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Introduction  
Dr John O’Grady, Consultant Forensic Psychiatrist,  

Chair of the Quality Network Advisory Group  

Welcome to the 9th edition of the Quality Network for 

Forensic Mental Health Services newsletter.  The net-

work has now reached the end of what has been a 

successful third annual cycle, and is soon to embark 

on its 4th cycle.  The Annual Members’ Forum is 

planned to take place on 7th April 2009 with topics of 

the day including: the key findings from Cycle 3, an 

update from the Service User Experts, the network’s 

annual general meeting and a number of presenta-

tions from member units.    

 

Recruitment for the fourth cycle is well underway and 

we look forward to working with you over the coming 

year. We hope that participating in the Quality Net-

work is a useful and interesting process for all in-

volved.      
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Wathwood Hospital’s Horticultural Project: 
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Introducing the service: 
 
Over a decade ago Horticulture was intro-
duced as a means of extending the therapeu-
tic engagement of Service Users at Wath-
wood Hospital. The early concept (albeit not 
for long) remained faithful to the definition 
‘the science or art of cultivating fruits, vege-
tables and flowers’. The concept was to en-
gage Service Users innovatively, blur the role 
of staff and promote involvement through 
collaborative learning and working in a mean-
ingful way. The team succeeded in every 
way, indeed early feedback hinted that the 
benefits of horticulture were to be far greater 
than originally expected.  
 
Service Users involved readily expressed 
their enthusiasm reporting outcomes such as 
“I feel supported in gaining more confi-
dence”, “promotes your well being” “gives 
energy and an idea of what I can cope with, 

learnt not to take on too much” “feel satisfied 
from doing something good” “I don’t feel like 
a patient, I feel trusted by staff”. Staff in-
volved similarly reported that Service Users 
had developed not only their ability to com-
municate but in other matters of self efficacy 
including rising self confidence, positive 
means of coping, enhanced problem solving 
and empowerment.  
 
Although none of the initial team involved 
had any special ‘horticulture’ qualifications 
the project continued to develop and yield 
results. Seated areas and background music 
were introduced early on as a means of en-
couraging team members to socialise and 
share ideas whilst working helping to reach 
and maximise both individual and team po-
tential.  



 

Visit us online at www.rcpsych.ac.uk/QNFMHS  

April 2009 
Issue 9 

3 

 
A developing service: 
 
As funding was located the team engaged in formal training to enhance their 
knowledge and ability and thus to extend service provision they were given 
the contract to complete groundwork around the hospital site. The team 
were given the opportunity to design and develop their environment and a 
chance to apply newly acquired skills and knowledge in a safe manner. This 
marked the beginning of a rapidly expanding service which has continued to 

this day. Ideas for development followed the 
purchase of specialist farming machinery in-
cluding a tractor increasing efficiency and 
maximising the potential. A plan to construct 
a 9x9 metre automated greenhouse quickly 
followed. Once constructed within the secure 
perimeter this development meant that ser-
vices users without access beyond the secure 
perimeter could now become part of the 
team, this was a resounding success met 
with a huge amount of enthusiasm.  
 

Stepping outside: 
 
The time came when every inch of possible 
space within the hospital grounds was being 
used so the team  looked beyond and at-
tempted to extend the horticulture project 
outside of the hospital grounds. Liaison with 
the resident warden of a local sheltered 
housing facility for senior citizens provided 
just such an opportunity and the extension 
into the community was established with the 
bi-annual production of hanging baskets to 
be put up on every bungalow throughout the 
centre. The resident warden explained that 

“this meeting became the start of a great re-
lationship. The communication between pa-
tients and residents is tremendous and the 
project is an ideal opportunity for the pa-
tients to show the wider community the skills 
that the patients have achieved. As the years 
have passed, lots of patients have returned 
to the community. We lost friends, but hope 
we had a small part in their rehabilitation”. 
This positive working relationship enabled the 
team to cast the net wider and culminated in 
the development of links with a number of 
outside agencies with whom the horticulture 
team continue to work closely, including 
South Yorkshire Police Service and several 
local farms.  It is these relationships, and 
others now being developed, that have en-
abled the team to break down barriers and 
challenge stigma encountered by users of 
mental health services, particularly those ser-
vices that come with a secure or ‘forensic’ 
tag.  
 
 
 

From the beginning of the early community 
projects it was realised that participation in 
Horticulture should be formally recognised 
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and rewarded; in order to achieve this, the team registered on to an NVQ in 
horticulture and amenities. This saw the beginning of formally recognised 
training for the team, which soon included training in animal husbandry.  
 
New approaches and making the most of practice based approaches: 
 
As the new century unfolded and whilst engaged in animal welfare activities, 
Service Users within the team were noted by staff to be using a variety of 
integral interaction skills. In order to have a closer look at this evidence de-

highland cattle and kina pigs. These animals 
appeared more intimidating because of their 
size, manor and appearance. Service Users at 
this stage reported improved levels of confi-
dence and social acceptance. They further 
expressed that although something may ap-
pear intimidating, it often isn’t and reported 
being able to transfer this learning to people 
and situations that they may come across 
both within and outside of the hospital.  
 
 
 

Success:  
 
In the present day, the horticulture team at 
Wathwood Hospital no longer relate the term 
horticulture to ‘the science or art of cultivat-
ing fruits vegetables and flowers’, instead it 
denotes a far reaching concept more inclusive 
than the term suggests.  

 
The success of the horticultural service at 
Wathwood Hospital lies in it’s ethos of accep-
tance and empowerment of those who at-
tend.  The team work hard in fostering sup-

veloping in practice a piece of research into 
the use of animal assisted therapy within se-
cure environments was designed and con-
ducted. The method used was a series of 
structured telephone interviews with all fo-
rensic services in the UK who had a stated 
horticulture project of some kind. Results 
demonstrated that working with animals as a 
therapy was not a new theme. Further; that 
Horticulture enabled Service Users to develop 
both emotionally (improved social skills, self-
esteem, motivation to engage in therapies 
and self confidence) and practically 
(placements, college courses and community 
conservation work). Most identified benefits 
appeared to relate to self improvement (e.g. 
responsibility, improving self-esteem) rather 
than directly improving/maintaining mental 
health. However, no institutions reported an 
absence of benefits through horticultural pro-
jects, though it is not clear whether these 
benefits have longevity.  
 
