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Introduction
On 30th of June 2018 there were 261,196 people on probation in England and Wales1 (Ministry of
Justice 2018). Not all people in contact with probation2 are the same. For example, some will have
been to prison for serious offences, whilst others will have been convicted of minor offences and will
not have been to prison. However, people in this group are often deprived, marginalised, or vulnerable
and are more likely to have certain health needs (e.g. mental health, drug and alcohol problems) when
compared to the general population.

Many people in contact with probation will experience more than one health problem at any given
time and often experience other negative social determinants of health such as unemployment and
homelessness. Very little research has been done on this population and their voice is seldom heard
by those commissioning healthcare or those providing oversight and scrutiny of healthcare services.

Despite the high level and complexity of health needs in this group, people in contact with probation
face both system-level and personal-level barriers to accessing healthcare. Many people in contact
with probation are not registered with a GP, and/or only access healthcare during crises (Revolving
Doors Agency 2013). Sometimes services simply do not exist to meet their needs, and sometimes
services are difficult to access due to things like their location, opening hours, restrictive referral
criteria and poorly understood access routes. Moreover, the health needs of people in contact with
probation and how best to structure service provision to make healthcare accessible to and
appropriate for this group are not always considered by healthcare commissioners.

There are a number of reasons why we need to address the healthcare needs of people in contact
with probation. These include:


This group of people are often marginalised, deprived and in poor health, so improving the
health of this population is essential if we are serious about reducing health inequalities in
society and achieving equivalence of care. There is a need to reduce the high rates of
morbidity and mortality in this group

1

This figure includes those on community sentences, suspended sentences, pre-release supervision and postrelease supervision that are in contact with either the National Probation Service (NPS) or a Community
Rehabilitation Company (CRC)
2
By ‘people in contact with probation’ we mean adults on community sentences or supervision in the
community and people on licence that are in contact with either the National Probation Service (NPS) or a
Community Rehabilitation Company (CRC)
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Good health is a recognised pathway out of reoffending (NOMS 2004), so by addressing
people’s health problems, we will also be contributing to reducing offending behaviour, and
thereby reducing the number of victims of crime, improving safety in society, and saving costs
for criminal justice and health services



Ensuring that people in contact with probation engage with healthcare at an early stage rather
than when they reach crisis point can potentially produce cost-savings for the NHS from less
unnecessary use of urgent and emergency services and missed appointments (Revolving
Doors Agency 2013)



Being in good health can help people to complete probation and to do other things that reduce
their chances of re-offending, such as finding and keeping employment



Improving the health of an individual in contact with probation may also lead to positive
changes for people around them like their family



Thus improving health produces a ‘community dividend’ in numerous ways including the
potential to reduce communicable diseases in the community and a wider impact on others
due to cost savings from reduced re-offending and use of crisis services

Producing this toolkit was the ultimate aim of a two-year research project funded by the National
Institute for Health Research (NIHR) Research for Patient Benefit Programme which investigated:


How healthcare can best be provided to achieve good health outcomes for people in contact
with probation



The current ways that healthcare is delivered to people in contact with probation in England



The data that are already available that could be used to measure and improve the health of
people in contact with probation and the quality of the healthcare that they receive

The toolkit was produced by a team of academics from the University of Lincoln (Dr Coral Sirdifield
(lead), Dr Rebecca Marples, Professor Niro Siriwardena) and Royal Holloway, University of London
(Professor Charlie Brooker, Professor David Denney) together with service user and probation
representatives (Mr Dean Maxwell-Harrison, Ms Sophie Strachan, Mr Tony Connell).

Advice and feedback on the content was received from an external advisory group made up of key
stakeholders including the following individuals and organisations:


Dr Linda Harris FRCGP, Chair, Health



and Justice Clinical Reference Group

NHS England Joint HMPPS/NHS OPD
Programme



Probation Institute
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Public Health (Lincolnshire)



Together Women



Lord David Ramsbotham



HMPPS



Russell Webster



Public Health England



HM Inspectorate of Probation

We hope that this toolkit will assist those working in health and criminal justice environments in
England, and in particular commissioners to improve the way in which healthcare is provided for
people in contact with probation by providing an overview of:


The responsibilities of different organisations and how they can work together to contribute
to improving both the health of people in contact with probation and their access to health
services



The likely health needs of people in contact with probation so that these can be considered in
Joint Strategic Needs Assessments, Joint Health and Wellbeing Strategies and commissioning
decisions



What research tells us about the best ways of providing healthcare to people in contact with
probation and where there are gaps in the evidence base



How healthcare is currently provided to this group, including models of good practice that
could be spread



What barriers people in contact with probation currently encounter to accessing healthcare,
and barriers that criminal justice staff encounter when trying to facilitate access to healthcare
for people on their caseloads, so that we can think about how these can be overcome



How the quality of healthcare that people in contact with probation receive can be measured
and improved
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Policy – Organisations’ Roles and Responsibilities
The health of people in contact with probation is a complex issue, crossing boundaries between
health, social care and criminal justice organisations. Moreover, health status is related to other wider
determinants of health such as housing and employment. Consequently, addressing the health needs
of people in contact with probation supports meeting the aims and objectives set out in policy for
health, social care and criminal justice agencies. It contributes to reducing health inequalities, reducing
re-offending and building safer communities.

It would not be possible or helpful to attempt to describe all relevant national and local level policies
here. Consequently, we have simply set out to summarise the roles and responsibilities of different
organisations across the health and justice sectors in England as they are set out in policy.

