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Executive Summary 
 
Further to endorsement of the Northern Regional Forensic Strategy (2008 – 2013), and as a result of 
increased investment and growth of the forensic prison mental health teams, the Northern Region 
Forensic Projects Implementation Steering Group (FPISG) has supported the development of a project to 
describe an appropriate model of care for the delivery of specialist mental health services into prisons.    
 
The Midland Regional Forensic Mental Health Service also expressed an interest to work on this 
collaboratively to enable a consistent approach, and a Technical Advisory Group, with membership 
from the Northern and Midland regions was established to provide initial input to shape the 
development of this Prison Model of Care.  
 
This document has been informed by a review of relevant literature, policies and agreements related 
to provision of mental health services in prison settings, as well as input from a wide range of 
stakeholders.  
 
It describes the guiding principles and key components that inform the Prison Model of Care, as well 
as recommended minimum standards for service delivery in relation to:  
 

 Screening 

 Referral 

 Assessment 

 Treatment 

 Release Planning. 
 
It is important to note that this Prison Model of Care specifically focuses on the 3% of the 
population1 with serious, ongoing and disabling mental illness, requiring treatment from specialist 
mental health and alcohol and drug services whilst in prison. 
 
Associated elements related to effective interface and interagency collaboration are also discussed, 
and an implementation approach has been suggested. This will be evaluated based on agreed key 
performance indicators.  

 
We know that a best practice model of care can be delivered in a prison if there is active 
cooperation, collaboration, consultation and liaison between District Health Boards and Corrections, 
and are looking forward to adopting this approach across the Northern and Midland regions. 

                                                           
1
 Mental Health Commission. 1998. Blueprint for Mental Health Services in New Zealand: How things need to 

be. Wellington: Mental Health Commission 
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1.0 Introduction 
 
Further to endorsement of the Northern Regional Forensic Strategy (2008 – 2013), and as a result of 
increased investment and growth of the forensic prison mental health teams, the Northern Region 
Forensic Projects Implementation Steering Group (FPISG) has supported the development of a project to 
describe an appropriate model of care for the delivery of specialist mental health services into prisons.   A 
project brief was developed that described the project objectives, key deliverables, milestones, resources 
and accountabilities required to complete this focused piece of work.   
 
The Midland Regional Forensic Mental Health Service also expressed an interest to work on this 
collaboratively to enable a consistent approach, and a Technical Advisory Group (TAG), with 
membership from the Northern and Midland regions was established to provide initial input to 
shape the development of this Prison Model of Care. A draft consultation document was developed 
to inform the basis for discussion at a preliminary consultation workshop held in June 2010. This was 
a starting point to gather input from a wide range of interested parties, and further consultation and 
feedback has since occurred with a range of key stakeholders to inform the Prison Model of Care. 
We are confident that a best practice model of care can be delivered in a prison if there is active 
cooperation, collaboration, consultation and liaison between District Health Boards and Corrections, 
and we are looking forward to adopting this approach across the Northern and Midland regions.  
 
 

2.0 Key Objectives 
 

Three initial objectives were identified in the preliminary scoping as per below: 
 
One To review and describe an appropriate service model for delivery of mental health 

services into prisons. 
 

Two To initiate a clinical network across two regions including Forensic services and key local 
DHB clinicians, leaders. 
 

Three To gain a greater understanding of referral rates for prison musters to then inform 
what workforce (skill/mix and numbers) are required. 
 

 
This document primarily focuses on the development of the service delivery model of specialist 
mental health services into prisons in the first instance, with further attention to be paid to the 
ongoing activity of data collection and workforce planning as the model is implemented and 
evaluated.  
 
It is important to note that this Prison Model of Care specifically focuses on the 3% of the 
population2 with serious, ongoing and disabling mental illness, requiring treatment from specialist 
mental health and alcohol and drug services whilst in prison. 
 

                                                           
2
 Mental Health Commission. 1998. Blueprint for Mental Health Services in New Zealand: How things need to 

be. Wellington: Mental Health Commission 
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3.0 Project Deliverables 
As agreed with the Northern Region Forensic Projects Steering group, the deliverables included: 

 Project brief endorsed at February  2010 Regional Services Planning (RSP) meeting 

 Establish Technical Advisory Group (sponsor, clinical leaders and project support), with 
provision to co-opt other members as required 

 Engage with existing clinical expertise to complete literature review of international clinical 
guidelines (UK, USA, Australia)  

 Design and run one day workshop with key stakeholders from the 4 Northern DHBs, regional 
forensic mental health services and Corrections (Auckland and Midland) 

 Scoping interface relationships with primary care and AOD services 

 Develop and agree a shared model of care across prison, forensic mental health and general 
mental health services that allows for regional consistency with local flexibility, including 
identification of specific service gaps and recommendations.   

 

4.0 Approach 

The Technical Advisory Group was convened and commenced high level discussions on what the 
Prison Model of Care needs to look like. Broad discussions centred on the five key components 
(identified in section 4.2 below), with associated themes that require further exploration. The 
National Service Specifications (http://www.nsfl.health.govt.nz/apps/nsfl.nsf/pagesmh/15) were 
also reviewed and have also guided the development of the Prison Model of Care. 

4.1 Key principles 

These were developed by the Technical Advisory Group, based on best practice and further shaped 
at the workshop. Eleven guiding principles were agreed and are described in more detail in Section 
5.0 below. 

