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Background

The Police and Crime Panel (hereafter referred to as ‘the Panel’) have requested an overview of 
the impact of mental health on policing in Gloucestershire.  The aim is to gain an understanding of 
the issues and impact in relation to mental health on the local Constabulary with a view to 
establishing how the Police and Crime Commissioner holds the Chief Constable to account in this 
area.  The Panel also wish to consider how they can support the Constabulary and OPCC in any 
way. 

This note is not intended to provide panel with all relevant information but instead to provide an 
overview of issues to consider.  Both local and national research has been used to produce this 
report, none of which has been commissioned as a result of the request from the Panel.  Should, 
however, the Panel wish further, in depth, information, they may wish to consider commissioning 
further local research.

A call relating to mental health is identified as “any police incident thought to relate to someone’s 
mental health where their vulnerability is at the centre of the incident or where the police have had 
to do something additionally or differently because of it.” This can be done at any stage through the 
incident and a Tag is applied to the log. 

National research

HMICFRS Policing and Mental Health: Picking up the pieces, 2018

Foreword (by Zoe Billingham, HM Inspectorate of Constabulary)

The last resort, not the first port of call
In our inspection, we found that the police approach to people with mental health problems is 
generally supportive, considerate and compassionate. 

But we believe there is only so much the police can do to improve the overall picture. This is 
because, in our view, too many aspects of the broader mental health system are broken; the police 
are left to pick up the pieces. The fact that almost every police force now has its own mental health 
triage team indicates that there isn’t nearly enough emphasis on early intervention and primary 
care to prevent the need for a crisis response. 

This is letting down people with mental health problems, as well as placing an intolerable burden 
on police officers and staff. It is a national crisis which should not be allowed to continue; there 
needs to be a fundamental rethink and urgent action. 

People with mental health problems need expert support. Those in crisis need to be cared for in a 
healthcare setting. They shouldn’t be locked in a police cell or held for hours on end in the back of 
a police car for their own safety. This expert help needs to be available whenever people need it; 
mental health crises don’t just happen during office hours. 

All too often, the system is failing people when they most need help. This is not a problem that the 
police alone can solve. Other services need to stop relying on the 24/7 availability of the police. 

We have grave concerns about whether the police should be involved in responding to mental 
health problems to the degree they are. Our inspection found that, in dealing with people with 
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mental health problems, police officers and staff must do complex and high-risk work. They often 
don’t have the skills they need to support people with mental health problems. And, too often, they 
find themselves responsible for the safety and welfare of people that other professionals would be 
better placed to deal with. 

This means that already overstretched and all-too-often overwhelmed police officers can’t always 
respond appropriately, and people in mental health crisis don’t always get the help they need. All 
this can take a heavy emotional toll on officers and staff.

More emphasis on early intervention 
This isn’t about blaming either the police or mental health practitioners. We recognise the 
considerable work that all services and agencies have done to improve the response to those with 
mental health problems. But, in our view, the emphasis overall needs to be far more on early 
intervention and community care. As HM Chief Inspector of Constabulary, Sir Thomas Winsor, said 
in his 2017 State of Policing report: 

“There will always be situations where someone in crisis needs a rapid response from the 
emergency services. But too often, our public services are failing to work together to 
prevent the crisis in the first place … Blue lights should not have to flash for someone to get 
the help they need in time.” 

There are a few things the police could do better. They could give officers and staff better mental 
health training and have a clearer view of the level of demand from people with mental health 
problems. We have made some recommendations along these lines which could help improve 
their approach. 

However, these can only go so far, and there needs to be a longer-term solution. When it comes to 
mental ill-health, the police should be the last resort, not the first port of call.

About this report

The police respond to people in mental health crisis every day. It is important for the police to 
recognise as early as possible that they may be responding to someone with mental health 
problems. That early understanding is crucial to assess the risk properly, and how urgent the 
response should be. In our 2017 inspection, we examined more closely how the police: 
 respond to and provide care for people with mental health problems; and 
 work with partner organisations to achieve the best outcomes. 

We are in no way suggesting that the police don’t have a role in protecting those who are 
vulnerable because of their mental ill-health. This should be a priority for all forces. As Lord 
Adebowale, chair of the Independent Commission on Mental Health and Policing, stated in the 
Commission’s 2013 report, mental health needs to be “seen as a part of the core business of 
policing”. But funding cuts have reduced community services, which means some needs are no 
longer being met. This unmet need means police forces are seeing unjustifiably higher demand for 
their services.

Headline findings

We are concerned that the police are working beyond their duty 
We have significant concerns about whether the police should be involved in responding to mental 
health problems to the degree that they are. The police need to be clearer about the extent of this 
problem.
 
The Crisis Care Concordat is a step in the right direction, but there still needs to be a 
rethink 
All services and agencies have done considerable work to improve the response to those with 
mental health problems. A culmination of this collaboration is the Crisis Care Concordat, in which 
22 bodies committed to improving the service and experience of those people with mental ill-



health. 

However, people with mental health problems need expert support, and all too often this isn’t 
available when people need it. The fact that people are calling the police to access health care is 
untenable, and the evidence later in our report shows that the demand for police to respond to 
mental health-related calls is increasing. We believe there needs to be a radical rethink to 
guarantee a timely expert response from health services. 

Collaboration is helping the police provide a better response 
We were pleased to see the police working closely with other organisations to try to improve their 
joint understanding of mental health. These collaborations are working both at a strategic level to 
influence the direction of services and funding decisions, and at a more tactical level to solve 
specific problems. 

The police need a clearer picture of mental health demand 
Overall, we found a general lack of understanding by forces of their mental health demand. 

Leadership on mental health in police forces is generally strong 
We found strong leadership and governance on mental health across most forces.

Overall, the police are good at recognising when people are in crisis and responding to 
people at risk 
It is crucial that when people with mental health problems contact the police, the police can identify 
that they are vulnerable. Generally, forces do this well. 

We also found that police officers have a good understanding of how to respond to those with 
mental health problems. 

Forces are investing in mental health training, but it is inconsistent 
We were pleased to see forces investing in training to support their officers and staff to identify and 
respond to people with mental health problems. However, the quality of training, and the 
involvement from other services, is inconsistent. 

Only a few forces are seeking the views of people with mental health problems 
We found that there is a missed opportunity to seek the views of people who have mental health 
problems. Only a few forces are doing this to improve the quality of training and develop and shape 
future services. 

Prevention is far better than cure 
Mental health crisis is often preventable and avoidable. It is far cheaper for health agencies to 
intervene early than pay for specialist crisis treatment after harm and distress has already been 
caused. 

For example, in their FMSs, 13 forces cited the pressure that responding to repeat callers places 
on an already busy command and control system. 

The top five individual repeat callers to the Metropolitan Police Service (all of whom have mental 
health problems) called a combined total of 8,655 times in 2017. It cost the service £70,000 just to 
answer the calls. If services were in place to treat people earlier, the cost savings would be 
significant.