It is also important to note that communication and information sharing between these different
agencies is key in order to support the individual and achieve continuity of care.
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The Role of Clinical Commissioning Groups (CCGs)


Responsible for commissioning healthcare services for offenders being managed in the
community (rather than in secure environments which are the responsibility of NHS England).
This includes those in contact with probation services (Crime and Disorder Act Section 39 (1)
1998, NHS England 2016, NHS England 2017: 11). This includes provision for Mental Health
Treatment Requirements (NOMS undated)



Expected to assess the healthcare needs of their local population by working with local Health
and Wellbeing Boards (an executive decision-making body headed by a committee of the local
authority) to develop a Joint Strategic Needs Assessment and Joint Health and Wellbeing
Strategy (see below for more on this)



Required to be part of statutory Community Safety Partnerships consisting of the local authority,
police, fire and rescue service, Community Rehabilitation Companies, National Probation Service
and aim to reduce crime and disorder (Crime and Disorder Act Section 39 (1) 1998). However, a
recent review by the Local Government Association (2018) points to “a mixed picture in
engagement by clinical commissioning groups (CCGs) and probation services, despite their
statutory obligations” (Local Government Association 2018: 10)



Have a role to play in making NHS staff available to assess people who may benefit from a Mental
Health Treatment Requirement (MHTR) (NOMS undated)



“Should work to ensure that GP registration is promoted with offenders in the community and
that GP practices provide such mental health treatment, dependent on local provision, as may
be specified in an MHTR and available at a given GP Practice. Health commissioners should seek
to ensure that offenders are not excluded from accessing services and ideally ensure offender
mental health treatment is explicitly detailed in contracts” (NOMS undated: 11)
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The Role of NHS England
NHS England has a budget of over £100 billion to commission organisations to provide healthcare
services. They commission primary care services such as GPs and dental services as well as
selected specialised hospital services for the general population.

In relation to offenders, the Health and Justice Teams in NHS England commission health services
in secure settings including:


Public sector prisons



Youth detention centres



Secure settings for children and young people



Immigration and detention and removal centres



Sexual assault referral centres



Criminal justice liaison and diversion services

NHS England are not responsible for commissioning health services for people in contact with
probation (see the CCG and Public Health entries for more on this). However, in Strategic

Direction for Health Services in the Justice System 2016-2020 (NHS England, 2016) the
government sets out its ambition to “narrow the gap between those in criminal justice and
detained settings and the rest of the population in terms of health and care outcomes” (NHS
England 2016: 10) and ensure continuity of care post-release. It states that “commissioners
and providers need to work together to identify individuals with unmet needs across every
setting at the earliest possible point to ensure that children, young people and adults receive
timely, person-centred care which takes a holistic view of their individual needs” (NHS
England, 2016: 11).

This document also emphasises the need to focus on improving mental health, reducing

substance misuse and having appropriate pathways to achieve continuity of care. In order
to achieve these aims, those commissioning and providing healthcare in the community will
need to liaise with NHS England and organisations across the criminal justice pathway to
ensure continuity of care.

Similarly, NHS England are committed to supporting continuity of care and improving data
collection and information sharing around the health of people in their care in the National
Partnership Agreement for Prison Healthcare in England 2018-2021 (HM Government and
NHS England 2018).
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The Role of Public Health England
Public Health England (PHE) is an Executive Agency of the Department of Health. PHE exists to
protect and improve the nation’s health and wellbeing and reduce health inequalities. It does
this through world class science, knowledge and intelligence, advocacy, partnerships, the
delivery of specialist public health services, and through providing expert advice to Government
and policy makers.
Public Health England have a National Health and Justice Team that aims to:
“improve health, reduce health inequalities and drive down offending and reoffending
behaviour by understanding and meeting the health and social care needs of people in
contact with the criminal justice system (in custody and in the community) through
collaborative work with statutory and voluntary sector partners and with service users”
(Public Health England 2018: 5).

It does this through:


Gathering and providing evidence and intelligence to inform and support the work of
local and national commissioners and service providers



Providing expertise at local and national level on a broad range of health protection,
health promotion and disease prevention activities working in close partnership with
local commissioners and service providers



Supporting partners, including commissioners and providers of health and social care,
in the development of care pathways which account for the movement of people
around the detention estate and between prescribed detention settings and the
community



Developing the evidence-base to support commissioning and service provision through
primary research, audit, collection and analysis of data, publication and dissemination
of information, reports and research studies



Identifying emerging health threats to detainees and staff working in prescribed places
of detention (PPDs) and providing advice on their management or mitigation



Leading international engagement on prison health through its work as the UK
Collaborating Centre to the World Health Organisation Health in Prisons Programme
(WHO HIPP) (Europe)



Supporting collaborative working for health across the devolved administrations of the
UK and with the Republic of Ireland through the Five Nations’ Health & Justice
Collaboration
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The Role of Her Majesty’s Prison and Probation Service (HMPPS) – National Probation Service
(NPS) and Community Rehabilitation Companies (CRCs)
HMPPS is responsible for carrying out sentences given by the courts in both prison and the community
and rehabilitating people in their care. They are committed to supporting continuity of care postcustody, and improving collection and sharing of data about the health of people in their care (HM
Government and NHS England 2018). Good planning and communication between prisons, the NPS
and CRCs at transition points is essential to ensure that people receive and engage with healthcare.
Transforming Rehabilitation, A Strategy for Reform (2013) and the Offender Rehabilitation Act (2014)
introduced changes to the way that the probation part of this service is provided in England and
Wales, splitting the previous service into 21 ‘Community Rehabilitation Companies’ (CRCs) that
manage low-risk and medium-risk cases, and the public sector National Probation Service (NPS) that
manages high-risk cases. This white paper and Act also extended probation supervision to everyone
on release from prison, including those sentenced to 12 months or less (who previously would not
have been managed by probation).
The role of the NPS and the CRCs in relation to the health of people on their caseloads includes:


CRCs aiming to make the transition from prison to the community seamless through
providing ‘Through the Gate’ services to prisoners. Ideally, this would include identifying a
need for (continuing) health care and ensuring that arrangements are in place to facilitate
this e.g. GP registration, appointments with substance misuse services



Staff discussing offenders’ health and social care needs with them, identifying and recording
health needs using tools like OASys (offender assessment system for prisons and probation
services), monitoring behaviours such as patterns of substance misuse, considering the
relationship between health and offending behaviour, and facilitating offenders’ access to
services e.g. through increasing GP registration and partnership working (National Probation
Service 2018)