4.2 Components of the Prison Model of Care 

The high level components of the Prison Model of Care are: 
 

 Screening 

 Referral 

 Assessment  

 Treatment 

 Release. 
 
At all stages, consultation, collaboration and liaison functions are considered to be key to the 
approach, to ensure consistent and seamless service delivery. Further detail of what the proposed 
pathways should look like for each of these components is described in Section 6.0 below.  

4.3 General associated themes 

Discussion to date has primarily focussed on what is understood about current practice, and what 
could a ‘best practice model’ look like. It was recognised that a key issue is different practices and 
specialised programmes are in place in different prisons, noting that not all prisons are the same.  

http://www.nsfl.health.govt.nz/apps/nsfl.nsf/pagesmh/15
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We expect that as the model is implemented and evaluated, further information will be required to 
assist us to ensure this model promotes consistency in approaches, whilst allowing for local flexibility 
depending on specific needs, for example:  
 

 Remand prisoners vs. Sentenced prisoners 

 Rural prisons vs. Urban prisons (including wide DHB geographical spread) 

 Male prisons vs. Female prisons and specific needs 

 Planned and unplanned movements of people between prisons 

 Low vs. Medium vs. High security requirements 

 Youth prisoners vs. Adult prisoners 

 Proximity of the prison to Regional Forensic Psychiatry Services. 
 
 
Other general themes that have informed the Prison Model of Care and merit continued discussion 
include: 
 

 Consultation and liaison functions 

 Collaboration and interface issues (e.g. AOD/primary care etc) 

 Workforce development and training needs 

 Quality targets (including KPIs). 
 

5.0 Key Principles 
A best practice model of care can be delivered in a prison setting if there is active cooperation, 
collaboration, consultation and liaison between DHBs (RFPS and GMHS) and Corrections, including 
shared access to information and provision of suitable environments. The following guiding 
principles underpin the Prison Model of Care: 
 

1. έ9ǉǳƛǾŀƭŜƴŎȅέ – We will strive to ensure that the quality and standard of mental health care 
is the same in prisons as it is in the community. 
 

2. People centred - The focus of the services delivered should be guided by the individuals’ 
needs, not the systems’ requirements.  
 

3. Timely and effective access to individuals in an appropriate environment is key to engaging 
in a therapeutic treatment relationship. 

 
4. Compulsory mental health care of prisoners needs to take place in a timely fashion within a 

hospital setting, outside of the prison environment. 
 

5. Mental health of prisoners is a collaborative responsibility between health and corrections 
and requires sharing of strategic information to enable appropriate development for both 
services. 

 
6. A multi-disciplinary approach (medical, social work, nursing, OT, cultural expertise, AOD, 

psychological input) should be adopted across all culturally competent forensic prison 
mental health teams. 
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7. A collaborative multi-agency approach (regional forensic mental health services, general 
mental health services, addiction services, community and social service agencies, 
correctional health teams, prison services, parole board and probation services, PHOs etc) 
must be supported by all key stakeholders. 

 
8. Care delivery is based on the recovery paradigm, focusing on each individual’s journey that 

encompasses personal strengths, hope, medication/treatment, empowerment, support, 
education/knowledge, self help, spirituality, employment/meaningful activity and cultural 
identity. It is recognised that the prison setting is unique, and there will be challenges, 
however the essence of this principle remains paramount to the delivery of quality mental 
health services within this environment. 
 

9. The Prison Model of Care is bound by the guiding principles of the Treaty of Waitangi of 
partnership, protection and participation.  

 
10. Delivery of health care services is guided by existing health legislation, including but not 

limited to the Health & Disability Act 2000, Code of Health & Disability Services Consumers 
Rights 1996, Mental Health (Compulsory Assessment and Treatment) Act 1992, Intellectual 
Disability (Compulsory Care and Rehabilitation) Act 2003, Corrections Act 2004. 
 

11. Services must be responsive to family and whanau, where possible promoting and 
protecting the health and well-being of family members as part of the individual’s health 
care and recovery plans, acknowledging the key roles family play in the individual’s recovery 
journey, and successful reintegration into the community. 
 

6.0 Components of the Prison Model of Care 
 
Five key components have been identified in the Prison Model of Care that will, in effect, map 
pathways for people with serious mental health issues in, through and out of prisons.  
 

Components of the Prison Model of Care 

 
 
It is important to note that there is significant variability of the types, range and intensity of services 
provided to prisoners, depending on the prison they are in and also the level of mental health 
services available from both Forensic and General Mental Health Services.  
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We have reviewed current practice and proposed solutions to key issues raised, enabling us to 
describe a consistent approach for intervention across all services.  Some of the key issues raised 
include: 
 

 Variable detection of serious mental illness (SMI) and high unmet mental health need 

 Inconsistent  referral processes 

 Variable response rates – slow response times and limited access (generally, but also in 
response to acute situations) 

 Limited services for targeted interventions (e.g. AOD, cultural, psychological distress and lack 
of meaningful activity in the prison) 

 Poor medication adherence and limited options in terms of medication due to the unique 
challenges of prescribing in a prison setting 

 “Mission creep”  – deployment away from serious mental illness (SMI) toward those with 
behavioural difficulties that present challenges to the prison in terms of management, and a 
risk of providing services to prisoners who would otherwise access primary mental health 
services in prison 

 Differing processes for management of prisoners who have been identified as requiring 
transfer to a forensic mental health inpatient setting for treatment (management of waiting 
lists, and management of prisoners on the waiting list) 

 Inconsistent relationships with community mental health services to ensure seamless care to 
assist with community integration 

 Opportunity to improve communication – within forensic mental health services, general t 
mental health services (MHS) and Corrections. Inconsistent interagency involvement leads 
to poorly coordinated service provision and difficulty in meeting unmet needs 

 Variable approaches for release planning  

 Limited knowledge of mental health service engagement post release 

 Need to enhance cultural competency for staff to assist with the development of services 
that are responsive and able to meet the needs of the prison population. 