Other significant information from the report:

Responding to emergency contact
The Metropolitan Police Service receives a call about a mental health concern once every four 
minutes.1 They send an officer to respond to a mental health-related call every 12 minutes. 
Officers responding to the call will spend time with the person to understand what they need. 
Analysis by the Welsh forces showed that on average this took about three hours. They may 



need more officers to help, and the person might end up being detained under section 136 of 
the Mental Health Act 1983 and taken to a place of safety.  

Half the time, the police, and not the ambulance service, transport people to a place of safety. 
This can take a few hours, depending on the availability of health agencies and specialist 
hospital beds. Or it may result in a very long wait in accident and emergency for the person in 
crisis and the police officers accompanying them.

Supporting victims of crime 
A person with severe mental health problems is three times more likely to be a victim of crime.2 
This means they will need extra care and support throughout the investigative process. Research 
estimates that 30 to 60 percent of women with mental health problems suffer domestic abuse.

Attending mental health crisis incidents 
Police will be called to a person in crisis who is suicidal. There were nearly 6,000 suicides in the 
UK in 2017. This means that 16 people take their own lives every day, and many more people 
attempt suicide. 

Attending these incidents may involve road or bridge closures, and skilled negotiators to talk to the 
person in crisis and try to keep them safe. Between April 2016 and April 2017, police officers (from 
British Transport Police and local forces), working alongside rail staff and members of the public, 
prevented 1,837 people from taking or attempting to take their own lives on the rail network. 

Looking for missing persons 
Police also respond to calls for missing persons where mental health problems are a factor – for 
example, if the missing person has dementia, or is in extreme distress.

Institute of Criminal Justice, University of Portsmouth: From crime fighting to public 
protection: the shaping of police officers’ sense of role, 2018

Introduction

Recent public sector cuts in the fields of health and social care and mental health services (not to 
mention policing itself) have brought into sharp focus the enormous range of non-crime related 
activity which the police are associated with. The College of Policing estimates that non-crime 
related incidents account for 83 per cent of all ‘command and control’ calls that come into call 
centre staff.

Although there are a myriad of voices and opinions on the thorny question of what is, and perhaps 
also what should be, the role of the police, little is heard from one particular quarter – frontline 
police officers themselves. New research … has followed a sample of new recruits to the police 
service through the first four years of their careers and considered how and in what ways, they 
adapt to their new identity as a police officer. Police officers were interviewed after the first five 
weeks in the job (TIME A), after six months (TIME B), after one year (TIME C) and after four years 
(TIME D). This rich source of data has revealed significant change over time in the new recruits’ 
attitudes and beliefs. A central focus of the research was on officers’ changing attitudes during the 
early years of their careers and the key influences upon the formation and development of those 
attitudes. Part of that analysis was a consideration of what the new recruits saw as their role as a 
police officer.

Measuring attitude change

At each interview stage the new police recruits were read 22 different statements, to which they 
were asked to indicate the strength of their belief. Five of those 22 statements concentrated on the 
role of the police. Each of these five statements will now be considered in turn.

http://www.police-foundation.org.uk/2017/wp-content/uploads/2018/01/perspectives_on_policing_officers_sense_of_role-FINAL.pdf
http://www.police-foundation.org.uk/2017/wp-content/uploads/2018/01/perspectives_on_policing_officers_sense_of_role-FINAL.pdf


Reconsidering the role of the police

This research has revealed that police officers’ perceptions of what they consider to be their role 
has altered, affected both by their length of service and the changing realities of policing work in 
more challenging economic times. It could be argued that much of this change derives from a 
fundamental change to the arena of policing where the focus is much more upon the congenial 
activities such as citizen protection, public reassurance and safeguarding rather than on the more 
combative activities such as fighting crime and catching criminals. 



Home Office: The Front Line Review - Recommendation report: an evidence review, July 
2019

Summary of key issues

The message from the front line is clear about the areas and need for changes as well as the 
complexity of the issues they face daily. The Review has evidenced a wide range of concerns and 
issues including … frustrations caused by unnecessary demands on time seen to get in the way of 
core policing, including … externally generated demands on time driven by other public agencies 
relying on the police to provide out of hours cover – for example mental health and social services-
related demands on policing.

Letter from Rt. Hon. Nick Hurd MP, former Minister for Policing and Fire, July 2019

Policing and mental health demand 

Today (10th July 2019), I set out the Home Office’s response to the Front Line Review. A major 
theme within the Review, is the subject of police involvement in mental health incidents. As I 
have made clear today, I am determined to do what I can to ensure that we get to the heart of 
what is, and is not, legitimate demand on the police in this context, and to tackle inappropriate 
use of police time and resources. This is not simply to take pressures off the police, although 
that is certainly important, but critically, to ensure that those in need of specialist care receive 
the right help as promptly as possible. 

In addition, therefore, to the specific announcement today in respect of our work with the 
College of Policing to produce guidance to all forces on how to reduce demand arising from 
non-urgent “safe and well” checks, I wanted to update you on the wider progress we are 
making on tackling mental health demand on the police. 

I have had several meetings on this subject with the Minister for Mental Health, Inequalities 
and Suicide Prevention. I know that she shares my views on the need to improve general 
mental health provision so that the police are not left trying to fill roles that should properly be 
met by healthcare professionals, and to provide a better outcome for individuals in need. 

I am optimistic that the Government investment of an additional £2.3 billion by 2023/24 to bring 
about the improvements to mental healthcare services set out in the NHS Long Term Plan will 
do much to relieve current pressures on the police. Bolstering 24/7 community based mental 
health crisis teams; establishing better telephone access to support services; increasing 
alternative support by way of crisis cafes and safe havens, and crucially, investing in dedicated 
mental health transport vehicles will plug gaps too often currently filled by the police. However, 
the full impact of these reforms will take some time to come to fruition, and there are some 
things we can do in the short term to relieve at least some of the current pressures on police 
forces. 

I wrote to you in August of last year to outline our emerging thinking on what these might be, 
following consultation with all forces on mental health demand. Since then we have developed 
and agreed with the Department for Health and Social Care, a plan of action to tackle 
particular aspects of mental health generated demand on both the police and other emergency 
services. This falls into three main strands of work.

Firstly, we are identifying and capturing the key aspects of existing initiatives to tackle several 
drivers of high demand. In addition to the work on safe and well checks, these include repeat 
callers and missing persons. Collectively such calls can number tens of thousands of calls 
across all police forces each year, with commensurate thousands of hours of police time spent 
responding. Around the country, various initiatives are already successfully operating to help 
drive down calls form persistent callers and we are working with these areas to gather and 
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distil emerging good practice from such schemes and to make it more readily available for 
adoption elsewhere. 

We are also engaged with the Cabinet Office on a project to better understand and find ways 
of addressing the number of requests to the police from health authorities for assistance in 
locating patients deemed to be “missing” from Accident and Emergency departments – 
particularly when they are voluntary patients and under no formal detention or restriction. 