Wathwood Hospital Horticulture Team took 
the results as affirmation of the idea to de-
velop the service further with the inclusion of 
small animals, such as rabbits and later, farm 
animals, highland cattle. This development 
was named AIM (animals in mind). The team 
developed and agreed a plan that individuals 
would work initially with small animals, 
gradually building up the depth and breadth 
of responsibilities taken on. At this stage indi-
viduals were observed to develop greater 
empathy, positive coping mechanisms, and 
caring skills as well as the practical aware-
ness of the environment. The team then 
worked with the larger animals including the 
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portive relationships and there is a strong emphasis on the value of pulling 
together and collaboration.  Within the team there is a tangible and appropri-
ate shift in the balance of power between Service Users and staff, a felt 
sense of ownership and acceptance apparent to all and the encouragement 
to grow as both an individual and a team. 
 
Moving forward, being all that it can be 
 

The team is keen to maintain progress, they be-
lieve their work is a tool by way of reaching the po-

tential of others, a means of garnering responsibility, developing self 
respect, self efficacy and empowerment. In order to continue to 
reach this goal they are happy to push into as yet new territory. 
Ideas for the future are many though some examples include the 
purchase of a small holding or plot of land at a distance from the 
hospital: widening the service by being able to maintain team mem-
ber input even after discharge from the hospital and expanding the 
work range to develop further skills, working with new machinery, 
providing a safe environment for different types of animals to state a 
few.     

 
 
 

Ashen Hill MSU: Activity Week 

The Secure and Forensic Services in Sussex 
Partnership Foundation Trust is made up of 
Ashen Hill, a 26 bedded medium secure unit 
incorporating male and female areas.  South-
view, Jupiter and Neptune providing a total of 
42 low secure beds. Rosslyn a 4 bedded hos-
tel and 12 specialist women’s community 
based beds. 
 
The summer activities week takes place 
every July. For one week the therapy pro-
gramme is suspended and is replaced by a 
range of summer activities. The initiative 
grew out of staff concern that residents did 
not have the opportunity to go away for a 
summer holiday.  They wanted to ensure ser-

vice users had the opportunity to experience 
the break from routine, chance to try some-
thing new and the rest and relaxation that a 
summer break can provide. 
 
The summer activity week is coordinated by 
the Secure Recovery Steering Group.  This is 
a multidisciplinary group, which is leading the 
incorporation of recovery principles within se-
cure services.  In order to acknowledge the 
specialist aspect of recovery in secure set-
tings we have elected to rename it Secure 
Recovery and have defined it as follows: 
 
Secure Recovery acknowledges the chal-
lenges of recovery from difficulties that lead 
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to offending behaviour.  This recognises that 
the careful management of risk is a neces-
sary aspect of recovery in our service but 
this can happen alongside working towards 
the restoration of a meaningful and satisfying 
life. 
 
The summer activities week was initially car-
ried out on Southview, the low secure unit in 
2004.  Since that time all of the units have 
become involved with the initiative.  It has 
become a highlight of the year proving popu-
lar and successful galvanising staff and ser-
vice users from across the service. 
 
All members of the multidisciplinary team are 
involved in planning and carrying out the so-
cial and recreational activities.  Each unit 
plans their own activity week based on the 
interests and skills of the residents and staff.  
There is some coordination between the units 
for some activities, for example football 
matches.  On one afternoon the same quiz is 
carried out on each unit.  Each unit has a 
winner and by comparing scores the overall 
winner for the service is found out. 
 
There is a mixture of on and off ward activi-
ties to ensure all service users have an op-
portunity to participate. A range of new ac-
tivities and challenges are introduced.  One 
year residents were given the opportunity to 
have a taster session of sailing, some resi-
dents have continued to have sailing lessons 
following this. Nursing and medical staff have 
made their specialty meals for the residents 
on the unit and the administration staff also 
host an event, a BBQ in a local nature spot. 
The activities week brings the service to-
gether as a community.   
 
Workshops are also carried out, specialists 
are invited to the unit, there have been art 
and drumming workshops which inject en-
ergy and novelty to the in patient units.  Last 
year the highlight was the erection of a mo-
bile climbing wall within the grounds for the 
afternoon.  This provided a new opportunity 

for the residents and staff, 
some have continued to 
use a climbing wall in the 
local area. 
The summer activities 
week is funded from the 
staff and patient endow-
ment fund.   

Apart from the recreational nature of the 
summer activity week there are a wide range 
of benefits that have been gained from it. 
 
It provides an important training opportunity 
for staff. They learn all the elements to plan-
ning and carrying out an activity, including 
careful and detailed risk assessment for the 
activity, planning transport, anticipating any 
practical difficulties that will arise from the 
activity itself including the mix of individuals 
participating and identifying finding ways of 
managing them.   
 
It provides the opportunity for service users 
to try out different, unusual and challenging 
activities to identify future interests.  Staff 
and residents can get to know each other on 
a different level, this provides opportunities 
for assessment and development of close 
working relationships.  The Arts Therapists 
used the opportunity to showcase work that 
had been carried out during the year with an 
art exhibition.  The Summer Activities week 
also provides a highlight to the year.  A point 
for staff and residents to look forward to. 
 
The success of the week relies on the com-
mitment and hard work of all the staff groups 
working together and bringing their personal 
and professional skills.   

 

Deborah Alred 

Senior Occupational Therapist 
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First Review Cycle 
of Reaside Clinic,  

Birmingham  

Reaside Clinic is part of Birmingham and Soli-
hull Mental Health Foundation Trust; it pro-
vides the Men’s Forensic Service to a catch-
ment area consisting of most of the West 
Midlands.  The Clinic has 90 beds including 
acute, intensive care and rehabilitation 
wards.  In addition there is a low secure unit, 
Hillis Lodge, occupying a separate site 
nearby.  Reaside is over 20 years old and in 
some aspects the building struggles to sup-
port modern standards of care and security.  
For example, ensuite rooms are not available.  
Previous reviews have highlighted shortcom-
ings of the building.  Since the Quality Net-
work peer-review took place in January con-
struction work has commenced on enhancing 
security to meet one of the standards not 
met, a 5.2 meter fence and to provide CCTV 
in our Family Visiting Room. 
 