 
The narrative below summarises the elements that are considered central to aspects of the five main 
components of the Prison Model of Care, as well as providing recommendations where possible to 
inform a consistent approach to responding to the issues raised above, allowing us to improve the 
delivery of specialist mental health services in prisons.  We have also recommended minimum 
standards of practice for each of the components in the body of this document (Refer Appendix One 
for the summary). 
 
Additional themes that will also influence the Prison Model of Care have been identified that will 
require further discussion including: 
 

 Consultation and liaison functions 

 Collaboration and  interface issues (AOD/primary care etc) 

 Workforce development 

 Training and education 

 Quality targets (including KPIs) 

 Cultural competency. 
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6.1 Screening 

The Department of Corrections is responsible for the provision of primary health care to prisoners. 
Screening guidelines for serious mental illness have been developed in partnership with Health and 
Corrections.3   
 
The departments’ process will be: 
 

 (a)  A brief set of screening questions (including mental health) are administered on the 
day of arrival - The Reception Health Triage (RHT) by Corrections health staff  

(b)  An Initial Health Assessment (IHA) is completed by a Corrections health nurse within 
24 hours to 7 days depending on the clinical indicators of the RHT. The proposed 
mental health screening tool will be completed at this time. 

 
This provides an opportunity for prisoners to be referred for a further triage interview with a nurse 
in the forensic prison mental health team on the basis of historical contact with mental health 
services or for current symptoms. It also ensures that psychotropic medication that has been 
prescribed in the community is identified immediately upon reception and continued. This is 
especially important for medication such as lithium and clozapine where interruption of treatment, 
(even for brief periods of time), can lead to severe rebound syndromes. 
 
Both the Ministry of Health and Ministry of Corrections have signed up to this process in principle. It 
must be noted that the full implementation of the new prison mental health screening procedure 
designed to increase the rate of referral for triage assessments will have resource implications for 
Regional Forensic Psychiatry Services as well as Corrections staff.  Correction’s nurses may require 
appropriate training in administration of the screen prior to implementation. 
 
A budget bid was submitted by Corrections to fully implement the screening procedure across all 
prisons, and funding has recently been approved. How this process will be fully implemented across 
prisons nationally, and within what timeframes, continues to be a work in progress. 
 
The recommended minimum standard for Screening is:  
 
 
 
 
 
 
 
 

Recommendation Themes 

 That the Regional Forensic Psychiatry Service continues to support ongoing and proactive 
discussions in partnership with Corrections to ensure screening occurs within all prisons to 
coincide with the time frames of the implementation of the Prison Model of Care. 

 

                                                           
3
 New Zealand Prison Mental Health Screening Study – Final Report December 2007 

 
Screening 

 

 

 Conducted by Corrections upon reception. 
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6.2 Referral 

The Service Level Agreement (SLA) and Memorandum of Understanding (MOU) between the 
Department of Corrections and the Ministry of Health4 Regional Forensic Psychiatry Services (RFPS) 
are attached as Appendix Two. The policy states: 

 Referrals to the forensic prison mental health team (FPMHT) for prisoners that are screened 
positive for SMI are to be made by the Corrections Health Team. We recommend this is by 
the prison health centre manager or their delegate. 

 If Court Liaison Teams are aware that a prisoner in court with mental health issues requires 
further assessment, they must notify both the Corrections Health Team (CHT) and FPMHT, 
and a referral will be discussed and generated. 

 
However there appears to be a lack of clarity about what involvement teams undertake at different 
stages of the referral process (e.g. multiple sources/points of referral in and out of services). 
Additionally, there are different approaches in terms of who gets the information, what information 
is provided and how this information is provided (e.g. GP, copied to referrer and/or prison unit 
managers). Practice varies between prisons and courts and across the regions. Therefore we 
recommend a shared, consistent and enhanced approach as follows. The SLA will need to be 
updated to reflect this.  
 
We propose that the referral process (including enquiries) is enhanced as follows. 
 

 To ensure simplicity there will be a single point of contact between the Department of 
Corrections and the FPMHT. In the Prison Model of Care, this single point of contact is the 
FPMHT Triage Nurse 

 To minimise barriers to access and ensure inclusivity, the prison model of care broadens the 
scope to ensure that referrals and enquiries can be made from a range of sources, both 
within the prison and outside the prison.  These sources include (but are not limited to): 

o Court Liaison staff who have concerns with any individual they have been involved 
with in the Courts and for any individual for which mental health assessments have 
been ordered by the Courts (e.g. S38,35,23 CPMIP Act; S88 Sentencing Act) 

o Family and Whanau who have specific mental health concerns regarding a family 
member who has been incarcerated 

o Non health Corrections staff (psychological services, custodial staff and community 
probation officers) who are concerned about the mental wellbeing of a prisoner. 

o Other specialist mental health providers (General Mental Health Services, Court 
Liaison Services, other RFPS)  

o Primary health care services within the prison who have identified prisoners 
suspected of suffering from mental illness requiring specialist assessment or 
intervention 

o Other prisoners who have concerns about the mental wellbeing of another prisoner. 
 

