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Model of forensic psychiatric
community care
Mary C. Whittle and Mark D. Scally

Aims and method The paper describes the
establishment of a specialist forensic team providing
an integrated model of forensic community psychiatric
care.
Results A description is provided of the problems
encountered in setting up and running the service
and of the ways in which those problems were
managed.
Clinical implications The Integrated model has the
advantage of minimisingstigma, providing support and
education for staff and enabling forensic expenditure
to be provided for a wider group of patients and staff
than would otherwise be possible.

Developments in community forensic psychiatry
have been hampered by the reluctance of
forensic psychiatrists to develop integrated

services with general and community psychi
atry. Forensic services continue to focus on a
parallel system of secure hospital care and
remain aloof from local mental health services
(Grounds, 1996). Rehabilitation of forensic
patients has been hampered by the lack of
community services suitable for their needs
(MacCulloch & Bailey, 1991; Parry. 1991).
However, the impetus to develop community
forensic psychiatric services is increasing. The
public remains concerned about violence by
mentally ill persons in the community (Ritchie
et al, 1994). Community psychiatrists and
purchasing authorities are becoming more
assertive in seeking forensic advice, particularly
for patients on supervision registers (McCarthy
et al 1995).
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Co-working with community
psychiatric teams
The forensic outreach team at the Maudsley
Hospital was established in 1994. The service is
funded by the Lambeth, Southwark and Lewi-
sham Health Commission. Funds are provided
specifically for the purpose and are not depen
dent on savings achieved elsewhere. The forensic
outreach team aims to provide a service to the
local community psychiatric teams in the assess
ment, management and treatment of patients
perceived to pose risks to others. Although
parallel systems of providing community care
for forensic patients are well established (Parry,
1991), the forensic outreach team adopted an
integrated rather than parallel approach. The
team promotes community-focused links with
secure forensic units and encourages the devel
opment of specialist skills through the principle
of co-working. Co-working involves liaison, con
sultation and provision of support to psychiatric
teams as they manage their patients, rather than
a system of transferring clinical responsibility for
patients to the forensic outreach team. This
enables the service to be flexible, responsive to
local need and accessible to greater numbers of
patients and staff than would otherwise be
possible. The patient retains the benefit of
community psychiatric facilities, such as day
care, occupational therapy, residential place
ment and social supports. Continuity of care is
maintained by members of the community
psychiatric team and the community psychia
trist continues as responsible medical officer.
Co-working also ensures that in-patient facilities
are available to patients who do not require
admission to the regional secure unit. Com
munity psychiatrists retain responsibility for
admitting co-worked patients to intensive care
and other psychiatric wards when needed. The
forensic outreach team can admit patients for
whom community forensic nurses are keywork-
ers to an open forensic ward. This ward
provokes a specialist forensic assessment service
for patients who do not require hospitalisation in
a secure setting. In practice only a small
proportion of patients avail themselves of this
facility. Over a 12-month period, four patients of
the forensic outreach team accounted for six
admissions to the ward.

The outreach team is staffed by community
forensic nurses, a senior or specialist registrar
and a consultant forensic psychiatrist. The
forensic directorate provides managerial and
secretarial support. Each community forensic
nurse has an assigned catchment area corres
ponding to that of an established community
mental health team which provides community
psychiatric services to populations of 42000^-
46000 people. The nurses, all of whom have

extensive experience working in forensic units,
establish close links with the community psy
chiatric teams and attend relevant community
team meetings. They advise on forensic aspects
of mental disorder, mental health legislation and
the criminal justice system. They provide in
formal training to community team staff. The
outreach team also holds training seminars on
practical aspects of risk assessment and man
agement for the community psychiatric teams.
Community forensic nurses take keyworker
responsibility for a small number of patients
discharged from forensic in-patient units and for
patients managed in forensic out-patient clinics.
As clinical responsibility for patients is trans
ferred from forensic to community psychiatric
teams, forensic outreach nurses continue as co-
workers for an agreed period to provide con
tinuity of care. The outreach team provides a
psychiatric liaison service to the local court
diversion scheme. The forensic community
nurses liaise with courts and prisons, providing
a professional link with patients assessed by
court diversion schemes and communicating
with senior nursing staff in prisons. They also
provide a nursing-led consultation service to the
area probation office.