Secondly, building on the work on safe and well checks, in the slightly longer term, we intend 
to scrutinise more closely the approach to risk identification and management. This includes 
work with the Independent Office for Police Conduct (IOPC) on its guidance to forces on 
accountability and decision making, as well as exploring with the other emergency services a 
joint approach to assessing and triaging incoming calls for service to ensure that the most 
appropriate agency responds, freeing up the others from unnecessary attendance more 
quickly if they are already on scene. 

Thirdly, we need to accurately measure the volume and type of mental health demand on the 
police and whether we are making progress in tackling this. This has proved difficult to date, 
with police forces having an inconsistent approach to identifying mental health incidents, and 
difficulty in categorising and accurately recording what is legitimate police business and what 
is not. 

I am very pleased to note that a national definition of a police mental health incident has now 
been agreed. Using this, HMICFRS and the College of Policing are developing a data capture 
exercise with all forces in the autumn, with the aim of obtaining a better national picture of the 
scale, type, and sources of mental health demand on police forces. This will enable us to 
identify potential further issues for action. 

I remain fully committed to finding ways to tackle unreasonable demands on the police. I know 
that a number of you individually, as well as your forces, are already engaged with us in 
supporting this important work, and I am very grateful for this. I hope that all forces will 
embrace the emerging ideas and opportunities for improving the ways in which we respond to 
those in need, both internally and working with relevant partners, to achieve better outcomes 
for individuals and free up police resources to pursue core policing roles.

RT HON NICK HURD MP

Local information

Gloucestershire Constabulary: Strategic assessment of mental health related demand, 
October 2015

Discussion

At any one time, 1 in 4 people in England and Wales have a mental health condition. With 
underlying increases in prevalence and continued (real-term) reductions in funding and support 
services for mental health the role of the police in supporting crisis management is changing. In 
addition, influence and fallout of mental health in the community we serve resonates across day-to-
day demand and touches all aspects of service delivery. 



For Gloucestershire there are specific challenges. National research identifies the county as having 
particularly high levels of suicide and self-harm - an aspect of mental health crisis which frequently 
requires police support. Although generally the prevalence of mental health conditions (diagnosed) 
and those engaged in treatment is classed as low, there is a possibility that this is indicative of 
under-identification and reluctance in the county’s population to get help as soon as they need it. 
Early identification, intervention and diversion could be key in reducing long-term crisis demand; 
and the police have a part to play in working with partner agencies in sharing and reviewing 
information to direct change and improvement.

… ‘Mental health’ is a broad and generic term that covers a vast spectrum of conditions and 
meaning for different people. It can include drug and alcohol dependencies, learning disabilities 
and conditions such as autism, alongside degenerative conditions such as dementia and 
Alzheimer’s, alongside more commonly considered mood and psychosis disorders. Each of these 
sub-categories could present a different challenge or risk to the organisation, the nature and 
importance of which cannot be determined through the current mental health dataset. 
Consideration should be given to formally defining ‘mental health’ in a policing context to facilitate 
focused and bespoke planning and strategy.

Gloucestershire community mental health profile

Gloucestershire does feature as a significantly high outlier, is in relation to outcome indicators 
particularly the number of emergency admissions for self-harm and suicide rates. The emergency 
admission rate for self-harm in Gloucestershire is reported as 235.1 admissions per 100,000 
population – higher than the England average (191) and in the top quartile.

The suicide rate in Gloucestershire, at 11.9, is significantly higher than the England average. This 
places Gloucestershire in the upper quartile.

Although not covered in the 2014 profiles, previous profiles indicated that the rate of adults 
diagnosed with dementia in the county was an area of concern. Data from 2011/12 reported a 
county rate of 0.66% (percentage of adult population with dementia), significantly higher than 
England average of 0.53%.



Local data analysis

Mental health in custody
Other than detentions made specifically under the Mental Health Act, Gloucestershire 
Constabulary processes approximately eight and a half thousand arrests and detentions through 
the Custody Suite each year. 

A proportion of these will have a mental health condition which at any point during their custody 
journey could impact on their own health, welfare and requirements, have implications for their 
treatment and management whilst in custody or present a risk to the staff involved in their care. 

In order to develop an understanding of the scale of this potential group, all arrests made during 
2014/15 financial year were examined and for each event the arrestee’s nominal record was 
examined for mental health and associated markers. 

The results from this analysis are displayed below, and show that 11.3% of the traffic passing 
through custody has a mental health warning on their file. If this is expanded to include individuals 
that also have associated warning for Self-harm and Suicide then this rises to 31% - the equivalent 
of 1 in 3 prisoners.

It is acknowledged that these figures have some limitations. Markers on nominal records are not 
subject to audit or update. Consequently they could relate to historical information which is no 
longer relevant or accurate; or an unsubstantiated diagnosis. Conversely, many nominals will not 
have relevant markers assigned to their records. 
So as much as this information can be used as a guide, improvements to the collection, retention 
and review of mental health intelligence on nominals would considerably improve service delivery 
and risk mitigation in this area.

Incidents
Nationally, mental health demand is considered to represent 2% of all recorded incidents, if 
calculated by examining the use of tags and mental health links on forces command and control 
systems. However, it is widely recognized that system’s tagging is under-representing the true 
level of mental demand on forces by up to a factor of ten – and potentially, 20% or one in every 5 
incidents may involve or concern someone with a mental health condition.

At 3.5%, Gloucestershire’s current ‘known’ mental health incident demand is marginally higher than 
national average estimates. This could indicate that local identification methods are stronger, or 
that demand is more acute. The county is known to have one of the highest suicide rates and self-
harming issues in the country and therefore it is feasible that the force may see amplified demand 
in this specific area – as episodes of this nature frequently require police attendance and are also 
easily identifiable from a tagging perspective.

Nevertheless, it is likely that in reality, the mental health footprint on incident demand is 
significantly higher than local figures suggest and the force should give some consideration to how 
identification of mental health incidents can be improved in the future. 

Most tagged incidents recorded in Gloucestershire relate to Public Safety (77%) and are dealt with 
as Grade 2 incidents (45%). 



Overall, Mental health incident demand is concentrated in the 
county’s urban centers, particularly Gloucester. 5.1% of all of 
Gloucester area’s incident demand is related to mental health. 
In Cheltenham, this rate drops to 3.9% and ranges between 
2.3-2.7% across the remaining geographical areas. The 
burden on the Gloucester area is notable. Overall Gloucester 
accounts for 28% of all incident demand across the county but 
in terms of mental health incidents the proportion rises to 42%. 
Some of the amplified demand can be attributed to Wotton 
Lawn, however, even if the figures are adjusted to exclude 
Wotton Lawn the demand in Gloucester remains 
disproportionately high. 