 All referral pathways involve dual referral to the FPMHT triage nurse and the Prison health 
centre manager to ensure the referral is received and an appropriate response is initiated 

 Where the FPMHT receives a referral from any source other than Prison health services, 
then the Prison health centre manager or their designate will be notified, and given all of the 
relevant health information, with the expectation they will generate a referral back to the 
FPMHT. 

                                                           
4
 Service Level Agreement between the Prison Service (PS) Health Services Northern Region and the 

Auckland/Midland Regional Forensic Psychiatry Services (Dec 2008) 
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The recommended minimum standard is:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The following referral pathway is recommended.  
 
Process5 

 The underlying principle is ease of access and inclusivity 

 All referral pathways involve dual referral to the FPMHT triage nurse and Prison health 
services to ensure the referral is received and an appropriate response is initiated 

 Apart from where a prisoner is referred by another specialist mental health provider or by 
the process of “Screening” (6.1 above), as a general principle the referred prisoner will have 
been seen and assessed by primary mental health care services first. If possible and clinically 
indicated, it is recommended the prisoner is seen by the GP before referral to the FPMHT. 

 The referral form is faxed to the appropriate FPMHT triage nurse, who may need to see the 
referred prisoner to obtain more information prior to the referral being presented at the 
next FPMHT MDT meeting  

 The FPMHT Administrator logs information within PIMS, HCC, IPM, or JADE (depending what 
application is usual practice) and a file is generated 

 The referral is then copied and distributed to the FPMHT MDT for their information and 
allocation 

 The FPMHT triage nurse will also ensure that all referrals received are documented including 
the date the referral is received, the date the referral is allocated and to whom, and also 
notify the referrer of the actions undertaken. 

 
Response 

 All referrals will be seen according to the level of priority on the referral form as identified by 
the Prison health centre manager or their designate (such as the Prison Service nurse or 
Team leader), and/or the FPMHT triage nurse. The key classifications are: 

o Urgent - within 8 hrs or as agreed with the referrer 
o Standard - within 72 hours 
o Routine6 - next scheduled visit of the forensic prison mental health team  or within  

one week 

                                                           
5
 WDHB Referrals to the Forensic Prison team (FPT) Policy & Procedure – May 2007 

6
 For example, a prisoner who is stable and may be known to mental health services 

 

 

 

Referral 

The referral will be prioritised by the referrer as follows: 

 Urgent response – within 8 hours or as discussed and 

agreed with the referrer 

 Standard response – within 72 hours 

 Routine response - after next scheduled visit from 

FPMHT or in one week 

FPMHT triage and the Prison health centre manager are 

expected to communicate as often as required, but must 

formally meet each week to discuss and coordinate the 

referrals. 
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 All prisoners referred will be reviewed by the FPMHT triage nurse for the initial assessment 
based on level of priority, with further contact with the SMO/RMO and other members of 
the MDT as appropriate 

 Any immediate risks identified by the triage nurse must be verbally communicated to the 
Prison health team and the FPMHT psychiatrist in order to determine the safest risk 
management options for the prisoner. 

 
Accepting referrals 

 Findings of all initial assessments, including provisional diagnosis, treatment, interventions 
and recommendations, will be presented and discussed at the weekly forensic prison mental 
health  multidisciplinary team (MDT) meetings 

 When a referral is accepted, a key worker is allocated and then an initial care plan is 
developed by the MDT 

 The FPMHT triage nurse must then ensure the referrer is notified and the prisoner enters 
the assessment phase (6.3) as part of the FPMHT caseload. 

 
Declining referrals 

 When a referral is declined, the referrer is advised in writing by a designated member of the 
FPMHT with the clear rationale for the decision and recommendations as to how the 
referrer should proceed. 

 
Uncertainty about referrals 

 There will be occasions when it is not immediately clear if the referral reaches the threshold 
for acceptance into the FPMHT caseload. In such situations, an assessment by an FPMHT 
SMO or RMO may be appropriate. The FPMHT triage nurse will communicate this to the 
referrer and facilitate a time for this assessment to occur. 

  
General discussion 
Different referral forms are used by the Northern and Midland FPMHTs.  We have reviewed the key 
information that is captured and recommend the current referral forms for each service are 
amended to ensure consistency of practice.  Specifically, the degree of priority for each referral (i.e. 
Urgent/Within 72 hrs/Next scheduled visit) should be emphasised.  The key domains are noted in 
Appendix Three.  
 
The following relevant information needs to be included as a minimum:  

o Level of priority (Urgent, Standard, Routine) 
o Prisoner details, including area of domicile prior to incarceration, ethnicity, benefit status 

and accommodation details 
o Prison legal and custodial information, and any relevant criminal behaviour and current 

status within the prison 
o Relevant medical history, allergies and current treatment regime (including the identification 

of key medication such as lithium and/or clozapine)  
o Past psychiatric history ( including access to, or involvement with other mental health 

services) with special attention paid to whether this is the prisoners first presentation 
o Assessment of level of risk to either themselves or others (based on active or past risk of self 

harm/suicide attempts or harm to others, observable risk behaviours, suicidal ideation etc). 
 