Working with local healthcare commissioners to create clear pathways into treatment for
people in contact with probation and ensure that there is adequate service provision to meet
their needs (National Probation Service 2018)



Managing people’s risk of suicide and reducing the rate of self-inflicted death amongst
people in contact with probation (National Probation Service 2018)



NPS and CRC staff working in partnership with other agencies to promote offenders’ mental
health needs and ensure appropriate recommendation and delivery of Alcohol Treatment
Requirements, Mental Health Treatment Requirements and Drug Rehabilitation
Requirements (see below)



Work with partners to deliver the Offender Personality Disorder Pathway
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Community orders with implications for health
There are 12 possible requirements that can be added to a community order, some of which have a
focus on health issues that may be related to or influence offending behaviour. These are highlighted
in the graphic below. Some of these requirements are currently under-used. For example, despite a
high prevalence of mental illness amongst people in contact with probation, mental health treatment
requirements are added to a very low proportion of community orders (Khanom, Samele et al. 2009,
Scott and Moffatt 2012).

Health and criminal justice agencies can improve this by working together to identify those with a
mental health need. CCGs commissioning mental health services can ensure that appropriate service
provision is in place to enable sentencers to have confidence in adding these requirements to
community orders.

In addition, Community Sentence Treatment Requirements are being piloted in Birmingham,
Plymouth, Sefton, Milton Keynes and Northampton with a view to increasing engagement with mental
health, drug and alcohol treatment. The government has committed to expanding provision for this in
the NHS Long Term Plan published in 2019.
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The Role of Mental Health Trusts
Mental Health Trusts (or Foundation Trusts) are commissioned by Clinical Commissioning
Groups to provide services for people with mental ill health. Care for offenders with mental
illness is provided by forensic services at three levels of security: low, medium and high. Please
see a guide here around commissioning of these services: (Joint Commissioning Panel for
Mental Health 2013).

Staff from Mental Health Trusts can play a role in Multi-Agency Public Protection Arrangements
(MAPPA – see later section outlining this), supporting liaison and diversion teams and the use
of Mental Health Treatment Requirements as part of community sentences.

The Bradley Report was instrumental to the introduction of liaison and diversion teams, which
now cover over 80% of the population in England. These services are designed to identify people
with mental illness and divert them away from the criminal justice system and into treatment
as and when this is appropriate. The government is aiming to ensure that they are available in
all parts of the country in the near future (NHS England, 2016).

Mental Health Treatment Requirements are currently under-used (Khanom, Samele et al. 2009,
Scott and Moffatt 2012), and Mental Health Trust staff can play a role in working in partnership
with probation to identify people that may benefit from these requirements, and ensuring that
sufficient provision is in place to enable these requirements to be used.

The Bradley Report also highlighted problems with silo working between and within health and
criminal justice services, and difficulties that probation staff can encounter in managing cases
with mental illness due to a lack of mental health awareness training and/or knowledge of
available care pathways and how to access them. Trust staff can help to overcome these
problems through working in partnership with probation, providing training and information
about care pathways to probation staff.

In addition, staff from Mental Health Trusts can work alongside probation staff as part of the
Offender Personality Disorder pathway (see the examples of good practice section for more
about this).
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The Role of Public Health Departments and Local Authorities


Public Health departments are situated in Local Authorities and aim to improve and protect the
health of the population and to reduce health inequalities. The impact of their work is monitored
through the Public Health Outcomes Framework which includes indicators that are likely to have
high significance to many of those in contact with probation (e.g. indicators around successful
completion of drug treatment and alcohol treatment and continuity of care)



Local Authorities have a non-mandated function as a condition of the public health grant for
commissioning substance misuse services, and are an integral part of the development of Joint
Strategic Needs Assessments (JSNAs) and Joint Health and Wellbeing Strategies (JHWSs) (see below
for more on this) which are used to inform decisions around healthcare service commissioning in
their local area (NHS England 2016)



Local Authorities also have a duty to assess and address social care needs amongst people in contact
with probation (The Care Act 2014, Social Services and Well-Being Act 2014 (Wales))

The Role of Police Crime Commissioners
All police forces in England and Wales are now represented by a Police and Crime Commissioner
(PCC) apart from London and Greater Manchester where the Mayor performs this role. PCCs have
been encouraged to work with health partners, including voluntarily participating in Health and
Wellbeing boards. There are now many examples of joint working including (jointly) commissioning
services related to substance misuse and mental health (e.g. street triage), and involvement in
community partnerships for mental health and custody (e.g. the Association of Police and Crime
Commissioners is a signatory to the Mental Health Crisis Care Concordat (Revolving Doors Agency
2017).

They are in a unique position to bring different agencies together to try innovative approaches to
tackling issues such as substance misuse that are linked to crime in their area as described in a
recent report from the Revolving Doors Agency (Revolving Doors Agency 2018).
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Multi-Agency Public Protection Arrangements (MAPPA)
Current MAPPA arrangements are detailed in the Criminal Justice Act 2003. MAPPA is a process
whereby agencies work together to protect people from harm by sexual and violent offenders living
in the community.
MAPPA consists of:






A ‘responsible authority’ made up of representatives from the local police, prison service
and national probation service
Representatives from agencies that have a ‘duty to co-operate’ with MAPPA, which at
the time that this legislation was introduced included the local Health Authority or
Strategic Health Authority, the Primary Care Trust (now Clinical Commissioning Group)
and the NHS Trust
A Strategic Management Board (which should include representatives from the ‘duty to
co-operate agencies’)
Lay advisors

A key focus of MAPPA is on information sharing between all of these agencies in relation to
offenders’ risk of harm to self or others, and the recording of information on a database called
ViSOR. Each Strategic Management Board will produce an information-sharing agreement, and all
information-sharing must be lawful, necessary and proportionate. In some cases (depending on the
outcome of risk assessments), cases may be discussed at multi-agency case meetings.
Some organisations have specific roles within this process. For example:






Representatives from the National Probation Service must attend all Level 2 and 3
meetings
CRC Offender Managers may also attend meetings if a case that they managed has
recently been transferred due to an escalation in risk
Health and Social Services authorities must provide after-care services to offenders
subject to hospital orders under section 37 of the Mental Health Act 1983 who are
discharged from hospital, for as long as they need them (National MAPPA Team 2018)
Mental Health Services
o Must provide a consistent core representative at MAPPA meetings that can
commit resources on behalf of their organisation, and may also ask relevant
members of clinical teams to attend to comment on individual cases within their
care
o May be required to provide clinical risk assessments or “an insight into the
mental health of an offender, how it relates to risk and risk to self, and the
relevant clinical interventions available” (National MAPPA Team 2018: 62). Other
health professionals such as GPs may also contribute to risk assessment by
sharing relevant information
o Must provide relevant information to update ViSOR cases
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Joint Strategic Needs Assessments (JSNAs) and Joint Health and Wellbeing Strategies (JHWSs)
The Health and Social Care Act 2012 established Health and Wellbeing Boards to enable services
to be commissioned locally to meet the needs of the local people and to reduce health
inequalities. They now exist in all upper tier Local Authorities in England. Through these Boards,
Local Authorities and Clinical Commissioning Groups have equal and joint responsibility to
produce:


Joint Strategic Needs Assessments (JSNAs) – assessments of current and future health
and social care needs in the local population, and



Joint Health and Wellbeing Strategies (JHWSs) – strategies for meeting the needs
identified in the JSNAs

In relation to JSNAs the government stated that
“each health and wellbeing board is likely to approach them according to their own local
circumstances. It would not therefore be appropriate for central Government to be
prescriptive about the process or to monitor the outputs (P4 Statutory Guidance 2013).

However, guidance encourages Health and Wellbeing Boards to assess the needs of
disadvantaged groups that are likely to be in poor health such as offenders as part of this work.
This is vital if we are serious about reducing health inequalities in society and ensuring that we
have healthcare that is truly accessible to all. Indeed offenders are specifically named within the
guidance as a socially excluded and vulnerable part of the population that commissioners should
engage with (Department of Health 2013).

Despite this, Rebalancing Act notes that those in contact with the criminal justice system are often
“not ‘visible’ in Joint Strategic Needs Assessments of Health and Wellbeing Strategies published
by DsPH [Directors of Public Health] although clearly were among groups included among those
experiencing health inequalities” (Revolving Doors Agency 2017: 4). Moreover, our own research
showed that very few JSNAs mentioned offenders in any way and even fewer made any
recommendations on how to address their health needs.
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The role of organisations in commissioning healthcare for people in contact with probation is
summarised below:

We would also like to acknowledge that currently many of the services that work closely with people
in contact with probation are provided by the third sector – voluntary and community organisations
and social enterprises.
17

Likely health needs of people in contact with probation
We conducted a systematic review of the literature, which showed that overall, the health needs of
people in contact with probation services (the National Probation Service or Community Rehabilitation
Companies) in England is a relatively under-researched area. More research is needed to help us to
build an evidence-base to enable research informed decisions to be made on how to commission and
provide healthcare that meets the needs of this group. This should include consideration of how needs
may vary across different groups, for example, women in contact with probation may be more likely
to need access to some types of services than men.
The little research that has been conducted about the health needs of people in contact with
probation in England shows that although they live in the community, they are likely to have different
health needs from the general population.
This is something that needs to be considered by healthcare service commissioners as part of their
role in reducing health inequalities and ensuring that services are commissioned that meet the needs
of the whole population.
Findings from our systematic review about the health needs of people in contact with probation are
summarised below. Where possible, we have also included up-to-date government statistics.

Substance Misuse


Research points to a high rate of drug misuse and alcohol misuse amongst people in contact
with probation



Uptake of substance misuse treatment on release from prison has been shown to be low
(Public Health England 2018). In 2017, just 6.6% of women and 3.9% of men on community
orders received a drug treatment requirement, and 3.7% of women and 2.7% of men on
community orders received an alcohol treatment requirement (Ministry of Justice 2018)



Research by Mair and May (1997) with 1213 people on probation in the UK found that when
asked about drug use in the last 12 months, reported rates were as follows: cannabis 42%,
amphetamines 24%, temazepam 15%, LSD 14%, ecstasy 12%, magic mushrooms 10%, heroin
8%, cocaine 8%, methadone 8%, crack 8%, none of these drugs taken 42%, and 10% did not
answer this question



Often, people misuse both drugs and alcohol



Substance misuse can also be combined with mental illness (dual diagnosis). In fact this is the
case for many people in contact with probation
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Currently, such dual diagnosis can mean that people struggle to access healthcare as they are
bounced between mental health and substance misuse services



Local Authorities need to commission services that are able to work with people with this type
of complex need

Link: Drug misuse info-graphic: https://my.visme.co/projects/n06q6pdn-ke7lp9q1zmeg29mw
Link: Alcohol misuse info-graphic: https://my.visme.co/projects/1jox07g3-ke7lp9q1zm6429mw