Examination of the temporal demand profile of mental health 
incidents identified that across a typical week demand follows 
a reasonably stable pattern of occurrence with consistent 
levels of frequency across each weekday. There is no 
elevation in demand over the weekend period, as previous 
analysis has identified for all incidents. Each weekday follows 
a similar pattern – with incidents likelihood increasing over the 
morning and afternoon towards a peak during the late evening 
(1900/2000h) before dropping off again.

Examination of the temporal demand profile of mental health incidents 
identified that across a typical week demand follows a reasonably stable 
pattern of occurrence with consistent levels of frequency across each 
weekday. There is no elevation in demand over the weekend period, as 
previous analysis has identified for all incidents. Each weekday follows a 
similar pattern – with incidents likelihood increasing over the morning and 
afternoon towards a peak during the late evening (1900/2000h) before 
dropping off again. 

Across the year examined, mental health incidents did demonstrate some 
seasonality in occurrence. Incidents were statistically more likely to occur over 
the summer period and during December. 

On a typical day in Gloucestershire, the force will deal with approximately 14 
incidents linked to mental health. During July, August and September the 
organisation can expect to deal with up to two additional incidents per day. 
More than half of the daily incidents will occur between 3pm and midnight.

In terms of the nature of incidents, most mental health tags relate to calls of ‘Concern for Safety’ 
(58%), followed by ones relating to ‘Suspicious Circumstances’ (7%). 

4.5% of tagged incidents result in a crime being recorded with crime related incidents most 
frequently involving Violence against the Person. 

Examination of other qualifiers and tags assigned to the mental health linked incidents provides 
some insight into the extent of additional issues and aggravating factors which commonly correlate 
with mental health incidents.

Approximately a third of MH-tagged incidents are also qualified with the ‘assistance to other public 
agency’ tag, underlining the importance and impact of partners across this area.



Other qualifiers commonly used in conjunction with mental health include: Vulnerable adult (17.7% 
of MH incidents), Alcohol Related (7.6%), Arrested /Detained (7.0%), Persistent caller (5.4%) and 
Domestic Abuse (4.3%)

Despite the limitations of the incident data, it is clear that mental health is a significant issue which 
impacts considerably on demand and incident management. The ‘known’ picture can be regarded 
as the tip of the iceberg with national research estimating actual demand up to ten times higher. 
Recent research activity within the Control rooms has been shadowing the dispatch desks and 
listening into the radio and PTP communications between the FCR and the front-line. Although not 
an official part of that project the feedback from those undertaking this analysis has highlighted the 
scale of the imprint and impact mental health incidents have day to day in the control rooms, with 
mental health themes threading through multiple incidents each session.

Vulnerability – victims of crime
Based on national morbidity statistics, 1 in 4 people have a mental health condition at any one 
time, and although the severity and impact of those conditions on an individual will vary and affect 
them in different ways, it is reasonable to assume that a proportion of victims will be affected by 
mental health conditions to an extent that will require additional consideration and support as they 
journey through the criminal justice system. 

Some peoples mental health condition may in itself contribute to their risk of victimization and 
exploitation. Local incidence of hate crime relating to disability shows that since 2008/09 40% of 
disabled hate crime victims have been targeted because non-physical disabilities including mental 
health conditions, ADHD, Aspergers and Autism and learning disabilities. 

Vulnerability identification and tagging on Gloucestershire’s Unifi system is relatively recent and 
continues to develop. As this imbeds the organisation will become better placed to understand the 
impact on this form of demand and understand the scope of specialist advocacy that the service 
needs to deliver in support of victims and witnesses with mental health conditions.



Mental health markers
As part of the ongoing monitoring and tracking of vulnerability and safeguarding conducted by the 
PPB analyst, a number of logs are maintained. This includes a register of all nominals on the 
force’s Unifi system which have a mental health marker assigned.

There are currently 2,223 nominal records on Unifi which have a mental health marker. Those with 
mental health tags are mainly male (68%) and White. The distribution by age is not skewed to a 
single age band but has elevated frequency between 25 and 54. 

Compared to the overarching nominal pool (all offenders active in 2014/15), the proportion of 
females with a mental health marker is over representative (females make up 20% of all offenders 
but 32% of the nominal pool with mental health markers). This may suggest that mental health 
conditions are a determinant factor in women offending. 

Of the marked nominals identified, the register indicates that 356 (16%) have been active over the 
last year. For this purpose active means that they have been subject of an arrest record, a missing 
person record or have been assigned as an offender/suspect to a recorded crime during the last 
twelve months. Of the 356 active nominals, more than half (53%) have been linked to more than 
one activity in the period with 10% being associated by 5 or more activities. 

Examination of the detail that accompanies the markers provides an insight into the scope and 
prevalence of mental health conditions that are affecting this group of nominals. This is the only 
dataset available in the Constabulary which provides some detail on the range and potential 
frequency of different conditions that the organisation comes in to contact, and if developed further 
could be valuable intelligence to inform effective training and planning.

Missing persons
Over the course of 2014/15, just over 2000 missing person reports were processed through the 
Compact system. Of these 452 include a tag suggesting that the misper has a mental health 
condition (22%), most commonly depression (162 records). 

A total of 105 missing person reports were linked to Wotton Lawn Hospital, and ongoing monitoring 



by the PPB analyst examining Misper reports by location, continues to identify Wotton lawn as a 
prolific location for this form of demand. 

The PPB analyst also retains a log of all missing persons reports dealt with by the force and part of 
this process is the capture of mental health details for each individual – information which may not 
be readily accessible through summary searches in Compact (as it reviews freetext as well as 
markers). This information indicates that mental health is potentially an underlying factor across a 
bigger proportion of missing person cases. Data for 2014 and the first five months of 2015 shows 
that 32% of all missing persons dealt with had some form of condition. This proportion rises to 50% 
for High Risk Mispers. Across the same time period, 12% of Mispers were reported as being 
suicidal.

Mental health and homicide
In Gloucestershire, during 2014/15 17 crimes of homicide (including attempts), were recorded by 
the force. One of these crimes (6% of total) was directly linked to mental health – occurring within 
the Wotton Lawn facility by an inpatient (Psychosis diagnosis and a history of previous violent 
offending). Of the other offenders during the year, just one has a mental health marker assigned to 
their nominal record. 

Over the last three years, the county has experience one homicide or attempt per year which has 
explicit links to mental health. This includes the Murder above, plus two attempt murders – one at 
Wotton Lawn between two patients and one between a patient and doctor during an assessment in 
a residential setting.