Whilst overall responsibility of medical care (within the scope of primary care) in a prison 
environment sits with the Corrections Medical Officer, and s/he has responsibility for the completion 
of referral forms, it is recognised that not all prison services employ full time medical staff and some 



13 | P a g e  

P r i s o n  M O C :  F I N A L  M a r c h  2 0 1 1  

 

referrals will be made by Prison health services. In the spirit of collaboration, the FPMHT triage nurse 
may be contacted to assist with the decision regarding appropriateness of the referral, and may 
assist the referrer by helping to prioritise the referral.  
 
The flow chart below describes the recommended referral process to the forensic prison mental 
health teams. For urgent after hours or weekend referrals, the Prison health centre manager (or 
their designate) must also make a follow-up phone call to the on-call psychiatrist (FPMHT) and/or 
Crisis Assessment & Treatment Teams (CATT) for prisons under the care of the Midland RFPS to 
ensure they are aware of the urgency of the referral. 
 

Recommendation Themes 

 Agreed referral pathways as per the flowchart below, with standardised referral forms and 
shared/defined procedures to streamline information and capture  documentation to 
reduce duplication 

 Fortnightly liaison meetings between FPMHTs, Corrections health teams and, where 
appropriate, General Mental Health Services. 

 

 



14 | P a g e  

P r i s o n  M O C :  F I N A L  M a r c h  2 0 1 1  

 

Forensic Prison Team: Referral and Treatment Pathway 

  Screening                    Referral   Assessment                     Treatment   Release 
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6.3 Assessment   

 
We know there are a number of assessment processes and tools that range from brief to 
comprehensive mental health assessments. For the purpose of this Prison Model of Care, we have 
identified a staged approach: 
 
A brief mental health assessment (i.e. Triage) is defined as a mental health examination that is 
appropriate to the particular suspected level of services needed, and is focused on the immediate 
needs of the individual.  This should be conducted by the FPMHT triage nurse based on the level of 
priority identified on the referral form. 

 
o The FPMHT triage nurse should obtain appropriate clinical information to assist in 

determining the priority of each referral to inform the initial assessment. In the prison 
setting the key concerns relate to the prisoners mental state, risk issues and current 
treatment 

o The FPMHT triage nurse may upgrade the urgency of the referral if the clinical 
information indicates this is appropriate, but should not ‘downgrade’ the urgency of the 
referral without discussion with Prison health services, discussion with a FPMHT 
psychiatrist and development  of a clear plan for safe management of the prisoner  until 
review occurs. This is current practice where “Urgent” (i.e. 8 hour referrals) are often 
downgraded to “ next day” referrals on the basis of a telephone conversation 

o The FPMHT triage nurse will complete an initial assessment and obtain relevant clinical 
information that will assist the MDT to make decisions regarding the appropriateness of 
the referral, and these are presented at the weekly meeting, noting the FPMHT 
psychiatrist is integral in making decisions regarding the suitability of the referral 

o The FPMHT triage nurse is responsible for ensuring that the outcome of this meeting is 
documented and that the referrer is notified of the outcome within one week of the 
date of referral, or sooner if clinically indicated. 

 
A multidisciplinary team review of the assessment will occur for all new assessments. This review 
will occur at regular FPMHT weekly MDT meetings. On the basis of this MDT review, the referral 
maybe accepted for the further and comprehensive assessment process, or referred back to the 
referrer should the prisoner not require forensic psychiatric follow-up. In all instances, written 
feedback to the referrer is required, including the provision for re-referral back to the FPMHT if 
required. 
 
Recommendations should be prepared for any further evaluation and treatment, including a further 
comprehensive mental health assessment where indicated. This will form the basis of individual care 
plans and will be discussed at weekly FPMHT MDT meetings. 
 
A comprehensive mental health assessment requires face to face interviews, as well as review of all 
available healthcare records. Collateral information from a variety of sources will also inform the 
assessment. It usually concludes with a summary of the key issues and findings and a diagnosis, even 
if this is provisional. This information will form the basis of the coordinated Health Care Recovery 
Plan (HCRP). Best practice indicates this comprehensive mental health assessment should be 
completed within a maximum 6 week timeframe. 
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The comprehensive mental health assessment should include (but is not limited to): 
 

o Psychiatric assessment: this should occur as soon as possible in the process of 
comprehensive assessment, ideally within one week of acceptance onto the caseload 

o Risk assessment 
o Cultural assessment (if the prisoner is of Maori or Pacific Island descent, or if there are 

indications that cultural issues are significant to the prisoners presentation, assessment 
and/or management) 

o Alcohol and other Drugs assessment 
o Collateral information from significant others that will enrich the assessment (e.g. 

whanau or family members, partners, caregivers and support people). 
 
Additional assessments may include (but are not limited to): 
 

o Medico-legal aspects or issues 
o Specific psychological assessments (neuropsychological or psychometric testing, 

personality assessments or assessment to determine suitability for time limited 
psychological assessments) 

o Comprehensive social assessments to determine supports, needs and psychosocial 
issues that may need to be addressed 

o Functional assessments to ascertain interests, abilities and strengths.    
 
A summary of the comprehensive assessment will be presented to the Corrections health team via 
the Consultation/ Liaison meetings to enable the development of a collaborative Health Care 
Recovery Plan that recognises the needs of the prisoner, but also respects the context of the 
custodial setting. This recognises the underlying principle of collaboration and continues to the 
overall support and development of the Corrections health team with regards to mental health 
issues. It also broadens the FPMHT, enabling them to work together where knowledge and resources 
can be shared to reduce duplication, enhance collaboration and strengthen the interagency 
relationships to achieve improved outcomes for prisoners with serious mental illness.  
 