19

20

21

Mental Health
Very little research has been conducted into mental illness amongst people in contact with probation
in the UK overall.
Of the research that does exist, some of it focuses on rates of mental illness amongst people housed
in probation Approved Premises in the UK, including specialist Approved Premises for men with
mental health disorders (Geelan, Griffin et al. 1998, Geelan, Griffin et al. 2000), and Approved
Premises that work in partnership with psychiatric services (Nadkarni, Chipchase et al. 2000). In their
study of 533 residents of seven probation Approved Premises in Greater Manchester, Hatfield et al.,
(2004) report the following rates of ‘known’ psychiatric diagnoses: depression, 14%; anxiety disorder,
6.9%; schizophrenia, 3%; personality disorder, 3%; affective psychosis/bipolar disorder, 0.4%; other
psychoses, 2.1%; and dementia, 0.4%. However, people living in probation Approved Premises are not
representative of the wider population of people in contact with probation.
Pritchard et al, report findings from two similar studies of broader probation populations aged 18-35
years. Here findings were based on questionnaires completed by staff. In the first study, they report
that 25% of the sample of 261 people had a mental health disorder. In the second study 21% were
reported as having a mental illness (Pritchard, Cox et al. 1990, Pritchard, Cotton et al. 1991). In a study
of 183 people in contact with probation in two English counties, Brooker et al., (2009) report that 17%
of participants listed ‘mental health’ as their greatest health problem (Brooker, Syson-Nibbs et al.
2009).
The only formally funded study of a stratified random sample of offenders in contact with probation
in the UK found that 39% of people in contact with probation in one county had a current mental
illness. The rate of psychotic illness was over ten times the average for the general population in the
UK. This study also pointed to a high ‘likely prevalence rate’ of personality disorder, with 47% of the
sample screening positive for this. In addition, this study showed that 72% of those with a mental
illness also had a substance misuse problem (dual diagnosis) and 27% were experiencing more than
one form of mental illness (co-morbidity) (Brooker, Sirdifield et al. 2011, Brooker, Sirdifield et al. 2012).
Research also suggests that some of those with personality disorder that are in contact with criminal
justice services are at increased risk of having experienced childhood neglect, domestic violence, or
physical, sexual or emotional maltreatment (Minoudis, Shaw et al. 2011). Consequently, they may
benefit from access to psychological therapies.
Research points to difficulties in accessing care for those with a mental illness. For example, dual
diagnosis and co-morbidity can form a barrier to service access (Melnick, Coen et al. 2008). There can
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also be problems with continuity of care when people leave prison (Pomerantz 2003), particularly if
information isn’t transferred from prison healthcare to probation services in a timely fashion, and if
people encounter problems with registering with GPs prior to or upon release from prison.
Addressing mental health problems has been identified as a way of reducing reoffending and Mental
Health Treatment Requirements are available as an option for people on community orders or
suspended sentence orders with a mental illness that do not require immediate compulsory hospital
treatment under then Mental Health Act (Khanom, Samele et al. 2009: 5). Guidance states that “CCGs
and Local Health Boards are encouraged to engage with local criminal justice agencies to ensure that
their commissioning activities and service design facilitate treatment access by offenders to enable
the courts to consider an MHTR” (NOMS undated: 12). However, these requirements are currently
under-used (Khanom, Samele et al. 2009).

Link: Mental health info-graphic: https://my.visme.co/projects/w4yzw1gr-owplnmnw0gd32zd6
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Suicide and Self-Harm


A small body of research suggests that rates of suicide and self-harm are higher amongst
people in contact with probation than amongst the general population in the UK and suicide
rates are also higher in this population than amongst prisoners (Phillips, Padfield et al. 2018)



Moreover, data suggest that the rate of suicides in the criminal justice system in the UK has
been increasing (Phillips, Padfield et al. 2018), including amongst those in the community.
Recent figures on deaths of offenders in the community in England and Wales show that
“there were 285 self-inflicted deaths in 2017/18, an increase of 14% from 2016/17, and this
accounted for 30% of all deaths” (Ministry of Justice 2018: 5)



Individuals are particularly at risk during the first few weeks following release from prison
(Binswanger, Stern et al. 2007, Phillips, Padfield et al. 2018)



There are differences in suicide rates by gender (Corston 2007, Phillips, Padfield et al. 2018). For

example, government statistics suggest that in 2017/18 from a total of 836 male deaths
amongst offenders in the community 31% were self-inflicted. This compares to 25% of a total
of 119 female deaths (Ministry of Justice 2018: 5)
Link: Suicide and self-harm info-graphic: https://my.visme.co/projects/mxnyg70d-g1d5koqen43326m7
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General Health


The results of our systematic review showed that there is very little research about the general
health of people in contact with probation. Whilst the general health needs of people in prison
could be used as a proxy measure (see for example the Health and Justice Annual Review
2017/18 by Public Health England for some useful summaries), this an area where more
research is needed



Mair and May (1997) conducted a study with 1213 offenders on probation in the UK, and
found that 49% stated that they “currently had or expected to have certain long-term health
problems or disabilities listed on a show card (long-term was defined as for at least six
months)” (Mair and May 1997: 17). When looking at health problems or disabilities lasting
longer than six months, reported rates were often higher than in comparable data from the
general population. 18% mentioned musculoskeletal problems, 15% mentioned respiratory
system problems, and 14% mentioned mental disorders



In a health needs assessment of people in contact with probation in two areas of England,
Brooker et al., (2009) state that “SF36 scores revealed that offenders’ subjective mental and
physical health and functioning was significantly poorer than that of both the general
population and manual social classes using comparative standardized data derived from the
Third Oxford Healthy Life Survey” (Brooker, Syson-Nibbs et al. 2009: 49). This study also found
that 83% of the sample reported smoking tobacco, and 13% had been treated for a sexually
transmitted infection



Similarly, Pari et al., (2012) report that people in their study of 132 people in contact with
probation in Reading and Newbury “had significantly lower SF-36 scores on all eight subscales
than the general UK population” (Pari, Plugge et al. 2012: 21)



Prison statistics indicate that a growing proportion of prisoners are aged 50+, suggesting that
the probation population is also likely to include increasing numbers of older adults. The needs
and costs of providing care for these individuals, some of whom may need specialist care
arrangements as they pose a risk of harm to the public, needs to be considered by
commissioners
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What services are available, what should be available
and how can these services best be provided?
We wanted to:


Find out what healthcare services are currently commissioned for people in contact with
probation across England



Identify examples of good practice in delivering healthcare to people in contact with probation
in a way that improves their health or access to healthcare



Identify barriers to service access that people in contact with probation or probation staff may
encounter when trying to access or facilitate access to healthcare services



Find out what measures may ensure accessibility of healthcare for people in contact with
probation