Constabulary data 
 

Total incidents with MH tag: Gloucestershire from Jan 18 – Sep 19



Incident count with MH tag: Gloucestershire from 01/01/18

Missing persons: Adult

Missing persons: Over 55

 May 19: 118

Nov 17: 58

June 19: 27

Feb 19: 6

Sep 19: 93

Sep 19: 23



Missing persons: Youth

Data from the Constabulary Performance Team 07/10/19

Count of people on UNIFI with a mental health, suicidal or self-harm tag.  Please note this 
is unanalysed data and could be anyone that has come to the attention of the police for 
whatever reason.  Note the increase since 2010:
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Gloucestershire Constabulary: Mental Health Car – 6 month evaluation summary report , 
April 2018























Gloucestershire Constabulary: Mental Health Car – 2nd evaluation report (March 2018 - June 
2018)

Summary

 The current shift pattern is most appropriate, there is not enough demand to make it worthwhile 
at different times

 In spite of increased demand, the car is helping to provide a quicker more tailored service to 
the person in crisis. 

o Positive behaviours from MH services have increased, and there has been a reduction 
in negative ones; specifically there is more collaborative working between police and 
MH even when the car is not on duty

o It is now easier to gain access to Wotton Lawn meaning less waiting time
o There are better outcomes for service users; they are more likely to be NFA’d and left in 

an appropriate place of safety with plans/ referrals 
o The car is able to offer more direct referrals into medical and mental health services.
o Officers are more likely to talk to people in crisis to provide a better more 

compassionate service
 There are still aspects that are not working as well as they when first evaluated, whether this is 

because of a more comparable analysis being conducted or as the momentum of the scheme 
has worn is not clear. 

o It is harder to get hold of and be provided with advice/ information from MH services, in 
spite of there now being more avenues in to access it which officers are more likely to 
be using.

o General behaviours such as officers knowledge around MH, building rapport, and 
providing a rationale for decisions has remained the same as it was before the car 
started.

 There is a lot of downtime and inactivity of the car when it is on duty
 Consideration of how activity between the forces mental health teams and the triage car can be 

better aligned may resolve the inactivity issues by helping with tasking
 Compared to other forces Gloucestershire seems ahead with its approach to triage and 

evaluation, specifically with its focus on service delivery and customer impact
 The car is helping provide a faster, improved service; even though some of this learning has 

been passed on to officers, a lot of its capabilities would be lost if it were removed. However 
the amount of time it spends dealing with incidents is low, so it needs to be looked into how 
MH1 can better utilised. 

 Consideration should go into where else the car can assist and be of use when there are no 
MH incidents it can go to. If not, it would need to be decided if the service delivery benefits 
outweigh the amount of time the resource is inactive for. 

Other information 

Independent Custody Visiting Association: Mental health and custody bitesize training for 
schemes, November 2017

Why this is important

Channel 4 News report into the death in custody of James Herbert: 
https://www.channel4.com/news/james-herbert-death-ipcc-report-published 

IPCC report into above: Six Missed Chances: How a different approach to policing people with 
mental health problems could have prevented James Herbert’s death in custody, Sep 2017

https://www.channel4.com/news/james-herbert-death-ipcc-report-published
https://www.statewatch.org/news/2017/sep/uk-ipcc-six-missed-chances-mental-health-and-custody.pdf
https://www.statewatch.org/news/2017/sep/uk-ipcc-six-missed-chances-mental-health-and-custody.pdf


General ethos

• Those with poor mental health are vulnerable and deserve attention
• ICVs are volunteers & community oversight
• If something feels wrong – report it
• If work should be praised – report it

Notes: This slide is in place to reassure ICVs that they should not be experts in mental health, that 
they are in custody as members of the public.  They should not be seeking to diagnose mental 
health issues etc.

However, it also is clear that people with poor mental health are vulnerable, they may wish to 
prioritise visits to detainees with poor mental health because of this.  ICVs should be encouraged 
to report on whatever feels wrong to them as a member of the public and should praise good work 
where appropriate, too.

This training will look at the area in further depth, but if ICVs have this general ethos then that is all 
that is essential.

Mental health and policing

• Context – you cannot know it all!
• General consensus / momentum building

• Crisis Care Concordat
• Parity of esteem
• Custody not the right place
• Use of force / IPCC

• Street triage
• Liaison and diversion
• Call centre professionals / joining up

Notes: This slide gives more context to mental health and policing.
• Start by noting that this is a vast and complex area and that even specialists do not know all 

areas of the law.  This bitesize training is not in place to equip ICVs with an encyclopedic 
knowledge of the topic.  They should not be trying to diagnose detainees or feel pressure to 
understand all elements of mental health.

• The second point highlights key work in mental health across policing and public policy as 
follows (you can go over these quickly, ICVs do further reading on this at home if they so 
desire):

• The Crisis Care Concordat is a national agreement on how different agencies work 
together on mental health.  Local authorities, the police, the health service all work on 
this area and need to agree how to do so.  You can find out more here: 
http://www.crisiscareconcordat.org.uk/about/ 

• Parity of esteem is a current popular public policy idea that mental health must be given 
the same priority as physical health, this is now enshrined in legislation, although 
debated as to whether it is a reality.

• There is general agreement that police custody is not an appropriate place for people in 
mental health crisis.

• The slide also highlights key reports and reforms in policing and mental health.  Again, this is 
for context and should be covered very quickly, with ICVs able to read more at home as 
desired:

• The IPCC released a thematic report on use of force – this highlighted that people in 
poor mental health were significantly more likely to have use of force used on them in 
custody.  The full report is here: 
https://www.ipcc.gov.uk/sites/default/files/Documents/IPCC_Use_Of_Force_Report.pdf

• Street triage has seen police and / or health use a variety of different models to decide 
how to respond to people with mental health problems on the street / outside of 

http://www.crisiscareconcordat.org.uk/about/


custody.  This can involve diversion and can keep people in poor mental health out of 
custody.

• Liaison and diversion is another development that takes many different forms.  It can 
look at mental health (as well as other areas such as substance misuse) and can be 
used to assist police in ensuring that the people they come in contact to (and possibly 
detain) access the correct path for them.  This may mean detainees moving to mental 
health services from custody or before they come into custody.

• Many areas now have health professionals in their call centres.  These staff will advise police 
on how to respond to patients, may share information and can divert people from custody.

Section 140 of the Mental Health Act  - when bed spaces are not available
Where someone is arrested for an alleged offence but then identified as being in need of hospital 
admission under the Mental Health Act (MHA), a legal dilemma can emerge if Approved Mental 
Health Professionals (AMHP) are unable to complete their applications in accordance with s13 
MHA.

The Police and Criminal Evidence Act (PACE) obliges the custody officer to release from custody 
anyone whose detention can no longer be justified.  This could be that there is insufficient evidence 
or that release is required for further investigation or a decision about whether it is in the public 
interest to charge.  Home Office circular 66/90 covers public policy on diversion from justice: 
essentially, mentally disordered offenders should be diverted from justice, unless prosecution is 
necessary in the public interest, for example to protect the public from harm. 

PACE allows the police a maximum of 24hrs in which to investigate and question a suspect. After 
this limit is reached, the person must be charged with the offence or released.

If the investigatory decisions are concluded before the 24hr maximum, the person must be charged 
with the offence or released at the earlier point.

There is no legal authority to keep someone in police detention under PACE pending a Mental 
Health Act assessment or pending the identification of a mental health bed for their hospital 
admission.