Initially we felt a slight anxiety that the re-
view would expose some of our shortcom-
ings, putting us in a bad light.  However the 
experience of the peer-review was that it was 
a positive experience that should help facili-
tate further improvements in service and re-
inforced that in many ways we are providing 
a quality service. Recommendations in the 
peer-review will, we hope, be useful in dis-
cussion and negotiation with the commission-
ers. 
 

Completion of the self-review workbook prior 
to the peer-review visit was a useful team 
exercise providing information on the 3 units 
to be visited and the clinic as a whole.  The 
three units chosen were a 14 bed acute ward, 
a 12 bed rehabilitation ward and our 8 bed 
intensive care unit.  It highlighted that we 
needed a more robust system for compiling 
some information.  For example we were 
meeting the standard for response times to 
referrals however we were not monitoring 
this in a very systematic way.   Since the re-
view we have introduced a new system.  The 
information will now be readily available for 
future reviews and our own clinical govern-
ance processes. 
 
When the peer-review took place the clinic 
was praised for the extent of therapeutic en-
gagement with our residents.  Programmes 
of treatment were looked at in detail.  The 
Best Practice Guidance for Adult Medium Se-
cure Units states that patients should be of-
fered a minimum of 25 hours per week of 
therapeutic activity.  The Quality Network 
peer-review broke this down into meaningful 
components.  Individual treatment pro-
grammes included:  Occupational Therapy, 
psychological therapy, substance misuse 
therapy, offence related therapy, access to 
work, structured leisure time.  All were com-
mented on in detail and although we do not 
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yet meet the 25 hour standard the review scored us highly on our provision 
of therapies.  We are about to offer internet access to our service users and 
are aware that some members of the Quality Network are already doing do.  
We are developing a more comprehensive primary care service to be avail-
able within the clinic.  Participation in the Quality Network will I think help 
us to meet these challenges.  It provides a mechanism for cross fertilisation 
of ideas, sharing experience and knowledge between clinician’s and forensic 
services across the country. At the Annual Forum on April 7th we shall be 

presenting a paper looking at the therapeutic activities and therapies programme here at Rea-
side. 
 
The participation of fellow clinicians in the review process allowed for a well-informed dialogue 
to take place adding to the written information in the Review Summary provided following the 
review.  Our Clinicians used the opportunity to talk about case examples.  There was a bal-
anced appraisal of issues for example when security was examined there was a full under-
standing of the importance of maintaining this within a therapeutic environment.  The review 
had much more than a security focus, even when examining specific aspects of security.  We 
were very pleased that the reviewers commented on the very positive relationship they ob-
served between staff and service users which we believe to be a vital component of relational 
security and for the delivery of high quality care. 
 
So for other services anticipating their first cycle review we would say fear not; it is more a 
carrot than a stick!  For Reaside it has proved a very positive experience, which we will be an-
ticipating next year.  It has and will in the future help us to develop our service and to provide 
excellent care and treatment to our service users. We are looking forward to our Women’s 
service at Ardenleigh being part of the cycle next year. 
 
Terry Pugh    
Service Manager     
 
 

 
The MSU Email Discussion Group 

Join the discussion 
   
If you would like to join the network’s email discussion group, please email 
msu@cru.rcpsych.ac.uk with ‘JOIN’ in the subject line, and your email address will 
be added to the group.  
  
A summary of the topics raised over the first two years of the group is available at: 

www.rcpsych.ac.uk/QNFMHS  

Dr J Kenney-Herbert 
Clinical Director 

Dr Alison Reed 
Consultant Forensic Psychiatrist 
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sionals and to take stock of our services by 
listening to others perceptions of or service.   
 
Cycle 1 
 
Although having been inspected by various 
organisations over the years, this was a new 
process and we didn’t know what to expect.  
Receiving the self-review workbook became 
the first hurdle to jump.  The workbook was 
detailed but lengthy, so a group of us sat 
down and made our first attempts at the self-
review process perhaps being a little too criti-
cal of ourselves.  A lesson well learnt for the 
following reviews.  Then followed the peer-
review, which no matter how many times 
staff were informed, it was still seen as an 
‘inspection’.  However, overall, particularly as 
it was the first ever medium secure review, it 
was a success and we received valuable feed 
back and suggestions for addressing some 
areas that we had identified as needing fur-
ther work. 
 
Our mistake, after the final summary was re-
ceived, was not getting together immediately 
to process the recommendations and write 
action plans.  This meant that we perhaps 
didn’t do ourselves justice by planning in ad-
vance and being fully prepared for the 2nd cy-
cle. 
 
 

Fromeside 
 
Fromeside is an 80 bedded medium secure 
unit providing services for the West of Eng-
land.  The new service opened in 2005 and 
provides excellent facilities for both males 
and females from this area.  The unit has 68 
male in-patient beds spread over 7 wards 
and 12 female in-patient beds self contained 
in one ward split into two areas.  Each ward 
has a minimum of dedicated education and 
therapy rooms as well as access to the 
Malago centre which facilitates all aspects of 
group and 1:1 activities including sports, arts 
psychotherapies, education and occupational 
therapies.  The Rivers Café, situated at the 
heart of the unit, provides sandwiches, 
snacks and drinks and is run by service us-
ers, supported by OT staff, as part of a voca-
tional rehabilitation programme.  We work 
within an integrated service model and act as 
a hub service to facilitate referral for secure 
care on behalf of the LSSCG and it’s PCT’s. 
 
Moving into a brand new, purpose built and 
much larger building was a challenge in itself.  
So to take on a further challenge by signing 
up to the peer-review, was perhaps an option 
that some may have chosen not to take, 
within their first year of opening.  However, 
as a unit we felt that engaging in this process 
in our infancy stage would give us the chance 
to ‘unveil’ ourselves to a wider field of profes-

 

 

 
 
Third Review Cycle 

of Fromeside 
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Again, we received very positive feedback and took on board the recommendations that we 
felt that we could address and set about writing an action plan, soon after the review sum-
mary had been received.  This allowed us more time to achieve our own goals before the next 
cycle. 
 