Referrals and clinical responsibility
As co-working involves a risk that areas of
clinical responsibility could become blurred,
regular discussion among team members is
emphasised. An increasing number of joint
medical and nursing assessments are con
ducted. Unless an immediate assessment is
required, referrals and recommendations are
discussed at the weekly outreach team meeting.
Referrals are received from in-patient teams;
community psychiatric teams; in-patient adoles
cent services; and the Trust placement servicefor 'difficult to place' patients. Referrals which
the team perceive as likely to need secure
forensic care are referred to the regional medium-
secure unit to avoid duplication of work. The
team liaises with the regional secure unit if, on
assessment, admission of a patient to this
service is deemed necessary. Multi-team meet
ings involving staff from the forensic outreach
team, regional secure unit, acute in-patient
service and community psychiatric teams have
been useful in establishing a clear care plan in
cases of disagreement between general and
forensic teams on matters of risk and discharge
from hospital.

A number of initial referrals did not convey
clearly the indication for a forensic assessment.
Others contained a covert request for transfer of
clinical responsibility. Urgent risk assessments
were sought for in-patients who had been
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allowed unsupervised leave into the community
or arrived after the patient had been discharged.
In other cases, although discharge arrangements
and community placement had already been
arranged, the decision to discharge the patientseemed contingent on the 'forensic' opinion. The
introduction of formal referral forms and in
creased awareness by community teams of the
role of the forensic outreach team has decreased
such problems considerably.

The maintenance of clear lines of clinical
responsibility was jeopardised occasionally as
forensic nurses sought advice from the team
about patients for whom they provided a co-
working service but for whom the community
psychiatrist was the responsible medical officer.
This has been addressed by instituting consulta
tion meetings to which the community psychia
trist is invited. Consultation meetings have the
added advantage of providing a forum for
community teams to present difficult cases for
advice in a relatively informal manner.

Community forensic nurses encountered an
expectation that they would function as an
integral member of community psychiatricteams, acting as storm troopers for 'difficult'
patients and keyworkers for patients with a
propensity for violence or those registered on
the supervision register. As the role of the
community forensic nurse was established, a
tiered method of co-working evolved. Care plan
ning and personal contact with the most challen
ging patients is conducted jointly by forensic and
community nurses. For other patients, a com
bined nursing care plan entails close liaison
between nurses from both teams but flexible and
separate patient contact. For a third group,
forensic nursing input is limited to attending
clinical reviews by the community psychiatric
team in an advisory capacity.

Discussion
The structure of the forensic outreach team has
provided support, education and a forum to
share experience for both community and
forensic mental health workers. In following an
integrated model of psychiatric care it diminishesthe stigma of a 'forensic' label and encourages
integration of mentally disordered offenders into
community psychiatric facilities. This model of
an integrated community forensic service en
ables forensic expertise to reach a wider group of

patients than would otherwise be possible with
limited resources. Despite initial scepticism
about co-working, feedback from community
mental health teams has been positive and
referrals to and consultation with the forensic
outreach team are increasing.

The support of the local purchasing authority
and forensic directorate management hasfacilitated the team's efforts to find efficient ways
of working with other specialist psychiatric
services. Local psychiatric teams have also been
willing to explore new forms of liaison with
forensic services. Such support is of paramount
importance if community forensic psychiatric
services are to develop in a manner which will
enable them to meet differing local needs. The
challenge for forensic psychiatry is to achieve
this in a climate of competition for resources
both within the speciality and from general
psychiatry (Fraser, 1994) and in which there is
an increasing perception that funding decisions
discriminate in favour of violent patients.
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