


APPENDIX 1

100
90

801
701
60
501
40
301
20
101

1611 612]613 614615 61.6] 621 622 | 623 | 624 | 625 626  6.2.7

SPS Compliance Health Care Standard 6
Clinical and Related Services for Promoting Health

%

86 71 50 64 86 50 79 86 93 36 64 57 36

100

901
801
701
60
501
40
301
20
101

SPS Compliance Health Care Standard 7
Blood Bourne Virus Services

W%

3AI4 UOI1DAS

57



PRISON HEALTH IN SCOTLAND

o APPENDIX 1
L
s
kY]
(]
2]
SPS Compliance Health Care Standard 8
Management of Medicines
100
90
80
70
60
50
40+
30+
20
10+
0,
‘I% 93 93 93 79 | 100 | 93 93 | 100 @ 93 93 29 93
SPS Compliance Health Care Standard 9 Dental Services
100
901
80 1
701
601
501
401
301
201
101
0001 1912 [ 921 922 923 | 924 | 925 | 926 | 927 | 928 | 929 | 931 | 932 | 933 | 934 | 935 | 936 | 937 | 938 | 99
‘W% 8 | 100 100 100 8 | 100 8 100 79 | 8 | 93 93 |10 5 6 | 79 100 5 | 71| 7

58



APPENDIX 1

>
(&)
c
[}
©
c
[}
o
[}
)]
o O
- C
o
2o
©
T
c ©
c
I
N
v O
= >
© O
O ©
—
%0
5 2
Yo
=
[}
T =)
O ®©
c c
o ©
2=
E©
o .Q
O c
LS
[ -
s
L2
o
c
o
-
(&)
n
@
|-
o

‘.% 93|93 | 43|86 93|100{100| 93 |100/100| 86 | 93 | 86 | 50 |100/100| 86 | 93 | 93 |100| 93 | 93 |100| 86 | 93 | 93 | 86 |100| 79 | 71 | 93| 93 | 86 100

Health Care Standard 11

Health Care Facilities

SPS Compliance

‘.% 100[100 50| 64|79 |79 |79 |36 |57 93|86|93 100 79 (100 79 |79 |86 | 93| 79 9310079 |57 |57 100 86 |93 | 93|71 36| 93|57 |79 |93|79 |100 93 | 64

59



(]
<
<
]
=
o
(&)
(V)
4
-
-
-
<
L
- -
pra
o
L
o
(a

APPENDIX 1

dAl{ UOI}D3S

Health Care Standard 12

Principle of preventing Health Care Associated Infection

SPS Compliance

‘.% 100(100/100| 79 | 71 |86 |93 {100 71 |86 |100| 93 100/ 86 | 93 [100/100, 79 |86 | 93 |36 | 57 | 64 |57 | 93 100| 93 100/100/100/100/100100|100/100100;

Health Care Standard 13

Health Care Records

SPS Compliance

‘.% 93193 /100/100{93 | 71 |93 |86 {10050 |57 |86 | 93 | 64 | 29 |86 |86 |50 | 93 |100| 86 100/100| 86 [100|86 | 93 {100100/100 71

60



Section Five

SLL 905 (1444 86271 820’ 1414 801l [41¥1) 91y 8L0°LL x5y |€joL jenuuy
[ 24 [ 14 14 100°L (1]} 13 1) U8 9l 4} L spoys
9 4 oL’ 681l 1414 L L6t 805 989 8zl L0y juounod
13 143 9l 069 95 1l 14 6871 9€¢ st L0S 4H3d
9¢ 9¢ 091 1207 082 4] L 16’ [.143 0%L 16 ajejs3 uadg
L 07 11} 508 Lol 5C SiL 98¢'L 8ey Lol 144 SSOW Mo
87 87 4 T6E 4 9% 86 189 981 €5L 882 SSauJanu|
9¢ 9 13 S9L 68 6l 69 9Ll 144 24 4113 Yoousalg
ool 68 61 199 99 6 14 026 9l e 8y liyoua)g
18 114 11} SL0L 14 9 99 ELLL 144 L1607 LES ybanquip3
LE JA4 [} 00¢ [ Y Lz 19y 11} 6.5 (24 salyuing
L5 L5 10l 665°L 44 Ll 05 896 8Ly 897 06L d]ej uojulo)
41} Ly .14} S07'L 4 114 0Ll L89 109 4144 9L0°L aluuiJeg
1zl Ly oy 568 8l 1) 19 LELL (414 9€0°L 9z uaapJaqy
(Papuapy siauosid) Guuueyq azeg (papuapy siauosiig)
uomdnolg (suoissag) yJomdnoig efeuwsaydesed (Papuapy sJauosid) (suoissag) JuaLSSassy uonanpay (suoissag) uopanpay
aseajay-ald aseajay-ald JuoRanpay uLey [Wpoddng |7 uomdnoigpoyodly | >pomdnoigpoyodaly | joyoajyisierdadg SM3IAJY Ue}d 31e) SJUALISSassy WI| ULIey jeuoneN ULIey jeuoneN

