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The Royal College of Psychiatrists – NI Division

Response to NI Executive’s Consultation on Bamford

The Royal College of Psychiatrists welcomes the opportunity to respond to the Response of the Northern Ireland Executive to the Bamford Review.

The College, along with many other stakeholders, played an active role in the Review and is aware of the high expectations right across the mental health community that there will be political and financial support for the development of a high quality services.

We are aware that Department of Health officials have been working hard to improve mental health and learning disability services, but face difficult financial challenges and in this document are only in a position to outline the next three years of an estimated 15 year programme

The acknowledgement on page 12 that the available funding will not come anywhere near to the figure proposed by Bamford is deeply disappointing, and does undermine the prospect of achieving many of the very worthy proposals put forward by the Executive.

Resources are inevitably limited, and there are always competing demands.  However the thinking that led to the setting up of Bamford in 2002 was that both mental health and  learning disability are  areas which have long experienced stigma and under funding, and that a very significant boost was required to create  services fit for the twenty first century.  The Royal College remains resolutely committed to implementing the Bamford vision.  We hope the Executive will see its way to facilitating the realisation of the extraordinary work of the late Professor David Bamford. 

The Response of the Executive observes that people with mental health problems and people with learning disability are two distinct groups of people with different service needs, of different duration. It also notes some overlap. In both of these respects the learning disability part of the response is particularly disappointing. Learning Disability shares 8 pages of this response with Autism, which has since had a major separate review and a separate action plan. Other jurisdictions have had major separate reviews for LD policy and services, and it appears in retrospect, despite best efforts of those involved in the Bamford Review, that people with Learning Disability are now badly served by the process of this response. In addition, those people with both learning disability and mental health problems, who might have been best served by the joint access provision are sadly missing from both sections.

Q1. Chapter 2 sets out a vision statement for delivery of services for people with a mental health problem or a learning disability.

Is this statement acceptable? 



Yes 

If not, what needs to be changed in it?

The vision gives a clear view of the direction for the future for mental health services. It does not appear to include learning disability.  The aspiration that by 2014 noone will have a hospital as their permanent address, though often stated, is difficult to achieve.  If hospitals are not to continue to provide the long term care that a small proportion of those with MH and LD needs require it is crucially important that this care is provided in alternative appropriate settings, with appropriate staffing and support. The current range of community provision fails to meet this need and requires significant development in terms of staffing, facility and mindset if we are to avoid the negative consequences seen in other jurisdictions.  In addition for some older people with dementia who are severely impaired and have challenging behaviours, current provision is far short of their needs and leads to longer hospital stays.

As will be indicated later, in its response to Chapter 7, the College is not supportive of the proposal (p.27) to bring into effect two separate pieces of legislation in 2011 and 2014.

We welcome the proposal (p.4) for people with specialist mental health needs to ‘have better services developed for them and where possible, fewer people will be sent outside NI for treatment’. However, given the number of areas in which Northern Ireland does lack specialised services, and noting the relatively limited new funding available, the College has concerns that this worthy goal will not be fully achieved.

The College acknowledges the encouragement of the independent sector to play an active part in service delivery. It is however, imperative that there is proper ‘joined-up working’ rather than fragmentation into parallel systems, which can only disrupt the development of truly seamless services, and create communication and governance problems.

We warmly welcome the commitment to ‘better access to a range of evidence based psychological therapies’ (psychotherapies) (p.4).

The College strongly supports the commitment that people admitted to hospital should stay only as long as necessary. Clearly, the corollary is that a range of community facilities and intensive support services must be developed as a priority if this is to be achieved for both mental health and learning disability services.

Q2. Chapter 3 deals with human rights, equality of opportunity, social inclusion.

Do you agree that the proposed programme to promote social inclusion is needed? 


       


Yes 

If not, why not?

The College welcomes the commitment to person–centred care and endorses the crucial importance of the role of service users and carers in all aspects of policy and care. 

We agree that, regrettably, stigma remains a reality. Indeed while progress has been made in some areas, there is some evidence that attitudes towards mental illness are becoming more negative.  