To do this, we conducted a review of the international literature from the year 2000 to May 2017. We
also used a combination of surveys and freedom of information requests to Clinical Commissioning
Groups, Mental Health Trusts, Public Health Departments, Community Rehabilitation Companies, the
National Probation Service and probation Approved Premises to find out about what healthcare
services they commission, provide or receive. Additionally, we conducted interviews with people from
these organisations in six areas of England to find out about the services and/or barriers to service
access in their area of the country in more detail.
Findings from the systematic review, survey work and interviews are summarised below to highlight
gaps in current service provision, and recommendations for optimal commissioning strategies and
potential models of good practice to improve health and access to healthcare.
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Suicide
In our literature review, we identified that very little research in the UK has studied suicide and selfharm amongst people in contact with probation. However, the research that has been conducted
shows that rates of suicide are higher amongst people in contact with probation than amongst the
general population, and people are at particularly high risk during the weeks following release from
prison.
In our case study work we identified that some areas have suicide prevention partnerships and suicide
audit processes. Our review of the literature identified one study of a small sample of cases in one UK
probation area which suggested that management of suicide risk could potentially be improved
through:


Targeted suicide prevention training



Staff recognising that missed appointments could be a sign of increased risk of suicide



Staff reviewing suicide risk when instigating breach, legal proceedings or enforcement action



Consistent supervision by the same staff



Using the Delius system (a system that probation staff use to record contacts with their clients)
to alert others about an individual’s perceived risk of suicide (Borrill, Cook et al. 2017)
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Improving access to services and continuity of care
Papers included in our systematic review pointed to a number of barriers that people in contact with
probation may encounter when trying to access healthcare. These are summarised in the info-graphic
below.
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The literature also pointed to potential ways of improving access to services to maximise good health.
These are summarised in the info-graphic below.

Link to barriers info-graphic: https://my.visme.co/projects/mxnkkvy8-pmjlj0qx44qg2z39
Link to facilitators info-graphic: https://my.visme.co/projects/q6r811zr-3ezl33p8drjrl0q1
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The following were also identified as barriers to service access in the interviews that we conducted in
six case study areas in England:



Behaviour difficulties: People in contact with probation displaying or being perceived
as likely to display disruptive behaviour



Complexity: People in contact with probation often have complex health problems and
in addition, the healthcare system is complex to navigate



GPs: Getting people in contact with probation registered with a GP can be problematic,
particularly for people that are homeless. This in turn can cause difficulties for gaining
access to other services



Problematic referral processes: The National Probation Service and Community
Rehabilitation Companies do not always have straightforward referral routes that they
can use to facilitate access to healthcare for their clients. Sometimes people in contact
with probation do not meet the referral criteria for services, for example, because
their problems are not deemed to be severe enough, they are not resident within the
correct geographical boundary to access a service, or they have a dual diagnosis



Motivation: People in contact with probation are not always motivated to attend
appointments with healthcare



Under-use of requirements: People not having mental health, drug or alcohol
treatment or rehabilitation requirements as part of their probation could also form a
barrier to service access



Risk over health: The primary focus of criminal justice staff has to be on risk
management rather than assessing or addressing their clients’ health issues, so when
resources are scarce, health may not be seen as a priority



Opening hours: Services are often only open 9-5



Difficult for some services to engage in partnership working: This was particularly
apparent in relation to CCGs

So the accessibility of healthcare could be improved by increasing literacy and health literacy levels
amongst people in contact with probation; providing health information in plain language to make it
more accessible; having case managers meet individuals at the prison gate and monitor their access
to services; criminal justice and health organisations working together to understand offenders’ health
needs and provide appropriate service provision; the introduction of GP registration schemes; colocation of services or staff, and healthcare staff having a caring professional demeanour.
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The government has recognised the importance of improving continuity of care, and many
organisations have committed to working towards this (see for example HM Government and NHS
England 2018).
The NHS Long Term Plan published in 2019 highlights that RECONNECT will be helping people to
transition from prison to community based services. Similarly, work published by Public Health
England highlights the value of community workers reaching into prisons and visiting prisoners prior
to release in order to improve engagement with substance misuse treatment services post-release
(Public Health England 2018).
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Mental health
Our review of the literature suggested that having probation Approved Premises that specialise in
working with people with mental illness is beneficial.
The review also identified an article about approaches to tackling the problem that people with mental
illness are more likely to fail on probation supervision (defined in the literature as having an order
revoked for a technical violation or a new offence (Skeem and Eno Louden 2006)) . This pointed to

‘specialty probation agencies’ as a potential solution to this problem and stated that they “hold
promise for improving clinical and criminal outcomes for probationers and parolees with mental
illness” (Skeem and Eno Louden 2006: 333). Key findings from the research about the main features
of these agencies and their effectiveness are summarised below.
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We also identified some other innovative practice through our case study work, and have produced
info-graphics in collaboration with participants in our research and individuals involved with these
services or ways of working. It is important to note that not all of these initiatives have been formally
evaluated. Thus we cannot conclusively recommend them as ‘good practice’, merely as services or
ways of working that were considered to be working well by participants. In some cases they are
currently undergoing evaluation. Those looking to improve practice may wish to learn from these
examples when considering new ways of working, but should also commission evaluation work
alongside this to improve our understanding of the effectiveness of these approaches.
The first of these is the Offender Personality Disorder Pathway, which is jointly funded by HMPPS and
NHS England and operates nationally. The info-graphic below provides an overview of the core aims
and

elements

within

this

initiative.