£00Z HIYYW OL 9002 1¥dY “(STVLOL) SIILSILYLS NOLNIAYILNI SIV3

C XION3ddY

61



APPENDIX 3

TABLE 1: HUMAN RESOURCES

OVERALL HEALTH CARE AND ADDICTION STAFFING

Staff WIE Breakdown Data Source Comments
(Based on 40 Hour Week)
SPS Employed Staff
Health Centre Manager 70 By Prison Juty 2007
Clinical Managers (all) 220 By prison July 2007
Practitioner Nurse (General) 102.9 By prison April 2007
Practitioner Nurse (Mental Health) 32.25 By prison April 2007
Practitioner Nurse (Addictions) 34 By prison April 2007
Al 169.55 By prison April 2007
Nurses (all) 169.0 By prison July 2007
Pharmacy Assistant 63 By prison July 2007
Health Care Assistant 19.0 By prison July 2007
Admin Support 185 By prison July 2007
Contracted Staff
Doctor 15 By prison July 2007 Includes 0.1 well woman session
Dentist 285 By prison 2005
Psychiatrist (Forensic) 25 By prison (no service in one) July 2007
Chiropodist 04 By prison (no service in 2) 2005
Clinical Psychologist 1.05 By prison 2007 £7,300 in HM Prison, Dumfries for
counselling. Not known in HM Prisons,
Greenock and Low Moss
Physiotherapist 0.39 By prison (no service in 6) 2005 Assumed 0.1 WTE in HM Prison, Dumfries
Occupational Therapist 14 HM Prisons, Cornton Vale and Perth only 2005
Optician 0.23 2007 Does not include adhoc services
Speech Therapist 04 HM Young Offenders’ Institution,
Polmont only 2005 £21,000
Pain Specialist ? HM Prison, Perth only 2005 £0
Dermatologist ? HM Prison, Perth only 2005 £2,200
Psychiatric Liaison Nurse ? HM Prison, Inverness only 2005 £0
HQ Health and Care Directorate Staff 12 Core N/A 2007 3 secondees
EACS Staff
Addiction Team Manager 13 By prison 2006
Addiction Senior Practitioner 9 By prison 2006
Drug Worker 38 By prison 2006
Addiction Administrator 12 By prison 2006
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APPENDIX 3

TABLE 3: OTHER CLINICAL STAFF

Prison Doctor Dentist Forensic Psychiatrist Clinical Psychologist
Aberdeen 05 0.05 0.1 0.1
Barlinnie 3.42 0.5 0.2 02

Cornton Vale 0.875 0.1 02 0.0

Castle Huntly 05 0.2 See Perth See Perth
Dumfries 0.21 0.2 0.1 ?(£7.300)
Edinburgh 2.04 0.2 0175 0.2
Glenochil 0.55 0.6 (0.2 Hygienist) 0.4 0.1
Greenock 0.52 0.1 0.2 ?
Inverness 03 0.05 0.1 0.1
Noranside 0.15 0.1 See Perth See Perth
Perth 1.265 04 05 0.1 (includes Open Estate)
Peterhead 0.26 0.1 0.1 0.1

Polmont 0.35 0.2 0.2 0.05

Shotts 0.45 0.05 0.2 0.2

Total 114 2.85 25 1.05
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TABLE 4: ALLIED HEALTH PROFESSIONAL STAFF