Cycle 3 
 
In between the 2nd and 3rd cycle all medium secure establishments underwent a Department 
of Health “Health Check”.  This in itself, further supported our preparation for the 3rd review 
and gave us opportunity to put some robust processes in place to address some of the issues 
raised within the Health Checks.  I for one, know that the background work and effort that has 
been undertaken prior to cycle 3, gave us confidence in addressing the self-review and peer-
review process with satisfaction.  Completing the workbook, reassuring staff and service users 
and being fully prepared has become a far smother process.  Because we have fully embraced 
this process and include it in our SBU and Trust reporting mechanisms, it has become embed-
ded in practice and remains high on our priority for service delivery.  The process and report is 
recognised as being valuable in providing excellent evidence to the Trust in respect of meeting 
service users’ needs and service requirements. 
 

Value of the Quality Network 
 
I have already mentioned some benefits but certainly having this process gives us a good un-
derstanding of how we are delivering our service, it provides an assurance process in meeting 
standards and targets expected by the Trust and provides commissioners with valuable infor-
mation about how the service is working as a whole.  The process has become embedded in 
practice and is talked about through all service meetings relating to service delivery and per-
formance.  In particular, the MSU E-mail discussion group has been a useful tool in gathering 
and providing information when issues have arisen, allowing a thorough process to take place 
before changes are implemented. Also being able to share policies and procedures has gone a 
long way to ‘reducing’ the cycle of re-inventing the wheel. 
 
The annual forum has been a good place to hear about the work of the Quality Network mem-
ber unit’s experiences.  It also provides an arena to air and share concerns and to work on is-
sues that appear to be a problem for most/all units.  In particular the supervision standard 
has been a contentious issue, so much so that the Quality Network have undertaken some 
workshops and are hoping to develop this further to support member units in addressing what 
appears to be very common themes.   There are also plans underway to begin working on out-
come measures. 
 

Cycle 2 
 
The second review was less ‘daunting’ and having completed one cycle, we 
understood the process and it became easier to get staff together to com-
plete the review, using those who had participated in cycle 1 and recruiting 
new staff to support this process.  We did much more preparation with staff-
ing groups and service users in respect of understanding the process and ex-
pectations of the visit.  This supported the unit and elevated some of the 
concerns raised in the previous cycle. 
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Advice to others 
 
If, as a unit you are undertaken the cycle for the first time, my advice to 
you is to prepare yourself in advance.  Get your staff on board and work 
with them to fully understand the process, so that it is not seen as a threat 
to their delivery of care.  But most importantly, keep the whole process live, 
don’t treat it as a once a year event, it is a cycle and there to support you 
and your service…. and actually, with all of the hard work put to one side, it 
is a very rewarding and enjoyable process. 
 
Nikki Churchley 
Service Improvement Lead 

 

Cycle 4: What to Expect 

June 2009: 
• Project Team offers options of dates to host your unit’s peer-review (September 2009—March 

2001) 
 
July 2009: 
• Project Team disseminated dates of host peer-reviews 
• Your unit needs to put forward four staff to form part of two peer-review teams 
• Project Team disseminates self-review workbook with guidance 
• Your unit has until 6 weeks before the date of the review you are hosting to complete and re-

turn the self-review documentation 
 
6 weeks Prior to Your Peer-review: 
• Our Service User Experts arrange a telephone conference with service user reps 
 
The Peer-review: 
• Takes place over one or two days 
• Is designed to be supportive and not an inspection 
• The review team collects data via interviews with staff, service users and senior managers 
• Is an opportunity to share common problems and examples of good practice 
• Will provide preliminary feedback from the peer-review team 
 
Local Review Summaries: 
• The draft will be received within 4 weeks of the peer-review and the final will be received 

within 8 weeks 
 
Action Planning: 
• Feed review finding into the clinical governance structures to ensure meaningful action plan-

ning takes place 
 
April 2010: 
• Cycle 4 Annual Forum and National Report published 
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0207 977 6661 stucker@cru.rcpsych.ac.uk 
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0207 977 6665 kpainter@cru.rcpsych.ac.uk 

 
Maddy Reeve-Hoyland—Quality Improvement Worker 

0207 977 6662 mrhoyland@cru.rcpsych.ac.uk   
 

Anna Collinson-Quality Improvement Worker 
0207 977 6667  

 
Adrian Worrall— Head of the Centre for Quality Improvement  
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4th Floor Standon House, 21 Mansell Street, London, E1 8AA 
 

Fax 0207 481 4831 
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‘A New Horizon?’:  

 

The Trevor Gibbens Unit’s successful approach to meeting the 
challenge of substance use treatment for mentally disordered  

offenders in conditions of medium security’  
 

Dr Helen Miles (Chartered Clinical Psychologist, Kent Forensic Psychiatry Service (KFPS) & 
Honorary Lecturer, Institute of Psychiatry) & Ms Carol Guinan (Assistant Psychologist, KFPS) 

Despite a national MSU survey finding just 16 
(59%) had substance use treatment pro-
grammes (Durand et al, 2005), forensic services 
should address substance use in mentally disor-
dered offenders as prevalence rates are high. For 
example, Isherwood & Brooke (2001) found al-
most 60% of their MSU patients had substance 
use problems. Substance use increases the risk 
of mental health relapse and re-admission to 
hospital, results in longer admissions, non-
compliance with treatment and poorer social 
functioning, as well as increasing the risk of of-
fending behaviours, including violence 
(McMurran, 2002).  
 
Other difficulties associated with substance use 
in forensic settings include non-compliance with 
prescribed medication, interactions between pre-
scribed and non-prescribed drugs, adverse ef-
fects on mental state, overdoses, drug dealing, 
intimidation, peer pressure to use or bullying, 
and increased rates of violent incidents; either 
between patients, or between staff and patients 
(Sandford, 1995; Williams & Cohen, 2000; 
Snowdon, 2001; Phillips & Johnson, 2003). 
Moreover, the Department of Health (2002) note 
within their ‘Dual Diagnosis Good Practice Guide’ 
that: “the primary responsibility for the 
treatment of individuals with severe mental 
illness and problematic substance misuse 

should lie within mental health services”.  
 
As a consequence, Leach et al (1998) argue that 
forensic services should adapt existing addictions 
models to focus on prolonged engagement and 
coping skills training, with monitoring of violence 
potential and mental state, and the use of Re-
striction Orders to encourage compliance to 
avoid recall. Isherwood & Brooke (2001) also 
note that treatment should develop social and 
practical skills, teach coping and problem-solving 
techniques, and include education, motivational 
interviewing, goal-setting and relapse preven-
tion.  
 