The College has expressed a concern that the intensity of the current focus of both Government and the media upon ‘risk’ has the potential to stigmatise users of mental health services and may already be discouraging people from coming forward for treatment.

Q3. Chapter 4 summarises current health and social care funding for mental health and learning disability services and proposes targets for the proportion of this which should be spent on community services.

Is this the right balance? 



       
Yes 

If not, what should the balance be?
Psychiatrists have long been committed to providing care for people in the least restrictive environment possible.  Psychiatrists strongly advocate that patients should be supported to live in the community, rather than remaining too long in hospital. 

The response makes proposals for redressing the balance between hospital and community services and proposes by 2011/12, 60% of Health and Social Care spend on mental health services and at least 80% of spend on learning disability services should remain on community services. This is ambitious given the limited additional funding to develop community services.  (It must also be stated that the division of expenditure between hospital and community is not exact and often rests with individual decisions on what proportion of a staff member’s day is in a particular place, with the default being the hospital.  This leads to an overestimation of hospital expenditure).

The targets to reduce mental heath hospital spending to 40% and maintain learning disability to 20% are inevitably somewhat arbitrary. However, provided that appropriate facilities and services are made available and that patients can be safely and well looked after, then a planned and graduated reduction in reliance on hospital provision is the direction that Bamford has set and which we support.  It is important that services remain needs led and should still be required to make adequate provision of acute and specialist beds when clearly needed.

The response highlights some of the demographic and service challenges which are likely to impact over the next decade and the associated funding availability.  Whilst the response notes that the speed of change will depend to a large extent on the availability of additional resources, the College finds the additional funding being made available for Mental Health through CSR needs clarification.  We find it difficult to reconcile ministerial prioritization on Mental Health with an apparent comparative under-investment of CSR.  Whilst 2005/06 figures for mental health represent 8% of the total Trust spend, Mental Health seems to represent only 5% of the additional investment of CSR.  This under-investment through CSR leads to a further decline in the relative financing of Mental Health and might be seen as lack of central commitment and further institutional neglect of Mental Health. We would appreciate further explanation about this complex issue of CSR allocation.

Q4. Chapter 5 describes the groups that have been or will be established to help deliver the Bamford vision across Government.

Are these acceptable?





Yes 

If not, what changes do you want to see to these arrangements?

The College welcomes the active involvement of the large number of Executive Departments which have an impact upon mental health. The inter-departmental Ministerial Group on Mental Health and Learning Disability and the Inter-Departmental Implementation Group will have a vital role to play in bringing forward the Bamford proposals. (p.15).

Q5. In particular, are the proposals to establish a Bamford Monitoring Group acceptable? 



Yes 

If not, what arrangements do you want to see to ensure that Government is challenged by stakeholders?

The College finds acceptable the development of the Bamford Monitoring Group with an ‘independent challenge function’.  It is vital that there is appropriate user and carer involvement.  The College is strongly of the view that the Group should include professional representation also. The successful implementation of major strategies is best served by involving all key stakeholders. Partnership, inclusion and close communication are essential to bring about better outcomes.  

The same principles of partnership, inclusion and communication apply to the Health and Social Care Task Force.

Q6. Chapter 6 describes the work proposed to update the cross-Departmental strategy and action plan for promoting mental health.

Are these acceptable?




 
Yes 

If not, what changes do you want to see?

The College strongly agrees that work with children and young people is a priority with regard to health promotion and early intervention.

While we welcome the commitment to ‘raising awareness and reducing discrimination’ (p. 20) there is little detail as to how this might be progressed. This is an area which requires the active involvement of a range of Departments and a focus by the OFM/DFM would greatly enhance real potential for change.

The NHS, as an employer and provider of services, should take the lead in reducing discrimination against people with mental health problems and learning disabilities, and promote human rights.

Q7. Chapter 7 describes the work proposed to develop new mental health law and capacity law within a common framework.

Are these acceptable? 





/ No

If not, what changes do you want to see?

The Royal College of Psychiatrists fully supports both the principles based approach to legislative reform and the specific and comprehensive principles proposed by the Bamford Review.

