeutic settings do not try and take on all the problems faced by the prisoner. Similarly it is important that prisoners are aware of this and are encouraged to seek help from healthcare and from elsewhere. 
3.5
CARATs and Throughcare - Where the offender has been in contact with community agencies and where the prisoner gives consent, the CARATs worker will liase with those agencies to ensure appropriate information sharing and joint planning.  Detailed information is contained in the DIP guidance.  Prior to release, throughcare help should be offered. As a minimum, the prisoner should be given leaflets on the dangers of reduced tolerance and dangers of overdosing (see CARAT Practice Manual for further details). Showing of a video related to risk of overdose on release should be made available whenever possible. CARATs staff will need to work with healthcare staff to ensure that health promotion work is provided for this client group.

3.6
CARATS  and the transfer of prisoners - A transfer plan must be used and mechanisms put in place to ensure that casework files are sent to the receiving establishment as the prisoner is transferred.  Checks should be in place to ensure the successful and speedy receipt of these.  Self-Harm issues must be addressed within the transfer plan and where the prisoner is at risk of suicide or self-harm, an ACCT Plan or F2052SH must be opened.

3.7.1 CARATS and involvement in the establishment’s risk management process for the care of prisoners who are at risk of suicide or self-harm. 
If a prisoner who is a CARATS client is placed on an open ACCT Plan or F2052SH, the CARATS worker involved with that client must contribute risk-pertinent information to the case reviews and contribute to decisions about the individual’s management to reduce risk.
Healthcare 

3.8
Clinical substance misuse service teams should share all information necessary with CARAT teams to provide the patient with care from these services.

3.9
It may be the particular wish of a patient that elements of his or her medical record remain a confidential matter between themselves and the healthcare department (blood-borne virus status or details of sexual health are possible examples of sensitive information).  Equally, a CARAT offender may wish details of his or her personal history, or past offending to be kept as a confidence between the CARAT team and themselves.  For these reasons it is important that separate medical records and CARAT files are kept.

3.10
Patients must be made aware that the information they give may be recorded, may be shared with their consent, in order to provide them with care, and may be used to support clinical audit and other work to monitor the quality of care provided.  In order to inform patients properly, clinical staff must:

· check where practicable that information leaflets on patient confidentiality and information disclosure have been read and understood;

· make clear to patients when information is recorded or health records are accessed;

· make clear to patients when they are or will be disclosing information with others; 

· check that patients are aware of the choices available to them in respect of how their information may be disclosed and used;

· answer any queries personally or direct the patient to others who can answer their questions or other sources of information; and

· respect the rights of patients and facilitate them in exercising their right to have access to their health records.

3.11
There is a range of statutory provisions that influence the way in which patient information is used or disclosed.  Details of these can be found on the Department of Health website at http://www.doh.gov.uk/ipu/confiden .

3.12
The key principle of the common law of confidentiality is that information confided should not be used or disclosed further, except as originally understood by the confider, or with their subsequent permission.

3.13
Data Protection Act 1998 imposes constraints on the processing of personal information in relation to living individuals.  It identifies eight data protection principles that set out standards for information handling.  In the context of confidentiality, the most significant principles are:

· the first, which requires processing to be fair and lawful and imposes other restrictions;

· the second, which requires personal data to be processed for one or more specified and lawful purposes; and 

· the seventh, which requires personal data to be protected against unauthorised or unlawful processing and against accidental loss, destruction or damage.

3.14
Within the Human Rights Act 1998 there is a requirement that actions that interfere with the right to respect for private and family life (e.g. disclosing confidential information) must also be justified as being necessary to support legitimate aims and be proportionate to the need.  Current understanding is that compliance with the Data Protection Act 1998 and the common law of confidentiality should satisfy Human Rights requirements.  All healthcare workers have a duty to pass on information that involves issues of patient safety, vulnerability or immediate risk to self or others to relevant staff, wherever possible, firstly ascertaining the person’s consent to share this information.  In situations where the individual’s safety is compromised but they are unable or unwilling to give consent then health professionals have a duty of care and the relevant information may be disclosed.

Dept of Health (2003) 33837/NHS Code of Practice: Confidentiality, Dept of Health Publications www.doh.gov.uk/ipu/confiden provides detailed guidance.

Consent from younger persons in prison

3.15
For people to have the capacity to give informed consent to a clinical intervention, they must be able to comprehend and retain the information that is material to their decision.  They must be advised of the consequences of both having and not having the intervention in question, and have the time and capacity to use and weigh this information in the decision-making process.