Importantly, preliminary evidence is optimistic. 
Miles et al (2007) devised a 3-stage Substance 
Use Treatment Programme (SUTP) in a South 
London MSU, which resulted in 74% of partici-
pants becoming abstinent post-SUTP, rising to 
79% at 6-month follow-up. Stages 1 and 2 
‘treatment’ significantly increased abstinence, 
but Stage 3 ‘booster sessions’ were needed to 
maintain gains. The SUTP increased self-reported 
insight, confidence to make changes to sub-
stance use and adaptive beliefs, and decreased 
craving. Participant satisfaction with the SUTP 
was high. Moreover, Derry & Batson (2008) 
found that MSU in-patients who participated in a 
24-session substance use programme remained 
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referred (93% males, 83% 
females) completed Stage 1 
and 2, and over two thirds 
regularly attend Stage 3 ses-
sions, including those subse-
quently discharged.  
 
Importantly, the initial 
evaluation of the TGU SUTP 

significantly longer in the community, suggesting 
such programmes can be effective in reducing 
re-admission.  
 
Consequently, the Trevor Gibbens Unit (TGU) 
within Kent Forensic Psychiatry Service (KFPS) 
adapted the Miles et al (2007) SUTP, taking into 
account local differences (e.g. a lack of active 
substance use in the unit due to consistent 
screening and searching procedures, and a on-
site ‘drug dog’, different substances used, gen-
der specific issues, and different concentration 
levels, expectations and motivation of partici-
pants). The TGU SUTP is a three-stage inte-
grated substance use treatment approach, 
facilitated by members of the multi-disciplinary 
team.  
 
Stage 1 is a 6 session weekly 2-hour group sup-
porting participants in their initial abstinence 
from substances, through psycho-education 
about alcohol and drugs and their effect on 
physical and mental health, motivational inter-
viewing to strengthen change beliefs, goal set-
ting and discussions linking substance use and 
offending behaviour. Stage 2 builds upon Stage 
1, and is a 6 session weekly 2-hour group sup-
porting participants to maintain abstinence from 
substance use in the longer term, through re-
lapse prevention strategies to manage high risk 
situations, lapses and craving, development of 
coping strategies and assertive refusal skills, en-
hancing self-esteem and social skills/support, 
discussions to understand the function of sub-
stance use and development of appropriate al-
ternative activities. Stage 3: ‘New Horizons’ or 
‘Women Only’ consists of ongoing monthly 
booster sessions, which serve to provide social 
support and an opportunity to ‘refresh’ and 
‘practice’ strategies from the treatment sessions, 
and are offered for up to 6 months post-
discharge to support participants’ transition back 
into the community.  
 
On the 1st April 2007, of the 53 in-patients at the 
TGU (42 males, 11 females), 44 (83%) were re-
ferred to the SUTP. To date, there have been 
two completed SUTP’s (41% of male and 60% of 
female referrals on the basis of ‘pragmatic selec-
tion’: those most likely to be discharged and 
needing treatment as a priority). There were no 
significant differences between the ‘referred’ and 
the ‘waiting list control’. The majority of those 

has noted some positive results. Whilst there has 
been mixed success in the long term modifica-
tion of their beliefs that substance use is a prob-
lem and that they need to change their use, par-
ticipants have shown increased confidence to 
change their use and at the end of the Stage 1 
and 2, have increased beliefs that substance use 
effects offending behaviour and mental illness. 
At 1 year into Stage 3, male participants also 
show increased adaptive beliefs about sub-
stances and craving. Whilst male participants 
were no different from ‘waiting list’ controls, fe-
males participants showed significant increases 
in motivation and self-esteem following treat-
ment. Both male and female participants showed 
decreases in anxiety and depression.    
 
Finally, the majority of participants reported high 
levels of satisfaction with all 3 stages of the 
SUTP. The most highly rated sessions included 
‘linking cannabis to mental health’, followed by 
sessions on relapse prevention strategies (e.g. 
learning to deal with cravings and negative feel-
ings, increasing social support). Many rated the 
usefulness of the group process highly, noting 
the helpfulness of “being able to talk things over 
… sharing information and opinions … not feeling 
judged”, which was further evidenced in the 
monthly booster sessions with some participants 
reporting the experience of meeting and discuss-
ing their substance use regularly as instrumental 
in remaining abstinent in the longer term. Other 
service user reflections post-SUTP, include both 
art and poetry: 

‘Smoke it, get high … Snort it, try …  
Shoot up, go on … Take a trip.  
Will you ever be the same again?  
Don’t give in to the pressure to take drugs …  
Make your own mind up.  
Seek out the facts about the danger of drugs … 
Don’t be insane, use your brain!’ 
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Consequently, we believe that substance use amongst mentally disordered offenders should be treated, 
not criminalised in forensic secure settings, and that clinicians should remain optimistic that positive 
gains can occur and be maintained. Further adaptations to the TGU SUTP (e.g. provision of service user 
information leaflets, adaptations for a forensic learning disabilities population) are therefore planned for 
the future.  
  
Contact Details for Correspondence: 
Dr Helen Miles  
Trevor Gibbens Medium Secure Unit, Kent Forensic Psychiatry Service (KFPS), Hermitage Lane,  
Maidstone, Kent, ME16 9PH 
(01622) 723132 helen.miles@kmpt.nhs.uk 
 
References: 
 
Department of Health. (2002). Mental health policy implementation guide: Dual diagnosis good practice guide. London: Author. 

 
Derry, A. & Batson, A. (2008). Getting out and staying out: does substance use treatment have an effect on outcome of mentally disordered offend-
ers after discharge from Medium secure service? British Journal of Forensic Practice, 10: 13-17. 
 
Durand, M. A., Lelliott, P. & Coyle, N. (2005). The availability of treatment for addictions in medium secure psychiatric in-patient services. London: 
Department of Health. 
 
Isherwood, S. & Brooke, D. (2001). Prevalence and severity of substance misuse among referrals to a local forensic service. Journal of Forensic 
Psychiatry, 12: 446–454. 
 
Leach, A. M., Hardy, D. W. & Dinwiddie, S. H. (1998). Management of forensic patients with addictive disorders. Psychiatric Annals, 28: 709–713. 
 
McMurran, M. (2002). Dual diagnosis of mental disorder and substance misuse. Liverpool, UK: 
NHS National Programme on Forensic Mental Health Research & Development. 
 