We warmly welcome the Northern Ireland Executive’s commitment to an overarching statement of principles to apply to all legislative provisions.  We are concerned that these should be the right principles for Northern Ireland.  The Bamford process was very inclusive of all stakeholders, especially users of services, carers and professional staff. The Bamford principles were carefully developed in this context following a process of wide consultation. They became the main uniting platform for stakeholders in what is acknowledged to be a divisive field of opinion. We consider it is critical for the successful acceptance of new proposals that these Bamford principles should be accepted and form the basis to underpin new legislation.

We are concerned that the Executive does not appear to have fully grasped the significance of the Bamford vision as the Executive has attributed key recommendations to the Bamford report which differ substantially from those contained in the original report. The key recommendations of Bamford begin with 

1 A single comprehensive legislative framework…… through the introduction of provisions for all persons who require substitute decision making  

2 ……based on agreed principles explicitly stated in the legislation

They do not, for example, refer to substantial amendment of the 1986 Order.  It will be very important to be sure that there is a clear and shared understanding of the developments that are being proposed in this complex field.

The proposed introduction of mental capacity provisions is welcome and in our opinion, overdue. We are dismayed at both the proposed sequence and the timescale for the introduction of new legislation.  The Executive appears to have shifted significantly from the Bamford recommendations before even delineating its own proposals.  While the College acknowledges that there may be practical constraints on how the proposals are translated into legislation, we believe that the intrinsic link between the provisions would be best recognied and maintained by ensuring that mental capacity provisions are introduced either at the same time or even before mental health provisions. 

We look forward to commenting on the proposed legislative framework document where we expect to find more detail. We urge the continued engagement with this College and with the service user and carer bodies which proved so valuable in the Bamford process.  In addition we advocate early research on using the new legislative models - this was one of the Bamford recommendations and would inform Codes of Practice..

Finally, we must reiterate our serious concerns at this stage. In our view the proposal to first amend the 1986 Order and then start the work to introduce the mental capacity legislation three years later is likely to have a negative, rather than positive impact.  Many of the rights of patients and developments in practice are underpinned by the mental capacity approach.  The same principles should apply to making decisions in relation to physical and mental health thus helping reduce the stigma attached to mental health legislation. We strongly urge you to reconsider the sequence as above and to adopt a framework based on the Bamford principles.

Q8. Chapter 8 identifies a range of issues that need to be addressed within the health and social care sector to deliver the Bamford vision.

Are these issues acceptable? 




Yes 

Are there any other issues which should be added?

The College totally supports the aim of helping people with mental illness to live as full a life as possible and promote Recovery.  We believe that Home Treatment Services can avert some hospital admissions and facilitate early discharge.  However, it is important to emphasise there are and will remain a significant number of patients who cannot be managed at home and will require hospital admission.  It is imperative that for these individuals the hospital physical environment is of high quality and that wards have sufficient staff from a range of disciplines providing an appropriate range of therapies. 

The target of a 10% reduction and eventually 100% in the number of long stay patients is noted. It is important to understand that in reality, hospital facilities have evolved to provide a challenging behaviour/low secure function for individuals with complex needs and severe illness. The transfer of this type of facility to a community setting will require a substantial development of well-staffed and supported community facilities. Unfortunately the document gives no indication of any definite plans to enable this significant shift to take place and, in the context of relatively limited funding, it is not obvious how this will be delivered.  It is important that services are needs-led and not rhetoric led.

We welcome the commitment to see all patients being discharged within 90 days of a decision to discharge.  There are many people who would currently fall into this category.  However, there are no definite proposals about what specific resources  the Trusts might need, and no clear vision of the type of service reconfiguration required   to implement this recommendation.  

Our members will continue to participate actively in developing a Service Framework.

The College welcomes the review of inpatient services.  Many units need improvement in their physical environment and compare unfavourably with the quality of environment for medical and surgical patients.

We welcome the workforce planning study.  In mental health there are relatively low costs for equipment compared to other specialties and the greatest therapeutic tool is a well-trained and motivated staff member.  Many staff have undertaken specialist psychotherapy training and it will be important to establish posts where the maximum benefit for patients can be achieved using these specialist skills.