Documentation 

 Entry related to each stage of the assessment is made, by the assessor, to the prisoner’s 
electronic prison based health file (Medtech 32) on the day they are seen, with specific 
reference to risk and risk management 

 Medications are also noted if applicable by the assessor, along with visit notes in the daily 
record. Prison service medical staff add/change or remove medications in Medtech 

 Although current practices may vary, it is recommended that the outcome of the assessment 
and initial health care plan is communicated to the referrer within one week, as well as 
entered into Healthcare Community (HCC) or Clinical Results Viewer (CRV), JADE or other 
electronic records as per usual DHB practice 

 A letter will be sent to Prison health services for the attention of the Medical officer 
outlining the outcome of the MDT assessment, and suggested management plan 

 The letter will be scanned into the prisoner’s electronic clinical file.  
 
General discussion 
It is noted that a range of assessments tools, approaches and timeframes occur in current practice. 
There will also be a different approach to assessment for prisoners presenting for the first time with 
mental health issues versus prisoners with existing (and already identified) specialist mental health 
needs.  
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Different assessment processes are used by the Northern and Midland FPMHTs.  Rather than 
describe the assessment tools in detail in this document, the following approach is recommended: 
 

o Collaborative  assessments where indicated (e.g. work alongside other agencies involved 
such as AOD, prison psychological staff) 

o Multidisciplinary team and broad interagency involvement where indicated  
o The assessment processes should involve systematic and ongoing collection of 

information about an individual, recognising that needs change over time 
o Clinical assessments form the basis for identifying relevant clinical and psychological 

issues; however the development of individualised Health Care Recovery Plans that are 
comprehensive, relevant, meaningful, and have the potential to achieve improved 
outcomes requires a collaborative approach. 

 
We have reviewed the key information that is captured for key areas from each service, and suggest 
these should be amended to ensure consistency of practice.  The key domains are noted in Appendix 
Three.  
 
The recommended minimum standard is:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Recommendation Themes 

 That assessment guidelines are developed in a manner that is streamlined in accordance with 
best practice, and where possible, consistent across prisons 

 We have reviewed the key information that is captured for key areas from each service and 
suggest these should be amended to ensure consistency of practice.   

 The key domains are noted in Appendix Three.  
 

 

 

Assessment 
Å Brief mental health assessment completed by 

FPMHT triage nurse within agreed timeframes as 
determined by priority status  

Å FPMHT triage nurse presents new referrals  to be 
discussed at weekly FPMHT MDT meeting and a 
keyworker is allocated 

Å The outcome is communicated to Prison health 
services  within 1 week (by FPMHT triage nurse) 

Å If indicated, full comprehensive assessment leading 
to the development of an individualised Health 
Care Recovery Plan (HCRP) is completed by the 
keyworker within  6 weeks (maximum), 

Å Comprehensive assessment includes Psychiatric,  
Risk, Cultural and AoD assessments 

Å Prisoners under care of FPMHT in At Risk units are 
seen weekly  
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6.4 Treatment  

 
The FPMHTs will be multi disciplinary to ensure that comprehensive assessments, reviews and 
treatment can be provided to prisoners identified with serious mental illness. 
 
The FPMHT will have a positive attitude that strives to overcome the inherent constraints in the 
prison environment. They will work in collaboration with Corrections, and focus on what can be 
achieved rather than be distracted by things that are not possible.  Inherent in this environment is 
the responsibility to assess, treat, advocate, and ensure that prisoners with serious mental illness are 
enabled to access and take full advantage of the rehabilitative opportunities available.  
 
The intention of treatment is to: 
 

 Reduce or eliminate symptoms of mental illness and respond quickly to minimise or prevent 
relapses of illness 

 Reduce prisoner suffering, minimise exploitation and reduce risks to self and others 

 Improve the functioning of prisoners with serious mental illness to enable them to participate 
and benefit from the rehabilitative opportunities within the prison environment 

 Provide psychoeducation about mental illness and treatments 

 Assist prisoners with serious mental illness to recognise early warning signs of relapse and help 
them, as well as the prison staff to know what to do, who to contact, and why this response is 
necessary 

 Be flexible and increase contacts and supports if this is clinically necessary 

 Involve the family/whanau, primary supports and caregivers 

 Have a key role in release planning and ensure that appropriate clinical, psychosocial , cultural, 
social and support services are in place prior to release to reduce the risk of relapse, improve the 
chance of sentence compliance and successful community reintegration. 

 
The FPMHT multidisciplinary team may comprise (but is not exclusive to) psychiatrists, psychiatric 
registrars, mental health nurses, social workers, clinical psychologists (recognising that prison 
services have their own divisional teams that work with prisoners on offending issues), AOD 
clinicians, occupational therapists and cultural workers. They will have key workers who provide for 
the safe management of prisoners with serious mental illness through assessment, treatment and 
follow-up.  This includes, but is not limited to the following: 
 

 Assessment, ongoing review and treatment for prisoners (whether on remand or sentenced) 
who have been identified as suffering from serious mental illness, and require specialist level 
mental health care, as detailed in each prisoners individual HCRP 

 Provision of care within the prison setting, having regard to identified needs and available 
resources, as detailed in each prisoners HCRP 

 Focus on prevention of secondary pathology (e.g. brief, time-limited mental health input). 
 