The

info-graphic

can

also

be

viewed

here:

https://my.visme.co/projects/ep83k9vy-4qk5y7oz88kr5r1v. Those wishing to learn more about
personality disorder may also wish to refer to Working with offenders with personality disorder. A
practitioner’s guide, particularly appendix B: https://www.england.nhs.uk/commissioning/wpcontent/uploads/sites/12/2015/10/work-offndrs-persnlty-disorder-oct15.pdf.
Our second example here is the service provided by Clear Counselling for Warwickshire CRC.
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The Clear Counselling info-graphic can also be viewed here: https://my.visme.co/projects/kkzyk163ok32rznzm1vn5w8d
Some

of

our

participants,

also

rated

the

services

(https://www.inclusion.org/services/inclusion-visions-thurrock/)

offered
and

by

‘Inclusions

‘Change,

Grow,

Visions’
Live’

(https://www.changegrowlive.org/) highly. We cannot recommend these services above others, but
they were valued by our participants.
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Substance Misuse
In our literature review, we identified a diverse range of studies on ways of addressing substance
misuse problems for those in contact with probation or on parole. Much of this research consists of
small-scale studies of short-term projects or initiatives and has limited generalisability. Therefore, it is
difficult to draw firm conclusions in terms of what the most effective ways of providing substance
misuse services to people in contact with probation are in order to improve their health and/or access
to treatment.
Many substance misuse services are provided by third sector organisations. In several areas of the
country substance misuse services are provided by a charity called Addaction, a service which was
highlighted in our interviews. An info-graphic on this service is included below, and can also be
accessed here: https://my.visme.co/projects/ep8ye6ry-z4p5zzd7qq6957n1
Similarly, Change, Grow, Live also provide services for people with substance misuse problems and
were referred to by several of our interviewees. Again, it is important to note that we are not
recommending these services above others, we are simply attempting to provide an overview of them
that includes the positive features that were noted by participants in our case study work.
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Strategic Partnership Working
In our case study work participants described robust partnership working as a key to effective service
provision. We identified a model of integrated care provision for people with drug and/or alcohol
misuse problems. This is described in the info-graphic below.

In our case study work we also identified a useful model of partnership working to address the
healthcare needs of Approved Premises residents. This is described in the info graphic below, which
can also be accessed here: https://my.visme.co/projects/dmvy9y07-m3x58kv13zye5krp
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Our case study work also included an example of strategic partnership working by Public Health:
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Measuring and improving health, and the quality of
healthcare that people in contact with probation
receive
As part of ensuring that people in contact with probation receive appropriate healthcare, we need to
consider how their health and the quality of the healthcare that they receive could be measured,
monitored and improved.

Healthcare quality can be defined in terms of the Darzi dimensions of quality, which are commonly
used in evaluation of NHS services in the UK:


Safety: prevention of harm caused by healthcare or lack of healthcare



Effectiveness: improvements to or worsening of health status



Patient experience: patients’ memory of what they received and which aspects of care they
regard positively or negatively

When thinking about how such dimensions of quality can be measured, Donabedian (2005) divides
information that can be used to measure the quality of care into three categories – information about:


Structure: infrastructure and resources in the settings within which healthcare is provided e.g.
staff training, equipment, buildings, staff to patient ratios, policies and procedures



Process: what actually happens to deliver a desired outcome – includes technical and
interpersonal aspects of care delivery e.g. giving vaccinations



Outcomes: the impact on the service user in e.g. changes in health status, improvements in
health literacy, or improved service user experience (Donabedian 2005)

Our recommendations here are based on:


Findings from six national surveys that we conducted asking Clinical Commissioning Groups,
Public Health Departments, Mental Health Trusts, the National Probation Service, Community
Rehabilitation Companies and probation Approved Premises about what data they already
routinely collect that could be used to measure and improve health and healthcare quality



Data from interviews with key stakeholders in six areas of England,



Reference to wider literature such as the NICE guidance for physical health of people in prison
[NG57] and for mental health of adults in contact with the criminal justice system [NG66], and
the National Probation Service Health and Social Care Strategy 2019-2022
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Findings from our surveys told us a little about the outcomes that some organisations routinely record,
but did not tell us much about the processes or structures that lie behind those outcomes.
Consequently, we have created a list of possible indicators that organisations could use for monitoring
and improvement. These are shown in the table below.

Darzi
Dimension
of Quality
Safety




Structure
(Present/absent)
Mortality review
process in place
Adverse event
monitoring/review
process in place




Donabedian Definition
Process
(Rates)
Mortality review process in
place
Adverse event
monitoring/review process in
place






Effectiveness







Probation
involvement in
commissioning
Creation of pathways
into
services
for
different conditions
Systems for access to
health professionals
(e.g. GP, dentist) and
services



















Proportion of cases where
GP registration (or lack of) is
recorded
Proportion of non-registered
service users that go on to be
registered with a GP
Proportion of cases where
dentist registration (or lack
of) is recorded
Proportion of non-registered
service users that go on to be
registered with a dentist









Proportion of service users
screened for hazardous or
dependent drinking [Prison
reception screen Q13]
Proportion of hazardous or
dependent drinkers a)
offered and b) accepting
referral to substance misuse
services
Proportion of service users
screened for drug misuse
[Prison reception screen Q14
and 15]
Proportion of those misusing
drugs a) offered and b)
accepting referral to
substance misuse services



Proportion of cases screened
for mental illness [Prison
reception screen Q16-20]






Outcome
(Rates)
Mortality rate
Proportion of people
attempting suicide
Proportion of people
committing suicide
Proportion of people
that self-harm
Proportion of NPS
areas and CRCs
reporting
involvement in
commissioning
Proportion of staff
that are aware of and
understand these
pathways
Proportion of people
that are registered
with a GP
Proportion of people
that are registered
with a dentist
Proportion of people
drinking at hazardous
or dependent levels

Proportion of people
misusing drugs
Proportion of people
showing a reduction
in misuse of drugs

Proportion of people
reporting well
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Registers of
conditions e.g. mental
illness (including
personality disorder),
learning disabilities,
disability, substance
misuse



Proportion of ‘likely’ or
known cases of mental
illness a) offered and b)
accepting referral for
diagnosis and/or treatment
or c) continuing with existing
treatment



Proportion of cases where
smoking status is recorded
Proportion of smokers a)
offered and b) accepting
referral to smoking cessation
services