The College welcomes the commitment to developing improved I.T. systems.  Hopefully the changes under RPA will lead to a more coherent system than has been possible in the past.

Q9. Chapter 8 identifies the need to agree common care pathways for people accessing the range of mental health and learning disability services.

Do you agree that this is needed? 



Yes 

If not, what should be done to address the problem?

Q10. Chapter 9 identifies a range of issues that are being or will be addressed to improve services for people with a learning disability.

Are these acceptable? 





Yes 

Are there any other issues which should be added?

General Comment

The original Equal Lives Document gave 74 detailed recommendations looking at all aspects of the lives of people with learning disability.  The response document is noticeably less detailed and does not give much new detail over and above that already in the public domain.

Unfortunately it gives the impression that learning disability is not going to receive the focus and emphasis it needs to develop.

Learning Disability Chapter

· Children and Young People - It is not clear how children with a learning disability are going to be represented on the Ministerial Sub-Committee.

· Supporting Families - Again we would wish to be reassured how exactly the needs of children with learning disabilities were represented during the preparation of this draft strategy.

· The review of special educational needs is welcomed.  Elsewhere in the document it is mentioned that there has been a 42% rise in the number of children statemented since 2000.  This large rise gives a clear indication of the scale of the problem also faced by health and social services in terms of providing for these children now and in the future.

· It is hoped the review of speech and language therapy provision will lead to more Speech Therapists on the ground as quickly as possible as this is one of the most scarce resources at present.  Enabling a person with learning disability to communicate better brings many benefits both directly and indirectly.

· Transitions to Adulthood - Funding is welcomed, but inadequate given the projected numbers of children.

· Day Opportunities - Increased diversity away from day centres gives extra choice but day centres did provide a good service to many clients.

Any change in the benefit system which encourages therapeutic work is a good idea.

· Physical Health - The enhanced service for learning disability through GP practices is a good step forward but the timescales for implementation are not clear.

· Respite - Extra respite packages welcomed but probably not enough for demand.  No mention of packages which are at the moment inadequate.

· Resettlement in the Community - Apart from the 8 bedded unit no other residential options for children have yet been funded.  To move children off hospital sites other proposals for residential care (as opposed to assessment and treatment) will also need to be fast tracked.

· Resettlement for adults in learning disability hospitals has an extremely inadequate budget attached.  The stated targets for discharge cannot be met without funding and for many are dependant on the development of specialist support services.


· Only one line in the document refers to “improved community services”.  This        section would need much more elaboration and enhancement, as the success of this    ambition will affect whether all the other targets can be met.

· Supported Living - No specific comment to make.

· Sections on Autism very brief although acknowledged there will be independent review.

The placing of the section on Autism within the learning disability chapter is surprising as it is now acknowledged there are more people with Autism who have not got a learning disability than those who have.

Important Areas not in the document

· The development of community infrastructure to support both the enhancement of services and the retraction of hospitals.  Especially with respect to mental health services (including children with learning disability).

· An acknowledgment of the increasing numbers of people projected to be in need of future services including the elderly and their special needs.

Q11. Chapter 10 identifies a range of issues that are being or will be addressed to improve services for adults with mental health problems.

Are these acceptable? 





Yes 

Are there any other issues which should be added?

The College notes (p. 47) the statement that ‘Home-based treatment and care should be the norm’.  There has been significant development in this area  since 2004 throughout the local Mental Health Services. 

However, it must be stated that the current focus upon risk, is inevitably acting as an impediment to treating more patients outside hospital. Risk can never be eliminated, and shifting care and funding very significantly from hospital to community will mean a major reduction in the capacity to ‘supervise’ patients.   Psychiatrists are keen to manage patients in the least restrictive environment possible; however when services perceive the development of an increasing “culture of blame”  after adverse outcomes, even when there is no evidence of any association of the incident with poor quality care, then it is not surprising that  services are sometimes under pressure to err on the side of caution and keep people longer in hospital.

