Risk and Dual Diagnosis

What are the risks?

People with dual diagnosis are far more likely than people with single diagnoses to be at risk of harm either to themselves or others.  The risks are mainly violence and suicide, but also risks such as self-harm, accidental overdose from alcohol and/or illicit drugs, self-neglect and malnutrition, physical health problems (such as blood borne viruses and injecting related problems- see module 7), and victimisation (bullying).  When working with this group of prisoners, it is important to be aware of the potential risks posed, and ensure that there is an adequate risk management plan in place.  Safety is everyone’s’ responsibility.
Suicide and self harm.

There is a strong association between incarceration and suicide.  It has been estimated that a prisoner is seven times more likely to kill themselves compared with someone living in the community and around 30% of all prisoners have history of one or more episodes of deliberate self-harm (Brooker et al 2002).  When people have more than one diagnosis the risk of self-harm violence and physical health problems increases.  In addition, there is always the risk of suicide after release from prison.  88 prisoners per year commit suicide within 1 year of release from prison.  These deaths usually cluster immediately after release, with half occurring in the first week.

In Safer Prisons, Shaw, Appleby and Baker (2003) report on the findings of suicides in prisons between 1999-2000.  The most common method of suicide in prison is by self-strangulation (92%).  It seems that the first few days of prison life are a high risk time as 11% of suicides occurred within 24hrs of reception into prison, and 32% occurred within the first 7 days.  Almost half were on remand, and 11% were on a vulnerable persons unit.  63% were in a single cell unit.  Suicides were mostly committed by male (92%) but this principally because most of the prison population are male.  11% from an ethnic minority.  About a quarter had been charged or convicted of a violent offence.  21% bullied in prison, 21% didn’t take part in any activities, 42% had no visitors prior to death, 18% had experienced a family bereavement or family member terminally ill.  34% had physical problem or disability at reception.  A large proportion had mental health problems with 72% had at least one psychiatric diagnosis, and the most common was drug dependence.  32% had second co-morbid diagnosis indicating more complex treatment needs.  Of those who had a drug or alcohol problem, not all had been referred to a health care professional about this.  Just over half the suicides had a history of self-harm, and 57% had psychiatric disturbance on reception to prison.  Just under a third (30%) had been in contact with NHS mental health services prior to prison, and 70% of those were referred to a mental health professional in prison (but not all).  Worryingly 15% of the people who committed suicides had no further contact with health professionals after reception and only 25% had an open F20 52SH (indicating recognition of risk)

At final contact with health care staff, risk of self-harm/suicide was thought to be low or absent in 93% of cases
17% were prison health care inpatients at the time, and 6% were under medium or high levels of observation at time of death.  29% of the people who committed suicide had been inpatients in health care at some point during their term, and 9% died within a week of discharge from health care.  In 27% post-discharge suicides, no follow-up appointment was arranged.

15% were perceived by health staff as preventable.  Staff indicated better supervision, training, and increased use of shared cells could have reduced risk.

Risk Management- Recommendations from “Safer Prisons”

Information should be obtained from GPs, mental health and other services within the first 24hours.  These services should accept responsibility to share information with prisons, health and risk related information should be shared with all members of staff within the prison who are responsible for the prisoner.  Family information should be obtained and passed on.  Health screening at reception should be conducted in privacy, and by someone with relevant mental health training. Prisoners should be located in specific reception wings where they can be monitored by trained staff, and receive prison induction.

All prisoners with a history of mental health service care suggestive of serious mental illness or history of self-harm should have a multi-disciplinary care plan initiated at reception.  Where a prisoner has an existing care plan under the Care Programme Approach (CPA) (see Module 3), information should be shared between the NHS and prison mental health staff.  Prisoners with mental disorder but without serious mental illness, should have a simple care plan

Safer Prisons also recommends a coordinated dual diagnosis service which should be part of prison mental health care which serves to integrate mental health services with drug treatment services.  Prisons and local NHS inpatient services should monitor delays in transfer to hospital and ensure transfer requests are regularly reviewed and action is taken if delays are encountered.

Prisoners with a history of self-harm should be followed up within the first 24hours post discharge from inpatient prison health care setting, and the release of prisoners with mental health problems should be properly coordinated with mental health care teams in the community.  

See the Offender Mental Health Care Pathway (DH, 2005) for details on how risks related to mental health (and substance use) problems should be managed at each part of an offenders journey from police custody to release from prison.

Assessment, Care, Custody and Teamwork (ACCT). (PSI 18-2005)

Suicide prevention is the responsibility of all prison staff.  If a prisoner is identified as being at risk of self-harm or suicide then any member of staff may open an ACCT plan.  There should be an individualised assessment and a flexible and individualised care-plan (CAREMAP) devised by suitably trained personnel.    If on duty then all staff should make themselves aware of all open ACCT plans, and should receive a briefing on the current status of the person with the open ACCT plan.  All indicators of risk entered into the plan should be followed up with appropriate actions.  The ACCT plan should be reviewed within the first 24 hours of opening, and there should be frequent subsequent reviews by the case manager.  After these reviews the case manager should review the CAREMAP.
Violence and Aggression

Drug and alcohol misuse have been consistently linked with the likelihood of violent behaviour however, mental health problems are generally not associated with violence unless the symptoms are acute and untreated.  Wright (2000) demonstrated that people with dual diagnosis are much more likely to be violent that those with psychosis alone.  There is probably a complex relationship between substance use, mental illness and violence which involves interactions between active symptoms, medication adherence, disinhibition of substances, the effect of substances on symptoms, and lifestyle factors.  
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