Miles, H., Dutheil, L., Welsby, I. & Haider, D. (2007). ‘Just Say No’: A preliminary evaluation of a three-stage model of integrated treatment for 
substance use problems in conditions of medium security. Journal of Forensic Psychiatry & Psychology, 18: 141 – 159. 
 
Phillips, P. & Johnson, S. (2003). Drug and alcohol misuse among in-patients with psychotic illnesses in three inner-London psychiatric units. Psychi-
atric Bulletin, 27: 217–220. 
 
Sandford, T. (1995). Drug use is increasing. Nursing Standard, 9: 16–17. 
 
Snowden, P. (2001). Substance misuse and violence: The scope and limitations of forensic psychiatry’s role. Advances in Psychiatric Treatment, 7: 
189–197. 
 
Williams, R. & Cohen, J. (2000). Substance use and misuse in psychiatric wards: A model task for clinical governance? Psychiatric Bulletin, 24: 43–
46. 

 
If you would like to submit an article of interest to the Quality Network for  

Forensic Mental Health Services newsletter please contact Kerry Painter  
kpainter@cru.rcpsych.ac.uk 
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Running secure care: rights, 
risks and recovery 

 

Philip Sugarman, forensic psychiatrist and CEO at the charity St 
Andrew's Healthcare, shares work on quality governance. 

Overview 
 
Risks in mental health not amenable to community care are managed in the UK in both state 
and independent secure units. A model of governance for these services based on rights and 
recovery, as well as risk, would be at the forefront of contemporary thinking (Mental Health 
Act Commission 2008).  Recovery principles that truly embrace service-user choice across 
treatment and outcome must be central. However there is a lack of confidence in the 
“governance” of mental health services (Oyebode et al 2004, Grant 2006) and little research, 
perhaps because recovery involves individuality and creativity (e.g. Deegan 2003).  Can good 
governance transform complexity and risk into clarity, safety, and well-being?  Service users’ 
rights and the rights of others would need to be safeguarded, and risks to these rights man-
aged, whilst recovery is driven forward. A truly integrated approach, covering policy, training 
and audit, can manage clinical risks, protect rights and promote recovery.   

Rights and risks 
 
Human Rights have many cultural sources 
including English traditions (e.g. Paine 1791).  
Since 1945 they have been promoted inter-
nationally, especially in Europe, and returned 
to the UK as the Human Rights Act 
1998. Secure service users should benefit, as 
“unsound mind” is specifically mentioned un-
der Article 5 (Sugarman 2002), but in prac-
tice this is complex and sporadic.  Interpreta-
tion by practitioners in secure settings is a 
challenge (Sugarman & Dickens 2007), 
though the Mental Health Act 2007 is now 
worded in line with European requirements. 
  
The basic rights of free citizens in any hospi-
tal have been summarised as two: to choose 

to refuse treatment, and to leave hospi-
tal (Hoggett 1990).   Without legislative pro-
tection, mental health service users are vul-
nerable (Legemaate 1988, Sugarman & 
Collins 1992), with poor levels of information 
and awareness (Sugarman & Long 1992, 
Sugarman & Moss 1994). Colleagues can 
judge whether protections for detained pa-
tients in their jurisdiction meet Hoggett’s for-
mula, i.e. rights to independent review of 
treatment, and to judicial appeal for dis-
charge. 
 
Modern ideas of risk management press 
health professionals to learn from experience, 
often amidst unhelpful governance initiatives 
(Hutter 2008). It seems simplest to allow 
healthcare governance to be based on good 
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clinical risk management. In mental health, 
clinical risks imperil patients and others, and 
require both restrictions and protections for 
service users’ Human Rights. Serious risks to 
others are managed by detention and re-
viewed by court-like Tribunals, as required 
under the Human Rights Act 1998 (Article 5 
Right to Liberty). However at the interface 
between law and clinical risk, lawyers’ claims 
of unfair reports to Tribunals (Article 6 Right 
to Fair Trial) are partly supported by evidence 
(Sugarman & Roychowdhury 2000). 
 
Most clinical risks relate to one or other of 
the Human Rights Articles, only some of 
which can be proportionately restricted – a 
key point for clinicians (Sugarman & Dickens 
2007). The prevention of suicide follows the 
Article 2 Right to Life, an absolute, unre-
stricted right.  However the Article 8 Right to 
Privacy and Family Life as well as Article 5 
Right to Liberty can be restricted where there 
is a pressing need in a democratic society 
(Curtice 2009).  
 
Recovery and risk 
 
The practical definition of recovery in mental 
health has moved from discharge from care, 
toward customer (i.e. service user) experi-
ence of outcome. The global leading measure 
of mental health outcome is still HoNOS 
(Wing et al 1998). Integrating the HoNOS 
family of tools with measures of care plan-
ning, therapeutic activity, and incident data 
into a Balanced Healthcare Scorecard 
(Sugarman & Watkins 2004, Sugarman 
2007) can provide clinicians with clear data 
on their effectiveness, and commissioners 
with comprehensive outcome data 
(Sugarman, Walker & Dickens 2009). 
 
In secure settings static risk assessment ap-
proaches need to be complemented by track-
ing clinical risk as well as recovery over time. 
HoNOS-Secure was developed (Sugarman & 
Walker 2004) to rate the need for risk man-
agement and security, as well as wider out-

Governance has grown in the NHS from fi-
nancial controls, through clinical governance 
toward integrated healthcare governance 
(Department of Health 2006).  However bu-
reaucratic governance can erode clinical 
autonomy (Callaly et al 2005). The key chal-
lenge is cultural innovation amongst senior 
staff toward effective teamwork (Bevington 
et al 2005) and clear reporting on what really 
matters for service users (Sugarman 2007). 
Explicit healthcare standards must be at the 
core of policy, audit and training (Sugarman 
& Midgley 2005).  
A good model of mental health governance 
has service user need as the primary goal for 
the provider. It groups complex real-world 
requirements strategically into rights (legal 
protections in theory), risk (law-driven regu-
latory action) and recovery (service user out-
come in practice).  Information on the “three 
R’s” then flows into rights-based policy, risk-
based training, and recovery-based audit 
standards. This approach is in use at St An-
drew’s Healthcare to develop and integrate 
healthcare quality governance into the ser-
vice culture.  
 