The recommended approach to treatment for this Prison Model of Care is a modified Assertive 
Community Treatment Model (ACT).  Our existing knowledge base and clinical expertise in this area 
suggest that this model could be readily adapted for the prison context7, noting this will necessarily 
involve creating an environment that promotes access and responsiveness. The model, which 
provides holistic care through a multi-disciplinary team, could have the potential to improve the long 

                                                           
7
 Marshall & Creed, 2000 
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term mental health and psychosocial outcomes of mentally ill prisoners. This kind of approach to 
mental health services in prisons was also signalled in the 1988 Mason Report.8 
 
ACT consists of a multidisciplinary group of mental health professionals working as a team to provide 
intensive services to mental health service users with serious and persistent mental health 
problems.  The key elements of the ACT approach include MDTs that have a holistic approach to 
either brokering access to or directly providing services, such as:  
 

o psychological therapies 
o family involvement 
o housing & finances  
o alcohol and other drug interventions 
o cultural support  
o locus of contact in the community 
o medication management 
o assertive outreach and facilitated access to other specialist services 
o focus on everyday problems in living. 

 
Another aspect of the ACT approach is that services are available 24/7. Currently forensic prison 
mental health teams operate during normal business hours, Monday – Friday with the exception of 
on call consultant/CATT for urgent assessments. The crisis response will for prisoners who are 
critically unwell be articulated in the HCRP, and Prison staff will know how to contact the on-call 
Senior Medical Officer.   
 
Different models and treatment approaches may be required for different population groups (e.g. 
youth, women). Within the modified ACT model there is flexibility to modify treatment approaches 
to meet the needs of such  groups in different prison settings depending on the range of services 
available (e.g. ‘Special Needs ’ units, 24 hour prison nursing availability for medication monitoring, 
AOD education programmes).  Similarly the treatment model is deliberately not prescriptive as there 
may be possibility for innovation and creativity by local clinicians to utilise resources idiosyncratic to 
the local prison and its environment (e.g. local counselling services).  
 
As a minimum standard, we propose the following during the treatment phase. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                           
8
 Mason, Ryan & Bennett, 1988 

 

Treatment 
Every prisoner on the FPMHT caseload: 
Å In an At Risk Unit (ARU) is reviewed by allocated 

keyworker at least once weekly or as clinically 
indicated, reviewed by the SMO and formally discussed 
by the MDT weekly. 

Å Not in an ARU, is reviewed by allocated keyworker 
once a month, reviewed by the SMO three monthly &  
discussed by the MDT three monthly with the 
exception of acute cases, problematic behaviours, 
issues of concern that will be formally discussed weekly 
at MDT meetings 

Å Has full implementation and review of HCRP with 
revision of rehabilitation and treatment goals at least 6 
monthly by MDT. 
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The intent is that all prisoners receiving mental health services have the opportunity to engage with 
appropriate prison programmes where possible, such as work, education, meaningful daily activity, 
alcohol and drug education, other health related programmes etc). The ultimate intention is to avoid 
duplication of activity, and the responsibility to drive this rests with the forensic prison mental 
health team. When prisoners on the FPMHT caseload are unable to engage in such possibilities, the 
specific need must be met by the FPMHT. 
 
The Prison Model of Care needs to ensure the AOD needs of forensic patients in prison are 
responded to as part of an integrated care plan.  At the very least, an assessment of specific AOD 
issues will have been undertaken as part of the comprehensive assessment process, and any 
treatment needs detailed in the HCRP. The Midland FPMHT has dedicated AOD clinicians as part of 
the MDT, but this is not current practice in the Northern region. 
 
Critical to the success of the Prison Model of Care is regular (fortnightly) collaborative and 
cooperative interagency liaison meetings for shared treatment planning and review.  It should also 
be noted that there are also varying levels of engagement with general mental health services 
(including Intensive community teams) often depending on the prior relationship with the 
individuals in prison. Community mental health staff may therefore also be part of the prisoners 
broader care team, and where appropriate should be viewed as important participants in the 
interagency liaison meetings. This needs to be well planned and clearly articulated.   
 
Further critical requirements for effective treatment in prisons include: 
 

 Notwithstanding the understandable current physical restrictions, a commitment from 
Corrections  to ensuring dedicated space for the  forensic  prison mental health multidisciplinary 
teams, and facilitated access to prisoners 

 At least 48 hrs notice given by the FPMHT that a routine appointment has been booked 

 Shared access to approved IT systems 

 Reduced “down time” when waiting to access prisoners for assessment, treatment and review 

 An expectation that when new prisons are being planned, early discussions with Forensic 
services are undertaken.  

 

6.4.1 Waiting list 

Due to the high rates of mental illness within prison, the limits of acute psychiatric treatment in 
prison, and the relative scarce resource of inpatient forensic psychiatric services, demand for 
inpatient treatment frequently outstrips supply for the forensic prison mental health teams in the 
Midland and Northern regions. Both the Midland and Northern region RFPS’s operate a waiting list 
for admission to hospital to manage this imbalance.  Although this waiting list also prioritises the 
interests of people awaiting inpatient forensic treatment from outside of prison the waiting list is the 
interface by which the PMOC is able to access inpatient psychiatric treatment where required.  
 
Currently the waiting list is subdivided into those waiting for acute treatment, subacute treatment 
(used as a synonym for those waiting for forensic inpatient rehabilitation), clozapine initiation, and a 
separate list for women.  
 