The College welcomes the commitment to reducing the waiting time for defined psychological therapies, but remains unsure as to how the target will be attained by April 2009.  The term ‘psychological therapies’ appears to relate to three broad areas:

1. Basic counselling;

2. Treatment provided by psychologists; 

3. Specific or defined evidence-based psychotherapies which are provided by staff from a range of disciplines. 

For the most ill people, counselling will certainly not be sufficient.  There is a clear and urgent need to identify in the workforce survey the level of skills of staff. Many accredited psychotherapists are still working in generic posts. To meet the April 2009 target it is likely to be essential to provide the opportunity for those staff who are suitably qualified to work as specialist psychotherapists. Arrangements must also be made to provide training for the extra staff who will be required. 

Cognitive behaviour therapy (CBT) is an excellent, evidence based psychotherapy for many patients.  However, there are other evidence based psychotherapies and it is important that patients across Northern Ireland have access to the full range of treatments including psychodynamic, systemic and the integrative therapies.

The College welcomes the commitment to achieving staffing levels of 30 and then 50 per 100,000. However, given the current low base and funding constraints, it seems that much proactive workforce planning will be required to make this happen.  

The College believes that if fully resourced Home Treatment Teams are established in each of the five Trust areas it will be possible to meet and perhaps surpass the target of a 10% reduction in admissions by 2011.  

The document quotes Bamford (p. 52) as recommending a move towards smaller inpatient units and a ‘network of step-up and step-down facilities….which would reduce inappropriate acute admissions’. Since the Bamford recommendations and following RPA, the provider landscape has evolved. It seems likely that in some areas there will be amalgamations of in-patient facilities. College members will continue to work with the five Trusts to develop the optimum configuration of acute services in each area.

As indicated in the answer to Q 8 the College sees the target of discharge of all long term patients by 2014 as an ambitious goal. It is not clear from the document if this target will include people with brain injury, a forensic history and challenging behaviour. Many of the remaining beds referred to as ‘long stay’ have evolved into facilities with a ’low secure/challenging behaviour’ type of function.

The College is disappointed that the document has so little to say about Psychiatric Liaison services in General Hospitals.  The A&E departments see large numbers of people who self-harm across Northern Ireland.  The provision of Liaison psychiatry is very limited.  Given that suicide prevention is a key area of strategy for the DHSS&PS it is perplexing that this vital area does not attract any real commitment other than a review in 2010.

We welcome the commitment given to address the development of specialist services for Personality disorder, Aspergers syndrome, Perinatal mental health, Acquired brain injury, the Deaf, people who have experienced psychological trauma and those with Psycho-sexual needs.  There needs to be some mention of people with a learning disability being enabled to access these specialist services also if the equality agenda for this group is to be fully addressed.
Q12. Chapter 11 identifies a range of issues that are being or will be addressed to improve services for children and young people with mental health problems.
Are these acceptable? 





Yes 

Are there any other issues which should be added?

The College welcomes the importance this review places on early intervention and prevention in relation to children and young people with mental health difficulties.  They also support the holistic approach taken in this document in relation to these disorders.  

Integrating services to include Children and Young People up to their 18th birthday is welcomed, as it begins to view service delivery systems in relation to children and young people throughout the whole region in a unitary manner.  Flexibility in terms of the 18th birthday cut-off is equally welcomed as it ensures that the mental health needs of the young person is the key driver for positioning that young person within either an adolescent or adult mental health system. This theme is also articulated in relation to the Regional Child Psychiatric Units and Adolescent Psychiatric Units, both in existence and being planned.  We support the drive towards agreeing common referral protocols and care pathways both in relation to referral to CAMHS and transfer to adult mental health teams within the community.  We welcome the emphasis on the development of crisis assessment and intervention services across Northern Ireland.  

Of concern in this document is the belief that services will be expanded over time “as resources permit”.  There is no commitment to enhanced resourcing of community child and adolescent mental health services with no funding stream identified.  Within the document there is an assumption that additional services will be provided from existing resources. Given the higher percentage of children under the age of 18 in Northern Ireland and the increased incidence of mental health difficulties by virtue of Northern Ireland’s unique position in terms of the “troubles” and deprivation, it is disappointing that enhanced funding has not been made central in the Committee’s response.  Northern Ireland spends between 2.9% and 5% of the Adult Mental Health budget on Child and Adolescent Services in contrast to closer to 10% being spent in the rest of the UK.