Prison Physiotherapist Occupational Therapist (WTE) Chiropodist (WTE) Optician
Aberdeen 0 0 0 ?
Barlinnie 0 0 0.05 ?
Cornton Vale 0 0.5 0.025 0.025
Castle Huntly Out-Patient 0 0.01

Dumfries Varies 0 0 ?
Edinburgh 0.2 0 0.02 0.02
Glenochil 0.1 0 0.1 ?
Greenock 0 0 0.01 ?
Inverness 0 0 0.01 ?
Noranside 0 0 0.01 See Perth
Perth 0 0.93 0.025 0.03
Friarton Out-Patient 0 0.01 See Perth
Peterhead 0.04 0 0.05 0.1
Polmont 0 0 0.025 0
Shotts 0.05 0 0.04 0.05
Total 0.39 143 0.4 0.23
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APPENDIX 3

TABLE 5: ENHANCED ADDICTION CASEWORK TEAM STAFF

Prison Team Manager Senior Practitioner Drug Worker Administrator
Aberdeen 1 1 2 1
Barlinnie 1 2 5 1.6
Cornton Vale 1 1 ] 1
Dumfries 1 0 2 0.6
Edinburgh 1 1 b4 1
Glenochil 1 0 26 0.6
Greenock 1 1 26 1
Inverness 1 0 2 0.6
Perth and Open Estate 1 1 [ 1
Peterhead 0 0 0 1
Polmont 1 1 5 0.6
Shotts 1 0 2
Total 13 9 418 12
Notes

¢ Not all figures are 2007.

e Figures for health care include nursing staff, general practitioners,
dentists,pharmacy assistants, psychiatric and clinical psychologists, AHPs and
specialist addiction staff only. Many other services will contribute to health
and care, eg chaplains, Listeners, voluntary sector in-reach organisations,
eg Samaritans, CRUSE, Families Outside, as well as NHS services.

e Assumption should not be made that if a service is not provided it is not
needed.
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SECTION SIX: CONCLUSIONS AND
RECOMMENDATIONS

. This section draws together the findings from the Needs Assessment and makes
conclusions and recommendations. These are primarily for the Scottish prison
health care services and their further development both within the organisation and
in partnership with others.

2. Prison Health Care in Context

2.1

2.2

2.3

2.4

2.5

Like any public service, indeed health service, the supply of services is constrained
by resources. The demand for services is always greater than the supply and
demand does not always mirror need. The need, in disadvantaged populations, is
usually greater than both supply and demand (in that the expression of need is
often incomplete), a phenomenon that has been expressed as the Inverse Care
Law [1].

Providing health care in prison can be likened to delivering primary care in a busy
inner city A&E Department. The patients are vulnerable, come from deprived
backgrounds, have multiple, layered, complex needs and many are there for a very
short period of time. This creates huge challenges for the detection, assessment
and joined-up delivery of health care. The logistics of record keeping and
communication with other service providers are immense. Care must also be
available in the context of a setting where custody and order must also be effective
at all times.

Health care in prison must also keep pace with the changes in the health of the
community, such as emerging health problems and changing population
demographics, along with the change in health policies to reflect that.

Direct comparisons with health care service standards and actual provision of
health services being delivered in the community was not made in this needs
assessment. It could be argued that this would be inappropriate, that model of
care of an enhanced primary care service in the context of a prison setting, with a
vulnerable and disadvantaged population, is by definition a different service.
What, however, should not happen is that care provision is less accessible or of
lower standard for someone due to imprisonment. The Health Care Standards
developed by the Scottish Prison Service take account of national legislation,
guidance and health care policy as well as the context and delivery of care in
prison.

As a minimum, health care in prisons should be compliant with existing legislation
and regulations. Shortfall here can be defined as the ‘compliance’ gap.
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2.6

2.7

Secondly, there should be adherence to the principle of equivalence, the provision
of services at least to a standard equivalent to that in the community. Shortfall in
this can be defined as the 'equivalence’ gap.

Lastly, given that prisoners represent some of the most disadvantaged, hard to
reach people in the community, there is the opportunity to intervene to address
health inequalities. Enhancement of existing services and development and
provision of new interventions can be defined as closing the ‘inequalities’ gap.