3.16
A person with ‘parental responsibility’ for a child or young person (see DH 2002) retains the right to give consent on their behalf until their 18th birthday.  However, children and young people also require the right to consent for themselves as they get older.  This means that in some circumstances, both the child/young person and a person with parental responsibility are in a position to give consent.

3.17
The courts held that children under 16 who have “sufficient understanding and intelligence to enable them to understand fully what is proposed” will have the capacity to consent to that intervention.

From 28145/Seeking Consent: Working with People in Prison, Department of Health 2002, DH Publications.  www.dh.gov.uk/consent 
4.  Differential Need

4.1
Where epidemiological data indicate a heightened risk, for example, particular patterns of drug misuse or patterns of suicide/self-harm, this must be reflected fully in the assessment and monitoring frameworks.

4.2
For example, female prisoners are seven-times more likely to self-harm than males – women make up 7% of the prison population but account for 50% of all reported incidents.

4.3 Withdrawal from misuse of stimulant drugs can be accompanied by the onset of depression.  This may serve also to exacerbate pre-existing mental health conditions.  Particular attention therefore must be given to the risk of suicide/self-harm amongst the stimulant misusing population.

5.
Dual Diagnosis

5.1
‘Dual Diagnosis’ covers a wide range of problems that have both mental health and substance misuse in common.   The relationship between drug misuse and mental health is complex.  Drug misuse might in itself cause mental health problems or potentate pre-existing problems.  Pre-existing mental health problems in-turn may exacerbate the effects of drug misuse.  

5.2
The mental health team must take the lead with any prisoner with a serious mental health problem in order to avoid dual diagnosis patients slipping through the treatment system.  This is a statutory part of the Care Programme Approach.  A parallel approach to Dual Diagnosis is the recommended approach.  This involves the provision of care by more than one treatment service at the same time.  This will require a good working relationship to be formed by the various parties who are involved in the care of prisoners with Dual Diagnosis needs. Appropriate local protocols must be in place to ensure that this system can be put into operation.  This is the joint responsibility of the involved parties and must ensure that local practices and systems are respected. Consideration should also be given to joint training between relevant treatment services.  It is also essential to bear in mind that those with Dual Diagnosis needs may have a higher then average risk of suicide. Care of offenders must be planned with this vulnerability in mind. A Guide for the Management of Dual Diagnosis for Male Prisons in England and Wales is being developed by Prison Health and should be referred to when made available.

6.
Monitoring of prisoner well-being

The mental and emotional state of a prisoner should be regularly monitored especially when there is a history of self-harming or suicidal behaviour or mental health difficulties.

6.1
Responsiveness to drug treatment will vary considerably and on occasion prisoners may find engaging in treatment very challenging. Treatment can often open new ways of thinking as well as reflection on past actions and behaviours. It is important that treatment providers are fully aware of the impact of treatment and the challenges it might evoke for the client.  Treatment providers have a considerable degree of responsibility for the general well-being of prisoners engaged in treatment.

6.2
Great pressure on individuals is likely to arise from detoxification programmes and intensive drug treatment programmes.  But not exclusively so.  For example, CARAT 1:1 and group work sessions could create similar pressures.  The period following abstinence from drugs can be a time of higher risk.

6.3
It is essential that staff talk and listen to the individual regularly about how they are feeling and what is happening in their lives.  All staff must be aware of what they should do and who to contact if an individual appears to be feeling more depressed or suicidal or where there are significant changes in patterns of behaviour.  

6.4
Drug treatment managers should on a weekly basis review with treatment staff any concerns about self-harm/suicide for those currently engaged in treatment and ensure that all appropriate action has been taken.  Records should be kept of concerns identified and all onward referrals made.

6.5
In recognition of the suicide risk associated with drug misuse, treatment providers should ensure that they and their staff play a full part in the establishment’s risk management strategy by:

· Treatment providers should ensure that their staff have received training on the F2052SH (ACCT) system and be able to follow the procedures when they feel a prisoner is at risk of self-harm or suicide;

· The treatment manager or representative from the establishment drug strategy unit should attend the suicide prevention team meetings;

· Non-clinical service providers (CARATs) should establish clear information sharing protocols with all relevant staff and in particular clinical staff.  Of particular concern is the vulnerability of prisoners who are not receiving a 

chemical detoxification (such as cocaine users).  This group should be identified as soon as possible on reception and CARATs services informed in order for contact to be made in the first few days

6.6
When working with individual prisoners that may be at risk of self-harm and/or suicide:

· If a prisoner receiving treatment is on an open F2052SH the treatment provider must ensure the case reviews are attended and contribute as necessary; 

· On transfer, information must be relayed by the CARAT to the CARAT team in the receiving establishment about the F2052SH ‘status’ of the prisoner (this is in addition to the establishment’s own guidelines for transfer of information); and

· On release, information should be shared with community services if there are concerns regarding the risk to the offender and care plan should accompany the offender wherever possible.