The needs of children and young people in the Looked After Children (LACs) should be considered.  Of concern is the fact that they have a higher morbidity in terms of psychiatric disorders and greater co-morbidity.  There is no mention of children and young people who self harm and of those who die by their own hand, with the needs of their carers clearly not mentioned.  The Suicide Intervention Strategy emphasises the importance of early intervention for young people at risk to prevent more serious disorder.  

Of equal concern is the absence of reference to early intervention in psychosis services in the comments in either the Adult or Child and Adolescent sections.  This specialist area of work is highlighted in both the Adult and CAMHS Bamford Reports. 

In the Forensic section of the report, no mention has been made of the need for Forensic Services for Adolescents.  This was addressed in the Bamford Report and is a growing priority area, (often commented upon by the Judiciary) and cannot be left to Generic Tier 3 or Tier 4 CAMHS services.  A small regional specialist service is a priority.  

The twin themes of Bamford were:-

1. the funding of a comprehensive child and adolescent mental health service, allied to

2. the training, recruitment and retention of staff.

It would be important to emphasize the training and retention of staff, key elements in ensuring a quality service for children and young people.

Bamford also highlighted the importance of the development of services at Tiers 1 and 2 to ensure that Tier 3 (Specialist CAMHS) would not be over-whelmed by referrals.  Again it would be important to highlight the need to fund and expand Tiers 1 & 2.

Q13. Chapter 12 identifies a range of issues that are being or will be addressed to improve services for older people with mental health problems or dementia.

Are these acceptable?





 Yes

Are there any other issues which should be added?

The faculty is disappointed with the response to the needs of older people.  Whilst the response aspires to significant service change only limited change and developments are proposed.

The needs of younger people with dementia is mentioned but not addressed.

There is an urgent need to establish an accurate estimate of need/numbers for this group and establish appropriate services. The needs of this group differs markedly from those presenting in their later life.

Liaison POA services should have been prioritised to promote care, autonomy and choice for older people with MH and dementia while in DGH.

The needs of older people with MH and dementia for inpatient services should not be solely viewed in the context of MH services but should also consider DGH linkages.

The response fails to take account of the growing need for a wider range of service provision and types of provision in RA and nursing homes.

Q14. Chapter 13 identifies a range of issues that are being or will be addressed to improve services for people with mental health problems and addiction problems.

Are these acceptable? 





Yes 

Are there any other issues which should be added?

The College supports the promotion of a unified approach on assessments and outcome measures for substance misuse patients.  We also support the NTA four-tier model with the incorporation of rehabilitation services for substance misuse patients.  It is also important that particular attention is given to the workforce provision needed to provide for the vulnerable patient groups acknowledged in the response i.e., older people, criminal justice system, pregnant substance abusers and the homeless and young people.  

Regarding the medium and longer term outcomes of substitute prescribing, there are a number of areas which require specific attention.  Waiting lists for opiate substitution are developing in some Trusts in the Province.  The nature of opiate substitution is that, over time increasing cohorts of individuals on opiate substitution accumulate.  It is inevitable that this will demand increasing resources for opiate substitution prescribing.  The funding source for this requires clarity and stability.  In addition there is concern among clinicians that the longer term strategy for opiate substitution requires reflection and periodic review.  It is very likely that the numbers of individuals on these programmes will continue to grow from the zero starting point prior to 2004 and the advent of opiate substitution in Northern Ireland.  Clinicians are mindful of the situations developing in other jurisdiction e.g., Scotland, where there is an estimated 22,000 individuals on opiate substation giving major cause for concern in the community and Health Executive there regarding strategy in this area.

In regard to alcohol liaison services, the College strongly supports the establishment of nursing posts in this sub-specialty in all acute hospitals in Northern Ireland.  

We strongly support the Health Promotion target of reducing binge drinking in N. Ireland.  We acknowledge that success in this target is most likely to be influenced by difficult political and policy decisions regarding the availability and pricing of alcohol.