Proportion of people
smoking



Proportion of cases where
physical health measures are
recorded



Proportion of people
reporting well
managed physical
health



Proportion of cases where
need or absence of need for
vaccinations is recorded
Proportion of cases
established as needing
vaccinations that are a)
offered onward referral for
them and b) accept this
referral
Proportion of cases screened
for communicable diseases
Proportion of cases found to
have a communicable
disease a) offered and b)
accepting referral for
treatment or support
Proportion of people offered
safe sex education
Proportion of experience
surveys returned
Proportion of cases where
service access is considered
to be timely (number of
days)



Proportion of service
users identified as in
need of vaccinations
that receive them



Proportion of people
with communicable
diseases



Proportion of people
practicing safe sex



Proportion of service
users reporting
positive experience
of services
Proportion of service
users reporting
encountering barriers
to service access









Experience



Service user
experience measure
or survey




managed mental
health



Much of the above could be achieved through National Probation Service and Community
Rehabilitation Company staff or a healthcare professional based with probation conducting a health
assessment and making onward referrals to healthcare as appropriate for all new cases as set out in
the NICE guidance on the physical health of people in prison. This covers aspects of both physical and
mental health, and we have included key question numbers from this assessment in the table above.
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Our suggestions fit well with the commitments set out in the National Probation Service Health and
Social Care Strategy 2019-2022.

Our research showed that currently, very few Local Authorities include the health needs of people in
contact with probation in their Joint Strategic Needs Assessments which inform local level healthcare
commissioning. Data collected from the above process could be used to inform this type of
assessment, providing data to enable comparison between the health needs of individuals in contact
with probation, and members of the general population in a geographical area.

In addition, Her Majesty’s Prison and Probation Service are in the process of producing datasets from
their routinely collected data, which could potentially be used to inform this and other commissioning
processes.

Moreover, Public Health England has produced evidence-based guidance on undertaking Health
Needs Assessments in prescribed places of detention which is available at:
https://www.gov.uk/government/publications/prescribed-places-of-detention-health-needsassessment-toolkit
Public Health England is also currently developing guidance on undertaking a Health and Social Care
Needs Assessment for people in contact with the criminal justice system who are living in the
community.

We would also suggest that it would be beneficial for all NPS and CRC areas to have a named Offender
Health Lead with responsibility for sharing the above data at aggregate level with healthcare
commissioners and providers and establishing inter-agency referral and information exchange
procedures for staff to use and disseminating these to staff.
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Recommendations
This toolkit is being produced at a time when systems change is either happening or likely to happen
in both the health and justice arenas. For example, a number of attempts are underway to integrate
health and social care systems. These include


New care models, which introduced new models of working such as integrated primary and
acute care systems (PACS) and multispecialty community providers (MCPs)



The introduction of Sustainability and Transformation Partnerships (STPs), which bring
together a variety of organisations such as CCGs, Mental Health Trusts and Local Authorities;
and



The continued roll out of Integrated Care Systems which evolved from STPs and involve the
NHS working with local councils and others to collectively plan and run health and social care
provision in their region. Here, budgets are pooled and the emphasis is on preventative work
and avoiding hospitalisation. We recognise that in this toolkit we have focused on health
needs, but increasingly health and social care are likely to be considered as one in the future

In addition, questions have been raised about the competency of Community Rehabilitation
Companies, which were introduced as part of the structural reforms to probation created by
Transforming Rehabilitation. The Ministry of Justice undertook a consultation called ‘Strengthening
probation, building evidence’, the results of which are yet to be shared.

Within the context of this changing landscape, it appears that the key to improving healthcare
provision for people in contact with probation lies in four main areas:

Commissioning
a) CCGs need to fundamentally recognise that healthcare commissioning for people in contact
with probation is their responsibility not NHS England’s
b) CCGs in association with Public Health departments should be undertaking ‘gap’ analyses to
examine the complex healthcare needs of people in contact with probation in their areas and
the extent to which current service provision meets those needs. The new National Probation
Service Health and Social Care Strategy 2019-2022 outlines ways in which routinely collected
data in probation might be able to enable such gap analyses. Data on health needs from the
research literature provided in this toolkit can also be shared with Health and Wellbeing
Boards to inform commissioning
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c) Those in contact with probation have high levels of mental health and substance misuse
needs, CCGs and Public Health departments should examine the extent to which services are
currently configured to meet these needs
d) Working with criminal justice agencies to address other obstacles to health service access such
as GP registration
e) Including criminal justice agencies in commissioning processes to help improve understanding
of the complex needs of people in contact with probation and ensure that services are capable
of meeting them

Practice
a) Provision of cross-agency training, in particular around supporting people with mental health
and substance misuse needs
b) All National Probation Service areas and Community Rehabilitation Companies having named
health leads
c) Improved partnership working between health and justice agencies including


Developing mechanisms to support routine sharing of health data at transition points
throughout the criminal justice pathway



Involvement of criminal justice agencies in Health and Wellbeing boards and other
commissioning forums



Co-location of criminal justice and health staff



Developing clear pathways into services for those in contact with probation including
for continuity of care from prison to probation Approved Premises and the community



Health agencies proactively sharing details of services available and how to access
them with their local National Probation Service and Community Rehabilitation
Company to support service access and use of community sentences with treatment
requirements

Policy
a) Extension of current policy to create a national strategy for joint working between health and
criminal justice agencies including co-commissioning of services
b) Development of shared cross-agency targets around the monitoring and improvement of
health and access to healthcare
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Research
a) Provision of up to date information on the prevalence of different health problems amongst
people in contact with probation
b) Further development and evaluation of quality indicators for the health of people in contact
with probation and the quality of the healthcare that they receive
c) Formally piloting, evaluating, and/or scaling up potential models of good practice identified in
the literature and case studies
d) Extending the work undertaken to produce this toolkit to cover other areas of the country
and/or social care needs
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Contact us
If you would like to contact us to learn more about our research project or about any of the
information within this toolkit, provide feedback on the toolkit or how you are using it, or share
examples of good practice that could be added to the toolkit if we update it then please contact us by
writing to:
Dr Coral Sirdifield, Research Fellow, University of Lincoln, Brayford Pool, Lincoln, LN6 7TS,
csirdifield@lincoln.ac.uk
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