3. Specific Health Themes

Alcohol Problems

3.1

3.2

3.3

The prevalence of alcohol problems is high. 44% of prisoners said they were
drunk at the time of their offence. The rate of self-reported alcohol problems is
four times that in the community. Detection and management on admission of
severe alcohol problems which might result in acute withdrawal is excellent.
There is no formal screening (such as the use of the AUDIT tool) on admission.
Health care recording suggests there is under-diagnosis, under-recording or
both, particularly of alcohol dependence and more complex problems such as
alcohol-related brain damage.

There has been recent development of specialist alcohol services which provide a
range of interventions. These services are not available to all prisoners and
accessing them relies heavily on self-referral. A new programme for alcohol and
violence utilising cognitive behavioural approaches has been developed by SPS
and is being introduced. Integrated care for co-occurring conditions is less
developed. Pre-release groupwork is being provided, but there is no quantification
of arrangement of throughcare, other than TAS.

There should be formal screening for alcohol problems following admission.
Triage (by addiction nurses) should be available before active referral to addiction
services. Brief intervention for alcohol problems should be tested and evaluated
by health care addiction staff, both for those not requiring a full referral and for
those staying 31 days or less. Service development should consider ensuring
capacity for specialist addiction services, enhancement of psychological therapies,
co-occurring morbidity, services for ARBD and for throughcare.

Tobacco Use

3.4

3.5

Smoking rates in prisoners are extremely high at 78.4%. Recent service
developmentshave provided smoking cessationservicesandself-helpopportunities
through "over the counter’ nicotine replacement therapy.

These and other innovations should continue to be available and links made with
broader health promotion activity (such as exercise). Monitoring through the
national smoking cessation database should be pursued. This will enable
evaluation of the effectiveness of prison-based interventions.
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Drug Use

3.6

3.7

Drug problems are highly prevalent in prisoners with two out of three found to be
using illicit drugs on admission and half reporting being under the influence at the
time of their offence. Self-report of continued use in prison is lower but still
appreciable (and possibly under-reported) with a proportion of drug users
(11%) injecting. Those already established on community prescribing are
generally continued on it. Nearly one in five of prisoners (18%) are on methadone,
an opiate substitute. The detection and management on admission of severe drug
problems which might result in acute withdrawal is excellent. Services for those
staying more than a month are capable and there are limited services on request
for those staying shorter periods. Education is widely available, as is preparation
for release. There is good practice on harm reduction, but this is still
incomplete.

A key challenge is to ensure that health care and addiction services are integrated
within prison and that throughcare is effective across the country for those on
release. Service developments such as needle exchange and home provision of
naloxone should continue to be pursued. Continuation of the investigation and
reporting on drug-related deaths in partnership with the police and other
agencies is essential.

Blood Borne Viruses

3.8

3.9

The estimated high prevalence of Hepatitis C (20%) in prisoners is linked with the
known high numbers of current and former injecting drug users. The known high
prevalence of alcohol problems in prisoners will increase the likelihood of liver
damage. The known high prevalence of Hepatitis B in drug-using populations has
been addressed by a widespread and accelerated vaccination programme which
has been externally evaluated as being highly successful in protecting the
IDU population in the community.

Recent service developments are strengthening opportunistic testing for
Hepatitis C but thisis not yet universally widespread. This should be standardised.
Service provision for long stay prisoners is generally good, but less so for those
staying shorter periods. These should be strengthened. Although numbers are
low, consideration could be given to more in-depth investigation of service
provision for those with HIV.

Asthma

3.10 Both clinical and self-reporting of asthma is high in the Scottish prison population

3.1

at 12%, over twice as high as general population figures and half as much again
as predicted (8%). High smoking rates may well be contributory to this. The
slightly higher prescribing rates for asthma drugs support this, but there may be
a degree of under-treatment.

The detection and treatment of long-term conditions such as asthma should be
strengthened. This can be facilitated by better patient information about service
provision and self-care.
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Diabetes

3.12

3.13

Prevalence of diabetes (1.7%) is lower than both the general population
prevalence (3.5%) and of the predicted rate (3.1%). This would suggest
under-reporting and possible under-diagnosis. The prescribing patterns reflect
the predominantly younger population profile of the prisoner population.