Where someone has been subject to an MHA application for admission to hospital, they enter into 
the legal detention of the AMHP and the police may continue to detain the person on their behalf, 
pending conveyance to the hospital specified by the AMHP on the application.

Notes:  There a technical explanation below about the issue, taken from a paper presented to the 
Home Office by Inspector Michael Brown, lead on mental health for the College of Policing.  There 
is also a short, lay summary.  You can decide whether to use the simple version, longer version or 
both:

Simple explanation: Some people may be arrested and detained in custody for an alleged offence, 
however it can then become apparent, in custody, that they need hospital admission.  However, 
many areas do not have beds available within a satisfactory amount of time.  This places custody 
staff in a dilemma where they either continue to hold a detainee without legal power to do so; or 
they release that person  that they are a danger to themselves or others, which can also be a 
breach of the law.

ICVA has raised this issue with the Home Office and National Police Chiefs’ Council who are all 
working on finding solutions.  

So what happens if the AMHP will not or cannot make the application, because no hospital is 
stating that they have a bed for the application to be made?

The dilemma: 



• This situation legally obliges the custody officer to release the person from custody, no 
application having been made and no grounds remaining to justify detention under PACE.

• If the police release someone when they are thought by mental health professionals to be 
actively suicidal or likely to hurt themselves or less often others, it could amount to an Article 2 
violation based on existing case law. 

• If the police continue detention when there is no obvious legal authority, it will almost certainly 
amount to an Article 5 violation and may also contravene Article 3 (MS v UK, 2012), depending 
on how acutely unwell the person is.

This provision seems widely ignored and potentially the reason we have a particular problem. It 
provides for a legal duty on Clinical Commissioning Groups and Local Health Boards to identify 
hospitals for urgent admissions. 

Freedom of Information requests indicate most are unaware of the provision and even those which 
are seem unable to explain how they give meaning to its apparent intentions of ensuring all areas 
have the ability to admit acutely unwell, potentially suicidal patients where other options to 
safeguard them do not exist.  

The Care Quality Commission (an inspectorate) have only in the last couple of years taken to brief 
mentions of the provision in their annual reviews, the Code of Practice (MHA) did not mention s140 
until its 2015 revision, nor did the Department of Health reference guide.

If, as some legal opinion suggests, the point of this section is to remind commissioners that there 
should not be a protracted situation in which there is a hunt for a bed.

Custody reforms to the Mental Health Act
• S 136 can be used anywhere except dwelling – expect an increase
• No police stations for children under s136
• Assessment & care within 24hrs (up to 36)
• Place of safety can be anywhere willing to take a detainee.
• No change if arrested
• Police custody as place of safety  in exceptional circumstances:

o On street
 Threat serious injury / death
 Other place of safety can’t accept because of threat
 Duty Inspector authorizes

o In custody
 Constant healthcare presence where practicable
 Must have 30 min healthcare checks
 If checks cannot be performed, move out of custody
 If risk subsides, move out of custody

Notes: This slide outlines changes to the Mental Health Act contained within the Police and Crime 
Act.

The main changes within this Act are:
• Section 136 (police power to hold someone where they are or move them to a place of safety) 

– this will be extended to cover many other places than just public spaces.  Broadly speaking, 
this will mean that police will be able to use s136 anywhere except a dwelling.  We expect to 
see an increase in s136 as a result of this change.  You can read more here: 
https://www.rethink.org/living-with-mental-illness/police-courts-prison/section-136-police-taking-
you-to-a-place-of-safety-from-a-public-place

• No children should be taken to a police station as a place of safety under s136 – this is the 
entire police station not just custody.

• You can be held on a s136 for up to 24 hours for mental health assessment.  This can be 
extended by a further 12 hours, but only for the detainee’s welfare e.g. waiting for medical 
treatment.  This cannot be because of lack of capacity or staff.



• A place of safety can be anywhere that is prepared to accept a detainee e.g. hotel room, 
doctor’s surgery, school rooms – anywhere safe whilst they await a MHA assessment.

• Please note that there is no change for those arrested under legislation, coming into custody 
then seen as needing mental health assessment.

There are some significant changes to the use of police custody as a place of safety for adults 
under s136, namely:

• Adults can only go to police custody as a place of safety under s136 in exceptional 
circumstances, namely:

• On the street 
• An officer determines that there is risk of serious injury or death to the 

person or to others.
• That no Place of Safety in the police force area could accept the detainee 

because of this threat.
• A duty inspector must authorise this decision.

• In custody  
• Wherever practicable, the detainee should go to a police station with a 

constant healthcare presence (this can be any healthcare professional).
• There must be a healthcare check every 30 minutes (if this cannot be 

delivered, the person cannot be detained in a police station).
• If the risk subsides, the detainee must be moved out of police custody.
• If healthcare checks can no longer be performed every 30 minutes, the 

detainee must be moved out of that police custody setting.

The reality

Potential consequences:
• Increase breach peace?
• Hours in police car?
• Can partners cope?
• Leadership?
• Using levers in the right way
• Person centred?

Notes:  
Possible consequences:
• People in crisis may be arrested under breach of the 
peace and taken into custody as there is no other place 
for them to go.  The reforms do not make changes for 
those arrested then viewed as needing assessment.
• People in crisis may spend hours in police cars 
waiting for a space as there is nowhere else to go, as 

they cannot go to police custody as a place of safety.
• Can your partner agencies cope in your area – some can, some can’t.  It is likely that this is just 

not realistic for some areas.
• Is your office taking a leadership role to see that these changes can be implemented?
• Need to ensure that this doesn’t mean that police are put in impossible situations and that the 

person in crisis should remain at the centre of all services.



NPCC National escalation police: under arrest, needs MHA admission, no beds, January 
2018

Letter from Mark Collins, CC Chief Constable, Dyfed-Powys Police and NPCC Lead for 
Mental Health and Policing, Dec 2017

Chief Constable,

In the months since taking over responsibility for the NPCC mental health portfolio, I have been 
engaged in efforts at national level to highlight those problems encountered in all forces when 
National Health Service colleagues are struggling to admit patients to hospital under the Mental 
Health Act 1983. We have undertaken work which suggests that the police service is managing 
delays in such situations at least two thousands a times year and I have written to the Secretary of 
State for Health to highlight the extent of the problem. Each of these cases amounts to a violation 
of one or more parts of the European Convention on Human Rights.

Please find attached an Escalation Policy for consideration by senior police officers in situations 
where they have detained someone under arrest or under section 136 of the Mental Health Act and 
where admission is proving especially problematic.  The policy was put together at the request of 
members of the National Mental Health Forum, to bring consistency in how forces approach these 
problems, and it has been approved by them after a quick round of consultation within the service 
and with NHS partners. It is circulated for consideration by duty officers at all levels, hoping to 
provide sufficient information and legal references that it may motivate the finding of some 
solutions but also outlining some methods by which Chief Officers may challenge the more 
extreme examples of this kind of situation and refer them for review after the fact by appropriate 
authorities.