This model of governance generates impor-
tant research questions about services. These 
include: does setting policy on service users’ 
rights actually help? Interestingly the Article 
3 Right  -  to Freedom from Inhuman or De-
grading Treatment  - can be met through 
training in safe and respectful physical re-
straint (Southcott et al 2002), and this can 
also reduce the number of incidents 
(Department of Public Welfare 2000). Whilst 
there is evidence that risk-based training 
prevents suicides (Knox et al 2003, Mann et 

come, and has been shown 
statistically reliable 
(Dickens, Walker & 
Sugarman 2007). 
 
New mental health  
Governance 
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al 2005), does this extend to risk to others? (e.g. Webster et al 2002).  A 
key question is - does measurement of clinical risks and outcomes actually 
improve outcomes (Macpherson et al 2002, Morley et al 2007, Sugarman et 
al 2009)? 
 
Conclusions 
What really matters in mental health care is to protect people and help them 
recover. A good model brings legal, regulatory and user requirements to-
gether with clinical perspectives. This helps run services to produce better 
outcomes.  

 
Philip Sugarman MBChB MSc MBA FRCPsych 
CEO & Medical Director, St Andrew’s Healthcare, Northampton NN15DG  
psugarman@standrew.co.uk 
  
For a summary of author's PhD thesis and related research, see Sugarman & Kakabadse 
(2008). 
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Ravenswood House: 
Ward Representative  

Pilot Project  

 
Alain Aldridge - Service User Expert 

This pilot project was developed by Occupational Therapy as a permitted work scheme and 
commenced at Ravenswood House, Hampshire, in January 2008. Five service users were ap-
pointed as ward representatives (band 1) on Hampshire Partnership Trust six-month fixed 
term contracts. Previously the roles had been carried out by service user volunteers. 
  
The aims of the project were to: 
 
• Explore the feasibility of introducing a paid role for ward representatives 
• Develop a pool of service users who have skills to contribute to the development of the 

service 
• Provide another vocational project where patients receive payment for real work 
• One of the main challenges of this pilot project was the movement of ward representa-

tives between wards as they progressed in the service and ward representatives handing 
in their notice (discharge, personal reasons etc). Training for the post has been offered 
on an on-going basis and the work is monitored through supervision and appraisal 
and an audit of community (ward) meetings is currently being undertaken. 

 
From a Service User’s Perspective: 
  
"We work approximately 1-2 hours a week in the role. Our regular duties include chairing and 
minuting community (ward) meetings, and attending the monthly reference group meeting. 
The latter, a meeting in which all the ward reps attend together with management staff 
(Clinical Director, Service Manager, OT Manager, and Lead for User Involvement). The ward 
reps now provide a revolving chair for this group. 
  
On top of this we meet with the OT Manager for a fortnightly supervision meeting to discuss 
any issues arising or any difficulties we are finding with the position. We have also become in-
volved in conducting surveys (Service User to Service User) for various unit projects and have 
also become involved in showing around potential new staff and helping the unit compile in-
terview questions. In fact the demand for our involvement is generally increasing. 
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The Quality Network is delighted to have recently recruited two women into the role of Service 
User Experts.  They will be warmly welcomed at the Annual Forum on 7th April 2009 and at 
their first Advisory Group Meeting held on 14th May 2009.   
 
Firstly, we would like to welcome Carol Micalleft to the Quality Network.  Until recently, Carol 
was an inpatient at the newly built Orchard unit in West London and had now been discharged.  
Carol has gained experience of being a ward representative at this service and is looking for-
ward to representing women service users at the network’s Advisory Group Meetings.   
 
Secondly, we would also like to welcome Emma Sigmund to the network.  Emma is currently an 
inpatient at the Bracton Centre in Dartford.  Emma has provided the following introduction: 
 
“My name is Emma Sigmund and I am the newly appointed Service User Expert. I expect to 
participate in the Peer Group Reviews at  Forensic Hospitals in various locations. I also intend 
to take part in the Telephone Conferencing in which other Service Users are asked question-
naires over the phone. I hope to be an effective operator.” 
 
The work that Carol and Emma will be involved in during Cycle 4 is detailed below: 
 
• Attending and contributing to quarterly Advisory Group Meetings 

• Writing an update article for the newsletter   

• Setting up links with Service User forums at member units  

• Arranging telephone conference with lead service user representatives during the self-

review stage to gain the service users’ perspective of their service.   

• Attending a number of the Cycle 3 peer-review visits and meet with service user represen-

tatives face to face.  

• Attending and presenting at the Annual Members Forum April 2009.   

 
Finally, we would like to thank Mike Gatsi for his ongoing help and support in the co-ordination 
of the Service User Experts’ involvement in the network.   

The role helps you to learn and develop your skills. It is great to get paid for 
doing some work, and when you move on you can ask for references. The 
reps are taken seriously by the unit and listened to. This allows us to make a 
positive contribution to the services that we are receiving. It's a very worth-
while and rewarding job".  

 
The Quality Network’s New 

Service User Experts 
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Lead Reviewer Training 
 

Tuesday 19th May 2009,  
Tuesday 2nd June 

and 
Tuesday 15th September 2009 

 
 

WHO IS IT FOR? 
 
Forensic mental health professionals from all disciplines with an interest in leading ex-
ternal peer-reviews for the Quality Network for Forensic Mental Health Services  
 
THE WORKSHOP: 
 
AIM:  
To enable staff from forensic services that are members of the Quality Network to 
lead peer-review visits of other forensic services. 
 
LEARNING OUTCOMES:  
participants will gain practical and theoretical knowledge of all aspects of leading a 
peer-review visit. 
 
TEACHING METHODS:  
The day will involve presentations, seminar discussions and role-play scenarios. 
 
CERTIFICATION:  
Those who complete the workshop and then lead a peer-review visit will be awarded a 
certificate in peer-review leadership by college Centre for Quality Improvement.   
 

The training will be held at: 
College Research and Training Unit, Standon House, 21 Mansell Street, 

London, E1 8AA 
 

For more information and an application form, please visit our website 
www.rcpsych.ac.uk/QNFMHS  
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Events 
• A Practical Guide to Developing and Implementing Good Practice in 

Consent: Patients and Doctors Making Decisions Together for All 
Members of the Clinical Team - This conference provides a practical 
guide to the new GMC consent guidance with a focus on effectively com-
municating information to patient, ensuring patients understand the impli-
cation of their decision and nurse led consent.  6th May 2009  Please con-
tact Healthcare Events on 020 8541 1399. 