The detection and treatment of long-term conditions such as diabetes should be
strengthened. Better patient information would encourage service development
and self-care.

Epilepsy

3.14

3.15

There is reliable reporting of a disproportionately higher prevalence of
epilepsy (2.1%) in the prison population than expected (1.2%) and than that in the
general population (0.5%/0.7%). Prescribing data supports this with rates twice
that for the general population. This high prevalence may be explained by
pre-disposing risk factors such as previous head injuries. However, there is the
possibility of over-diagnosis as many prisoners report fits from detoxification from
drugs and alcohol.

Further investigation of the nature and prevalence of epilepsy in the prison
population is necessary.

Coronary Heart Disease

3.16

3.17

The reported prevalence of 2% was similar to the expected level (1.8%), but lower
than general population rates (3.5%-4.5%). Prescribing rates were markedly
higher than in the general population. Given the high prevalence of risk factors in
the prison population, such as smoking, itis likely that that there is under-recording
of CHD.

Recording of CHD should be ensured in the patient summary. Given the high
numbers of prisoners from deprived communities, anticipatory care following
the 'Keep Well' model (assessment of cardiac risk and intervention) should be
developed and introduced for a wider age range [2].

Accidents and Injuries

3.18

3.19

The true extent of accidents and injuries in the prison population could not be
determined from existing information systems, nor could comparisons be drawn
with the general population. The limited evidence suggested that the scale of the
problem was not large, but no conclusions could be drawn on the nature and
consequences of injury.

Further investigation of accidents and injuries through audit and development of
more definitive data recording is necessary.
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Sexual Health

3.20

3.21

It is likely that prisoners are at increased risk from sexually related disease such
as chlamydia. It was not possible to give an overall description but several local
studies confirmed higher rates than in the general population. The current
provision of condoms and dental dams lessens the risk of sexually transmitted
disease.

A sexual health needs assessment is currently underway in SPS. The findings of
this should inform the development of a sexual health strategic plan ranging
from education, prevention and detection, through to treatment provision. This
should include assessment and interventions to address needs of childhood
sexual abuse. It should also include new interventions such as vaccination
against Human Papilloma Virus. A Health Care Standard for sexual health
should be developed.

Dental Health

3.22

3.23

A comprehensive dental survey of Scottish prisoners was undertaken in 2002. It
showed severe decay to be three times higher than in the general population.
Dental services are provided in all prisons, but out of hours coverage is not
universal. Waiting times for general treatment are evident in nearly one in
two prisons and 40% cannot ensure emergency treatment within 24 hours. There
was no evidence of dental health promotion.

Capacity for dental treatment should increase, along with encouragement of
interventions for dental health promotion. Recent national guidance on dental
decontamination and clinical waste management require compliance and building
into SPS Health Care Standards.

Dyspepsia

3.24

3.25

Prescribing for drugs indicated for dyspepsia had been noted to be high. A range
of clinical indicators were chosen. Reported prevalence was very low. This could
be due to under-reporting. No community prevalence data was available for
comparison. By contrast, prescribing indicators were markedly higher than those
in the community.

An audit into prescribing of drugs indicated for dyspepsia should take place to
advance understanding of the treatment of this common condition.
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Mental Health

3.26

3.27

3.28

3.29

It was not possible to determine a global figure for the prevalence of mental health
problems in Scottish prisons. G-PASS recorded 14% of prisoners as having a
history of psychiatric disorder. Low prevalence rates were noted for specific
diagnoses such as schizophrenia (0.6%), bi-polar disorder (0.2%) and anxiety/
depression (0.4%). These rates contrast markedly when triangulated with other
data sources and with corporate views on the burden of mental health problems
in Scottish prisons. A large study of prisoners in England found rates of
schizophrenia 20 times that of the general population (eg 9% male
remand/36% female remand), higher rates of depression (overall one in
four compared with one in 20 in the general population) and very high levels of
personality disorder (approximately two out of three prisoners overall]. Anxiety
levels were similar to that in the general population (at approximately 10%). It
would therefore be expected that rates of mental health problems would be
broadly similar in Scottish prisoners. This is supported by high levels of
prescribing of drugs for specific mental health problems, ie depression and
psychosis. One drug for depression was prescribed at rates 10 times that in the
community and another for psychosis at 20 times the community rate. There,
however, must be caution in absolute direct comparison due to differing
prescribing preferences.