Following the amendments to the Mental Health Act which will take on 11th December 2017, the 
kinds of situation to which this escalation policy relates are only likely to increase in frequency, 
given the time someone may be detained in a Place of Safety is to be reduced from 72hrs to 24hrs. 
We know the NHS sometimes struggles when 72hrs is available, so a greater number of problems 
when the time limits reduced is potentially inevitable.

I have consulted leading Counsel who concurs that to detain a person in custody in respect of 
whom police have no powers of detention under PACE or otherwise, but who has been assessed 
as in need of hospital admission because of their mental (ill) health is unlawful.  Key to protecting 
the position of police is an assessment of the real and immediate risk to life and demonstrating the 
reasonable steps police then undertake within their powers to protect the detained person from 
suicide or others from a risk to their life.  I shall continue to seek to engage with and influence 
health partners to remedy this inadequate situation.

I am also to have further talks with the Independent Police Complaints Commission (IPCC) in 
relation to certain forces considering self-referrals as a result of this issue. 

NPCC National escalation policy

This escalation protocol becomes relevant at the point where, either -
• an MHA has occurred in police custody in respect of someone who is under arrest for an 

alleged offence; OR
• the time limit is soon to be reached in respect of someone detained in custody OR in a health-

based Place of Safety under ss135/6 of the MHA.

As soon as it seems likely to the custody sergeant (or to detaining officers in a PoS) that 
time will expire, undertake the following actions:
• inform the duty inspector and the AMHP who coordinated the MHA assessment.
• ask that the DR who led the assessment be informed and to identify a single-point of contact 



pending the resolution of the patient’s admission process.
• state for the record, "We are approaching the point where it will become unlawful to continue to 

hold this person under [PACE / MHA, as appropriate] unless there is a duly completed 
application for this person's admission to hospital under the MHA. By the admission of the 
AMHP leading the assessment, the grounds for making such an application were reached at 
[time of MHA conclusion being notified to officers].  Upon reaching this time limit, the police 
service will face very real legal difficulties in continuing to detain this person and to do so would 
amount to a human rights violation. We have been placed in an invidious position for reasons 
beyond our control. I want to draw your attention to ss13 and 140 MHA as well as articles 3, 5 
and 8 of the ECHR.  We ask that you escalate the non-availability of a bed to the Chief 
Executive or on-call Director of both the provider Trust and [the CCG or NHS England, as 
appropriate to the kind of bed being sought]. We urge the swiftest resolution to this situation to 
protect the unambiguous legal rights of the detained person, which seem threatened."

• For those under arrest in custody – Request that the provider MH trust arrange 24/7 nursing 
support in police custody until such time as the person is admitted.

Document any response to this.
• For those detained in a PoS that is not normally staffed other than by the police – request 

nursing support in the PoS until such time as the person is admitted or released.
• Document any response to this.
• If there is no resolution within 2hrs of this, escalate to the duty Superintendent for the policing 

area.
• Superintendent to seek a phone conversation with the Chief Executive or on-call Director. In 

addition to the above, state for the record –
• "We are now considering legal advice about the position the police [will be / are] in, given that 

the police’s authority to detain someone has legal limits unless and until an MHA application is 
made. There should be provision in all areas to ensure patients can be swiftly admitted to 
hospital where necessary. This situation amounts to a human rights violation that you are 
obliged to prevent or end, quite possibly on more than one basis. We reserve the right, on 
advice, to consider legal action to defend the rights of the person detained and the liabilities of 
the officers and the police force who are now in an invidious position for reasons entirely 
beyond their control."

• If nursing support has not yet been secured, as above, request it again and document any 
response.

• Ask for confirmation that ALL of the following have been considered and tried or rejected as not 
possible;
 Out of areas beds.
 Private sector provision.
 Admission to a different kind of unit to the one required, with necessary supports to << 

This may not be ideal, but it would at least be lawful. It could include a temporary offer 
of police support, if thought likely to bring forward the admission of the patient.

 Consideration of whether a PoS facility could be used as a temporary 'bed' for 
admission under s2 or s3, etc.. Again, could include an offer of police support.

• If no resolution within 2hrs, or ASAP if the detention has already become unlawful, escalate to 
duty NPCC / Gold commander for the force.

• Consider legal advice from your force solicitor: consider the potential that Article 3, 5 and 8 are 
being breached (particular circumstances will determine which, if any are relevant - Art 5 will 
always be relevant if someone is detained without obvious authority in domestic law.)

• Consider a proactive media approach to highlight the problem publicly, but anonymously, in 
order to motivate compliance by NHS partners with the law.  This could include a force press 
release or senior officer / official account 'tweet', as per ACC (now DCC) Netherton (Devon and 
Cornwall) in 2014.

• Decide following advice whether the force will seek a Judicial Review of the LA / MH trust / 
NHS England inability to end this human rights violation.

Post-incident 
• Consider self-referral to the IPCC.
• Consider asking the MH Trust to record the matter as a SUI for review.
• Consider a request for review to the Care Quality Commission.



• Consider a vulnerable adult safeguarding alert.

History shows that professionally conducted 'agitation' by the police service along one or more of 
the above lines can bring about faster results than otherwise, ending an unlawful detention.  By not 
agitating, it renders the force and officers potentially liable for breaching s6(1) HRA and has given 
rise to examples lasting approximately 5 days in police custody which may have been ended faster 
if the above had been attempted.

Finally, consider the relevant of 139 MHA: are you doing an act in pursuance of an objective under 
the MHA?  If the AMHP had finalised an application the person would have remained detained and 
safe, and if continuing to ensure this safety is more likely to be defendable than releasing a person 
known to be a risk to themselves or others.  If you fear you'd be defending the un-defendable in the 
Coroner's Court, consider the potential for this provision to protect you in the Civil Court for 
keeping people safe.

Notes 
• Section 13 – obligation on AMHPs to make MHA applications when grounds are met.
• It is the Doctor’s responsibility, not the AMHPs, to identify the bed for the MHA application.
• Section 140 – obligation on CCGs to identify hospitals for the purposes of urgent admissions.
• Once an MHA application is made to an identified hospital for the patient’s admission, the 

person is in legal custody pending conveyance there.
• Protracted detention in police custody, even where lawful under domestic timescales, can still 

amount to inhumane and degrading treatment – MS v UK (2012).
• No financial or economic issues can amount to a defence if violating the ECHR – Dankevich v 

Ukraine (2005)

Headline statistics on mental health and the Criminal Justice System

Information from Gloucestershire Probation Trust

Of 1400 cases on Gloucestershire Probation Trust’s Caseload:
• 48.6% had Emotional & Wellbeing issues linked to offending
• 34% had some or significant psychological problems
• 14.3% had some or significant psychiatric problems
• 36.5% had some or significant links to serious harm
• 11% had some or significant history of psychiatric treatment
• 18% had been on medication for a MH problem
• 2% had been in specialist hospital/Regional Secure Unit
• 6% were receiving psychiatric treatment