6.7
The treatment manager or representative from the establishment drug strategy unit should attend violence reduction strategy meetings or otherwise contribute to the establishment’s violence reduction strategy.

Clinical Services

6.8 PSO 3550 regulates that:

· ‘Observation by trained and experienced staff, especially in the first 72 hours of treatment, recorded on documentation kept with prescription chart/IMR [patient’s clinical record] to permit the recording of regular observations; and

· If it is not possible for detoxification to be undertaken exclusively in HCC [Healthcare Centre], a protocol for sharing information, having obtained prisoners informed consent, with wing staff must be in place’.

7.
Advice and support for prisoners engaged in drug treatment

Prisoners should be made fully aware of the sources of support available to them from outside drug treatment services so that they can also utilise if they are experiencing stress or trauma as a result of treatment.

7.1
Prisoners must be encouraged to seek help and support from outside of treatment. It is vital that the prisoner feels that there are wider avenues of assistance and that he/she is free to seek this help if they so need it. As such, a culture of openness and support should be fostered between services.  Discussions with prisoners suggest that having ‘someone to talk to’ and ‘something to do’ is important in reducing or managing self-harm. (Safer Custody Group). 

7.2
Annex A contains information that should be promoted at establishments and should be seen as a minimum requirement. This should be made available to individuals (through a leaflet) entering any drug treatment service. It should be clearly displayed in areas such as group rooms and on the wings. CARATs staff should make this available when making initial contact and carrying out assessments. Programme staff should reiterate this when beginning the course, and continue to raise awareness for the duration, in particular when sessions are emotive (eg…life maps).

Annex A

Support for prisoners engaged in drug treatment.
Engaging in Drug Treatment can be very challenging. Not only might you be coming to terms with a reduction in your drug use and the physical and psychological effects of this but you might also find some of the issues raised of great concern. For example; it might be your first time in treatment or you might be finding a particular session in a programme upsetting due to personal circumstances. 

People cope with difficulties in their lives in a number of ways and there are options available to you. 

Staff working in drug treatment (CARATs workers, Rehabilitation Programme facilitators etc…..) are there to help you and you may wish to discuss you concerns with them, however, they are not the only options available to you and you may not always feel that you can speak to them.

If you are finding drug treatment difficult or you need some support with some of the issues raised during your treatment you might want to consider the following;

Where to go for support

You might find it hard to speak to others about your feelings and emotions. But it is worth making that first step. Once you get to know and trust someone, you will begin to feel that you can share some of your thoughts and feelings.

Below is a list of groups, services and people you can approach for help.

· Your Personal Officer (Landing staff)
· Samaritans (Usually by phone 24 hours a day – Just ask the Landing staff to get it for you)

· Listeners (Most prisons now have a 24-hour Listeners Scheme – Just ask your Landing staff and they will arrange access)

· Buddy Suite (Some prisons have a buddy suite, which you can share with 1 or 2 Listeners, so you are safe and can talk about things)

· Insiders (Some prisons have Insiders Schemes with trained prisoners who meet and greet you when you first arrive at the prison)

· Suicide Prevention Coordinator (All prisons have a designated Officer who oversees care for prisoners who are identified as being at risk of either self-harm and/or suicide – Just ask your Landing staff who this is and ask to see them)

· Health Care – the need to take prescribed medication does not prevent you from engaging fully in drug treatment
· Self-Harm Support Group (Only in some prisons)

· In-Reach Team / External therapists (Ask your Landing staff to refer you, or speak with a member of the Health Care staff)

· Chaplaincy Team
· Alternatively you might want to approach another prisoner who is experiencing similar difficulties so that you can support each other.

Getting help from others will help you to start helping yourself. These services are there to help you so you should use them and please don’t feel that you have to cope in silence.

 How to help yourself
It is important you know that many of us who have difficulties, do eventually leave them behind.

Activities, which can sometimes help us, are:

· Talking through your feelings 

· Drawing, painting or writing

· Physical activity 

· Keeping a diary to record your thoughts and feelings

· Work – you can get yourself into a workshop 

· Getting some fresh air during exercise period.
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