Deaths from suicide are relatively low and have fallen over the past few years.
Transfers under the Mental Health Act(s) have risen slightly in the previous few
years to a rate of just under one per week. A recent audit [3] showed evidence of
acutely mental ill people being admitted to prison, and evidence of some delays in
finding a hospital bed. On the whole, however, most patients were cared for
timeously. A recent internal audit of cases on MDMHT files reported 480 patients,
approximately 1in 15 of all prisoners.

Services and strategies have been implemented over the past few years to address
suicide and self-harm. These have proved very successful. Although screening
for suicide and self-harm takes place from the moment of admission, less evident
is the efficacy of screening for mental health problems. Following the launch of
the SPS Positive Mental Health Policy in 2002 [4], multi-disciplinary mental health
teams are in place in every prison, along with specialist mental health nurses.
However, there is evidence of delays in referral for initial assessment, delivery of
a limited range of interventions, limited advocacy services, and that throughcare
on release is not always planned. Although there is an established forensic
service, from both psychiatrists and psychologists, these are geared to the
assessment of and addressing risk. Provision of services such as psychological
(the talking) therapies are very limited. The limited snapshot of MDMHT case load
(1 in 15 prisoners) would suggest that service provision is not fully matching
need.

A more in-depth needs assessment of mental health problems should take place.
Service mapping is currently in progress. This should take account of national
mental health policy. The newly established Mental Health Strategy Group
should take the lead in developing an action plan which should include identifying
and securing additional resources. Co-occurring mental health and substance
misuse problems should receive more integrated attention. The action plan
following the Mental Health Act audit should be fully implemented.

72



4. General Themes

4.1

Below are described over-arching themes applicable to health care in general.
Some will have already been highlighted in the specific areas discussed above.

Information Management and Technology

4.2

4.3

There was evidence suggestive of incomplete health data recording both on the
newly implemented G-PASS and in the prisoner record system (PR2).
Communication with external providers is not carried out through shared
electronic systems. Accurate, complete and timely information is crucial both for
ensuring good quality individual patient care, but also for research, policy
development and planning.

The implementation of G-PASS should continue, with training, guidelines and
user support. A data quality assurance programme should be developed and
implemented with data quality built into Health Care Standards. There should be
agreed information sharing protocols with key external agencies. The place of
health care information within the context of Integrated Case Management
should be examined, taking cognisance of Data Protection and confidentiality
issues. The position and future direction of SPS health care IM&T should be
considered in light of strategic planning for other national health care and justice
information systems.

Screening

4.4

4.5

There is firm evidence that screening for life threatening conditions, in particular
suicide and self-harm, withdrawal from addictions, and severe mental health
problems is excellent. Those already established on medication should have it
continued. Less evident is screening for less severe mental health problems,
alcohol problems, sexual health problems and chronic disease. There is no
formal screening for other conditions likely to have higher prevalence in prison
populations such as autism spectrum disorder, brain injury (including
alcohol-related brain damage), learning difficulties and foetal alcohol syndrome.

SPS health should review screening opportunities across the health care
spectrum.

Long-Term Conditions and Anticipatory Care

4.6

4.7

There was evidence of under-diagnosis of chronic disease, as detailed under
specific health themes. There is no formal anticipatory care in place.

SPS health should develop a Long-Term Condition and Anticipatory Care Action
Plan in line with the rest of NHS Scotland and should include the ‘Keep Well'
model. Detection (see Screening above) and treatment of long-term conditions
should be incorporated into Health Care Standards.

73



PRISON HEALTH IN SCOTLAND

Throughcare

4.8

4.9

There was evidence of weaknesses in throughcare throughout the patient journey.
Communication from outside agencies on admission, on transfer between prisons,
and on liberation was patchy. Discharge planning was not always taking place. It
should be noted that responsibility for throughcare also rests with community
service providers, both on admission and discharge.

Discharge planning and communication with external agencies must extend
beyond that of addiction prescribing. Health information development needs
should be integral to IM&T developments for offender management (see
above).