Information from Gloucestershire NHS (Public Health)

• Four in ten offenders in the community have mental health problems
• 70% of prisoners suffer from two or more mental health problems
• 7% sentenced male prisoners and 27% of remand female prisoners have attempted suicide 

over a 12 month period
• 42% of suicides occur in the first 28 days of custody
• Prevalence of neurotic disorders is 60% among women in prison compared to 16% in general 

household population
• A sample of female prisoners by HMPI showed 40% had self harmed or attempted suicide, 

50% had been physically or sexually abused.
• BME groups are 40% more likely to access mental health services through a criminal justice 

gateway



Mental Health Problems in Prison and in the General Population

Learning Difficulties in Offenders:

• 20-30% of prisoners have learning disabilities that interferes with their ability to cope with the 
CJS (Loucks 2007)

• 7% of prisoners have an IQ of less than 70 and a further 25% have an IQ of less than 80
• 23% of prisoners under 18 years of age have an IQ of less than 70
• 20% of the prison population have a hidden disability that will affect & undermine their work 

performance in both education & work settings
Source: ‘No one knows’ report

The Bradley Report: Lord Bradley’s review of people with mental health problems or 
learning disabilities in the criminal justice system, April 2009

Key points (please note information right at the time of the report) 

The 1998 publication of a survey for the Office for National Statistics on psychiatric 
morbidity among prisoners was a comprehensive attempt to provide robust baseline 
information about the prevalence of psychiatric problems among male and female, remand 
and sentenced prisoners. The information gained from this study has been invaluable; it 
set out the scale and nature of mental health problems among prisoners and has helped to 
inform policy decisions to this day.

Some key findings from this survey report showed that: 
• over 90% of prisoners had one or more of the five psychiatric disorders studied 

(psychosis, neurosis, personality disorder, hazardous drinking and drug dependence); - 
• remand prisoners had higher rates of mental disorder than sentenced prisoners; and – 
• rates of neurotic disorder in remand and sentenced prisoners were much higher in 

women than in men.

The publication of the Social Exclusion Unit report Reducing re-offending by ex-
prisoners16 in 2002 firmly established the link between offending, re-offending and other 
wider factors that influence offending and re-offending. The nine key factors were identified 
as: 
• education; 
• employment; 
• drug and alcohol misuse; 
• mental and physical health; 
• attitudes and self-control; 
• institutionalisation and life skills; 

https://webarchive.nationalarchives.gov.uk/20130123195930/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_098694
https://webarchive.nationalarchives.gov.uk/20130123195930/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_098694


• housing; 
• financial support and debt; and 
• family networks.

The report supported the view that mental health problems were often one element in a 
complex mix of needs that would require a multi-sector response, with agencies working 
together to achieve positive outcomes. It also firmly linked prisoners to a history of the 
common causes of social exclusion, including high levels of family, educational and health 
disadvantage, and poor prospects in the labour market. This report was further 
complemented by the publication of the Mental health and social exclusion report two 
years later.

A … study looking at prison mental health in-reach services suggested that dual diagnosis 
should be regarded as the norm, rather than the exception. Another study showed the 
following: 
• 74.5% of users of drug services and 85.5% of users of alcohol services experienced 

mental health problems; and 
• 44% of mental health service users reported drug use and/or were assessed to have 

used alcohol at hazardous or harmful levels in the past year.

A study undertaken in 1993 used a range of psychological assessments and 
questionnaires on 163 detainees at two London police stations. On the basis of the 
researchers’ clinical judgements, prevalence rates for mental illness were 7%, 3% for 
learning disability and 5% for language problems, therefore suggesting a need for an 
Appropriate Adult in 15% of cases.

[A] study was conducted in one urban magistrates’ court setting and focused on people 
aged 21 and over, whereas the figures on the numbers passing through the courts 
nationally include people aged under 21, which will make a calculation of national rates 
based on this study less accurate than if it had looked at people of all ages. Using the 
findings from this study as the most accurate currently available: 
• of 698,000 people directed to appear at magistrates’ courts who were arrested and 

bailed, 9,143 people will have a serious mental illness; and 
• of 123,000 people held in custody until their first court appearance, 8,081 people will 

have a serious mental illness.

A 12-month study was undertaken in 2004109 to look at mental disorder among residents 
of approved premises within Greater Manchester. The following results were reported: 
• Just over a quarter of all residents had a known psychiatric diagnosis, with 41% of 

these having a known secondary diagnosis. 
• 5.4% had a diagnosis of psychotic mental illness. 
• 9.4% had literacy problems. 
• 18.8% had one or more physical health problems. 
• 4.9% had a learning disability. 
• 30% had an alcohol misuse problem. 
• 34.3% had a drug misuse problem. 

A … joint inspection of approved premises found that staff were dealing with high numbers 
of residents with physical and mental health problems. These conditions routinely included 
heart problems, diabetes and mental illness (including depression and schizophrenia). A 
significant proportion of residents had previous or current illegal substance misuse or 
alcohol misuse problems.



Key facts – custodial sentences:
• The prevalence of psychiatric disorder is even higher among young offenders and 

juveniles, with 95% suffering from mental disorder, substance misuse problems, or 
both. 

• The prison suicide rate in England and Wales was 114 per 100,000 prisoners in 2007.
• The suicide rate for the general population is 8.3 per 100,000. 
• Around 30% of offenders have engaged in some form of self-injurious behaviour during 

their custody.
• Prisoners have significantly higher rates of mental health problems than the general 

public (see table below).

• The Office for National Statistics (ONS) study showed 78% of male remand prisoners 
with personality disorder, 64% of male sentenced prisoners and 50% of female 
prisoners. Anti-social personality disorder had the highest prevalence of any category 
of personality disorder. 

• Estimates of prevalence of learning disability among offenders in the UK range from 
1% to 10%. 

• 20–30% of offenders have learning difficulties or learning disabilities that interfere with 
their ability to cope within the criminal justice system. 

• 8% of the general population scores within the learning-disabled or ‘borderline’ group.
• Prison-based studies of dyslexia generally agree on a rate of about 30%, though rates 

of serious deficits in literacy and numeracy (often defined as abilities below the age of 
an 11-year-old) in general reach up to 60%. 

• People from black and minority ethnic (BME) communities with mental health problems 
represent about 10% of the UK BME population, but in prison this rises to 
approximately 20%. 

Summary findings:
• Lack of agreement on important definitions e.g. what diversion means
• Importance of service user/carer experience
• Emphasis on diversion often too late in system
• Lack of adequate assessment and identification of problems at an early stage
• Poor continuity of care
• Poor information and information sharing
• Lack of joined up services for those with dual diagnosis
• People working in ‘silos’, both at national and local level
• Poor use of existing ‘disposals’ due to lack of awareness and
• information e.g. community orders
• Need for training, for both health and criminal justice sectors