We also support the Health Promotion and educational initiatives directed at reducing the incidence of illicit drug taking.  We think it is also important to point out that harm reduction initiatives are also unlikely to reduce the incidence of drug taking as the principle in these initiatives are that of safety when illicit drugs are being taken.

We welcome the proposal for link workers between Learning Disability and Addiction Services; local services will look forward to working with these link workers when they are established.

Q15. Chapter 14 identifies a range of issues that are being or will be addressed to improve forensic mental health services.

Are these acceptable? 





Yes 

Are there any other issues which should be added?

The Forensic Faculty welcomes the determination by the Department that respect for the autonomy of the individual, justice and fairness should apply to all individuals within the Jurisdiction with mental health needs and, as a corollary, the ‘destigmatisation’ of patients with a ‘forensic label’ should be significantly enhanced.

The Reed Review (DH & Home Office 1992) stated that the treatment of mentally disordered offenders should be in the community where possible but otherwise aimed at rehabilitation in the minimum necessary level of security, close to their homes or families.  Reed (1997) also concluded that the lack of suitable beds at lower levels of security would retard transfer of patients through the forensic psychiatric system and delay future admissions.  The Forensic Faculty welcomes that similar principles will apply to Northern Ireland.

Rehabilitation should begin as soon as possible after admission, regardless of the setting, whether it is a Prison Psychiatric Unit, Secure Hospital or Psychiatric Intensive Care Unit.   
Effective Forensic Psychiatric Rehabilitation utilises a range of medication, psychological therapies and psychosocial interventions combined with risk management techniques.
The Forensic Faculty welcomes the recognition that, for the successful management of patients with forensic needs, a range of structural supports are required from levels of higher therapeutic security through lower levels of security and into the community.  However, it is the Faculty’s view that such services should be as closely linked to and integrated with ‘generic’ mental health services so as to avoid both forensic patients and forensic practitioners being viewed as remote, overspecialised, esoteric and liable to deal only with individuals with violent propensities.

The Forensic Faculty welcomes the establishment of a ‘Forensic Network’ to oversee the establishment and successful operationalisation of Forensic Psychiatric and related Services.  However, the Faculty would have concerns that such a Network could inherently lack sufficient executive authority to action relevant recommendations suggested by members of the Network in attempting to assure prioritised good quality care for the individual, particularly where there are complex interface issues with respect to other healthcare and Criminal Justice Agencies.

The Forensic Faculty welcomes the recognition within the Bamford Review Response that individuals suffering from personality based difficulties should be able to access a range of appropriate services in keeping with individuals suffering from other forms of mental disorder and looks forward to considering the proposals contained within the proposed strategy document due to publication later this year.
Although the Faculty welcomes the sentiments, guiding principles and determination to achieve equality of care for all individuals suffering from mental disorder, we would also emphasise –

1. For many years Forensic Services have successfully operated in other regions within the U.K. As a corollary there is now a considerable evidence base available and much can be learned from the experiences of such Services.

2. Thus, although it is clearly important to ‘tailor’ Services to our own local situation, lengthy ‘needs analyses’ – which inevitably delay the establishment of new Services – are likely to be unnecessary in most instances and should thus be kept to a minimum.

3. That having regard to the lengthy training times required for specialised forensic practitioners – such as Forensic Psychologists and Forensic Psychotherapists – manpower issues should be given early and determined consideration by the Department if deficits to new Services provision is to be avoided.

Q17. Appendix 3 describes the outcome of the equality screening exercise. Do you think that the proposals outlined in the Executive’s response to the Bamford Review are likely to have any adverse impact on equality of opportunity or on good relations with regard to the Section 75 categories of people? 


 / No

If yes, please explain why and provide details of any qualitative or quantitative evidence.

Q18. If you believe there are likely to be adverse impacts on any of the Section 75 categories of people, can you suggest any ways in which they could be reduced or alleviated in the proposals? Yes / No

If yes, please enter suggestions here

Q19. Are you aware of any other equality implications likely to arise from the proposals?





  / No

If yes, please explain.

Q20. Are there any other comments you wish to make?
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