User Involvement

4.10

411

There was limited communication with prisoners on health service provision and
of prisoner involvement in health promotion and self-care. There is limited
exploration of prisoner views on health and care provision.

A range of communication media should be utilised such as DVDs, patient
leaflets, induction talks, posters etc. Opportunities for self-care (such as
self-management of medication and provision of 'over the counter’ medicines)
should continue to be pursued, as well as peer support (such as the Listener
scheme and Routes Out of Prison). Innovative approaches to seeking patient
views should be encouraged (such as surveys, patient groups etc). These should
link with health promotion interventions (see below). Advocacy services should
develop in line with legal and good practice requirements.

Health Promotion

4.12

4.13

Health promotion activity was evident but patchy. There is a wealth of good policy
and practice guidance that has been published on the philosophy and opportunities
of a 'healthy settings’ approach in prisons, which was incorporated into the
Scottish Prison Service health promotion framework, 'The Health Promoting
Prison’ [5]. Some key areas outlined in the framework (such as smoking cessation)
have progressed more than others.

TheSPShealth promotionframeworkshouldbereviewed, takingintoconsideration
developments in national policy and plans, as well as progress within SPS. Links
with external health promotion agencies should be encouraged.

Allied Health Professionals

4.14 The services of Allied Health Professionals (AHPs) are locally sourced and the

4.15

distribution is variable. It is not clear whether provision is according to need, nor
what service quality assurance is in place.

A more in-depth assessment of the need for AHP services is necessary, along
with development of Health Care Standards for their provision.
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Pharmaceutical Services

4.16

417

The standard of provision of pharmaceutical services is, in general, very good to
excellent. Areas less provided are provision of information to prisoners and "over
the counter’ (OTC) medication (see User Involvement above).

Development of patient services such as self-care/OTC medication should be
developed in line with the expanding role of community pharmacy services.

Care for Short-Term Prisoners

4.18

4.19

Services for those staying for short periods in prison, and those likely to be in most
chaos, are restricted and in the main, address acute problems. Short stays give
limited opportunity to both detect the full range of problems (in that they can be
multiple, complex and emerge over time) and also to provide effective interventions.
It is, however, an opportunity to reach those who are often hard to reach in the
community setting. Given the nature of their backgrounds and problems, it is also
an opportunity to address health inequalities, a major priority of health policy in
Scotland.

Innovative interventions should be developed and piloted for assessing and
addressing health problems in the short-term prisoner population. Optimal
results will be through partnership with external agencies such as CJAs, local
authorities, the police and the NHS.

Health Care Standards

4.20

4.21

SPS Health Care Standards are reviewed annually and secondary assurance visits
are carried out.

The next review of SPS Health Care Standards should take account of this Needs
Assessment and consider development of standards in the areas outlined. The
standards should continue to take account of national policy and good practice,
in Scotland, in the rest of the UK and internationally.
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Limitations to the Needs Assessment

4.22

4.23

4.24

It is acknowledged that there is a wide spectrum of determinants that can affect
the health of prisoner: life circumstances such as unemployment; poor housing;
limited education as well as risky lifestyles. Prison itself may well have a
detrimental impact on aspects of prisoner health with, for example, overcrowded
conditions; loss of privacy and disruption from family and relationships. It was
beyond the scope of this study to measure and assess these broader determinants
through, for example, description of prison culture and seeking prisoner views.

This Needs Assessment took place over a relatively short time frame in order to
provide an evidence base to the Prison Health Advisory Board, which is due to
report to Scottish Ministers at the end of 2007. Data, for the most, was assimilated
from that which was already available. The focus of this study has been on
reported prisoner physical and mental health and the health care services
provided to address them. Costs were not included and have been reported
elsewhere. The use of a triangulation approach was able to buttress the findings
where local data was absent or incomplete.

What has been achieved is the development of an approach for the assessment of
the health needs of Scottish prisoners. This has been able to paint a broad brush
picture as a baseline. Future work must continue to refine the methodology, to
investigate further the broader determinants of prisoner health, to develop and
improve information, to update the findings, and to encourage a knowledge culture
from both a national and local perspective in this important area.
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