 
• Implementing the Mental Capacity Act: Deprivation of Liberty Safe-

guards in Health and Social Care - This one day conference begins with 
a keynote address from Paul Gantley, National Programme Implementation 
Manager, Mental Health Capacity Department of Health, who will discuss 
wht the Deprivation of Liberty Safeguards are, why they were introduce, 
the code of practice and key points for implementation.  A series of case 
studies will also give perspective on moving forward.  15th May 2009 
Please contact Healthcare Events on 020 8541 1399. 

 
• Patient Involvement and Empowerment 2009 - This conference pro-

vides an important update on recent changes in patient involvement and 
empowerment including delivering high quality of care for all, involving pa-
tients in the delivery of quality indicators and quality accounts, involving 
the patients and the public in commissioning and working with patients to 
deliver improvement and redesign though lean thinking.  21 May 2009 
Please contact Healthcare Events on 020 8541 1399. 

 
• Measuring and Monitoring Outcomes in Mental Health - This confer-

ence provides an important update on the latest thinking in measuring and 
monitoring outcomes in mental health.  With a focus on delivering the Ara 
Darzi Review High Quality Care for All and monitoring collective outcomes 
for directorate and organisational performance you will learn about the 
challenge for clinicians and the goals of the individual service user.  9th 
June 2009 Please contact Healthcare Events on 020 8541 1399. 

 
• A Practical Guide to Transforming Patient Safety: A Risk and Safety 

Focus to Implementing High Quality for All - This one day conference 
opens with an update from the National Patient Safety First Campaign.  
You will have the opportunity to learn from the many successful patient 
safety initiatives being implemented throughout the UK, and internation-
ally, and how the approaches can be used to deliver the patient safety ele-
ments of High Quality Care for All.  17th June 2009 Please contact 
Healthcare Events on 020 8541 1399. 

 
• Governance Between Organisations (GBO): Consensus on Effective 

Practice - This conference provides a practical guide to implementing 
Governance Between Organisations across health and social case bounda-
ries including lesson from outside the NHS and the role of the effective 
board.  The conference also looks at how to measure effective GBO 
through quality metrics and quality accounts and further, managing risk 
and handover at the boundary.  1st July 2009 Please contact Healthcare 
Events on 020 8541 1399. 
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Useful Links 

⇒ Department of Health http://www.doh.gov.uk/  
 
 
⇒ The Forensic Directory Provided by the St Andrews group of hospi-

tals, this is an up to date resource detailing Forensic and other Secure 
Mental Health Services in the UK, provided by both the NHS and Inde-
pendent   Sectors. http://www.theforensicdirectory.info/ 

 
 
⇒ Forensic Psychiatric Nurses' Association (FPNA) Aims to pro-

mote the art and science of forensic psychiatric nursing, thereby im-
proving the quality of care to patients  

 http://www.fnrh.freeserve.co.uk/fpna/ 
 
 
⇒ Health and Social Care Advisory Service An evidence based ser-

vice development organisation working in all aspects of mental health 
and older people’s services across the health and social care contin-
uum http://www.hascas.org.uk/ 

 
 
⇒ Healthcare Commission Promotes improvement in the quality of the 

NHS and independent healthcare  
 http://www.healthcarecommission.org.uk/homepage.cfm 
 
 
⇒ Institute of Psychiatry The largest academic community in Europe 

devoted to the study and prevention of mental health problems  
http://www.iop.kcl.ac.uk/                 

 
                                       
⇒ National Forensic Mental Health R&D Programme Recently com-

pleted programme of research funding to support the provision of 
mental health services for people with mental health disorders who 
are offenders/risk of offending http://www.nfmhp.org.uk/ 

 
 
⇒ National Institute for Health and Clinical Excellence An inde-

pendent organisation responsible for providing national guidance on 
promoting good health and preventing and treating ill health. Includes 
the National Collaborating Centre for Mental Health (NCCMH), a part-
nership between the RCP and BPS http://www.nice.org.uk/  

23 



 
April 2009 
Issue 9 

Visit us online at www.rcpsych.ac.uk/QNFMHS  

Useful Links  
⇒ National Offender Management Service (NOMS)- brings to-

gether the work of the correctional services http://
www.noms.homeoffice.gov.uk/ 

 
 

⇒ Prison Health -a partnership between the Prison Service and the 
Department of Health working to improve the standard of health care 
in pr isons http://www.dh.gov.uk/Pol icyAndGuidance/
HealthAndSocialCareTopics/PrisonHealth/fs/en 

 

 
⇒ Prison Health Research Network— DH funded initiative, led 

jointly by the Universities of Manchester, Southampton and Sheffield, 
and the Institute of Psychiatry http://www.phrn.nhs.uk/ 

 
 

⇒ College Centre for Quality Improvement homepage http://
www.rcpsych.ac.uk/crtu/centreforqualityimprovement.aspx 

 

⇒ College Education and Training Centre Offers courses  for profes-
sional development in mental health care http://www.rcpsych.ac.uk/
crtu/cetchomepage.aspx  

 

⇒ Sainsbury’s Centre for Mental Health - an independent charity 
that seeks to influence mental health policy and practice and enable 
the development of excellent mental health services through a pro-
gramme of research, training and development. http://
www.scmh.org.uk/ 
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Visit the newly developed Policy Library on our website:  www.rcpsych.ac.uk/QNFMHS  
 
Members access only.   
Please email the following address if your unit is a  
member of the Quality Network and you would like access  
to the Policy Library: 
 
msu@cru.rcpsych.ac.uk 

 

The Policy Library 
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Visit us online at www.rcpsych.ac.uk/QNFMHS  

View the Cycle 2 Annual Report and Implementation Criteria 
with Standards for Women at:  

 
www.rcpsych.ac.uk/QNFMHS  

 
 
 
  

 
 

College Centre for Quality 
Improvement 
4th Floor Standon House 
21 Mansell Street  
London 
E1 8AA 
 
Phone: 0207 977 6665 
 
E-mail: 
kpainter@cru.rcpsych.ac.uk 

Q U A L I T Y  N E T W O R K  F O R  
F O R E N S I C  M E N T A L  
H E A L T H  S E R V I C E S  
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