To assist with these decisions, the following standardised approach to placing a person on the 
waiting list is proposed.   
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Waiting List 
Section 

Recommended referral for admission 
 

Acute  Prisoners with active symptoms of SMI who pose a high risk to 
themselves or others or cannot care for themselves will be entered 
into the acute section of the waiting list 

Subacute  Prisoners with SMI whether active or in remission who have passed 
their parole eligibility date (PED) 

 Prisoners post PED who’s pathway into the community requires a 
period of secure psychiatric care 

 Prisoners who still require admission for other clinical need 

 Prisoners whose psychiatric disability is creating medico-legal 
disadvantage (especially in relation to fitness to stand trial) and 
who cannot access general mental health services due to their 
custodial status. 

Clozapine  Prisoners with SMI whose clinical condition warrants 
commencement of clozapine 

Women  All women meeting any of the above criteria. (At this time the 
number of women waiting for admission to hospital does not 
warrant a subdivided list.) 

 
 
Prolonged Waiting 
Due to the relatively scarce resource of inpatient forensic hospital services in some regions, it has 
not been unusual for prisoners to wait long periods of time (up to a year or more) for admission to 
hospital, although the mean period of waiting for a prisoner on the acute list was closer to 40 days. 
For many prisoners there is undue suffering and disadvantage produced by these delays due to the 
effects of untreated mental illness. The Prison Model of Care recommends a series of “traffic light” 
indicators be applied to highlight longer periods of waiting. 
 

Time on 
waiting list 

 

Frequency of review and rationale 

6 weeks For the acute waiting list it, is recommended that a delay in treatment longer than 
6 weeks precipitates a full review of the treatment plan and a determination as to 
whether alternative pathways to treatment may be effective.  

3 months It is recommended that waiting for acute treatment longer than 3 months should 
precipitate a further review of the treatment plan with direct and case specific 
contact between the RFPS Lead clinician and the Prison health centre manager. 
There is a good likelihood that those able to wait for treatment for 3 months or 
more are wrongly classified as “acute”. This review process including specific 
contact between Prison health services and FPMHT should recur every 3 months 
thereafter. 

More than 3 
months 

It is accepted that prisoners, in some regions,  may wait for longer periods on the 
subacute waiting list and the recommended time for the first review is at 3 months 
and at 3 monthly intervals thereafter.  

 
 
 



22 | P a g e  

P r i s o n  M O C :  F I N A L  M a r c h  2 0 1 1  

 

Level of care for those on the waiting list  
Those prisoners placed on the waiting list for immediate hospital care due to acuity of presentation 
are in an analogous situation to general mental health community patients placed in respite care 
awaiting admission to a general mental health facility. Therefore honouring the principle of 
equivalency, this group of prisoners, should be afforded the same level of "respite care". For these 
prisoners daily assessment, support and monitoring by a qualified health professional (registered 
nurse) should be considered a minimum requirement of treatment. On a week to week basis, 
prisoners requiring this level of daily care will be identified by the FPMHT. 
 
With regards to people who are on the waiting list for forensic mental health inpatient treatment, it 
is recommended that: 
 

 The forensic prison mental health team ensures that any person on the acute waiting list who 
has been identified as in need of immediate admission, such that if in the community they would 
be placed in respite care to ensure safe and therapeutic containment, is reviewed daily by a 
member of the MDT, and the urgency of need for inpatient care is assessed and documented 
regularly 

 Prisoners on the acute waiting list not identified as high priority, should be seen at least weekly 
by the forensic prison mental health team so active treatment continues and progress and 
changes in mental health status are accurately reflected in the waiting list prioritisation 

 The On- call Psychiatrist is also available to be contacted by the Prison health service if required  

 A copy of the current waiting list will be emailed to the Prison health centre managers and Team 
leaders on a weekly basis. 

 

Recommendation Themes 

 Everyone on the FPMHT caseload has a Health Care Recovery Plan (HCRP)  

 Review and update the Service Level Agreement 

 Services of all disciplines should be available to prisoners that require them (e.g. social work, 
cultural advisors, psychology, occupational therapy, addictions, psychiatry and nursing)  

 Specify what parts of existing inpatient RFPS treatment programmes could be incorporated into 
prisons  by the FPMHT (e.g. education, risk awareness and management, AOD, violence 
prevention, cultural programmes, mental health education programmes, psychological 
therapies, etc ) for those people on their caseload who cannot participate in equivalent prison 
based programmes.  
 

 

6.5 Release planning  

 
Release planning for prisoners under the care of the forensic prison mental health team requires 
careful advanced planning, as part of the collaborative interagency relationships. It includes all 
procedures related to the time of release from prison or transfer to another prison that are needed  
to facilitate continuity of care for people who need to be engaged with general mental health 
services, or other health and social care agencies (including NGOs) upon release.  
 
We endorse the need for good continuity of care from release to transition back to the community, 
and acknowledge that the environment is such that it may occasionally not be possible to actively 
plan for release (e.g. Remand prisoners released directly from the Courts).  
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It is  also important that Prison sentence planners or the Rehabilitation and Reintegration teams9  
notify release dates via prison health teams to be discussed at the fortnightly liaison meetings (or at 
the weekly High Risk Assessment Team meetings) to ensure as seamless a transition as possible 
occurs). 
 
The recommended minimum standard is:  
 

 
 
 
 
 

 
 
 

 
 
 

o Early engagement (i.e. ideally at least 3 months prior to probable release date) to 
community mental health teams (including CADS, community and residential support 
services) as well as other support agencies to ensure the prisoner has follow-up 
appointments arranged 

o FPMHT engages with GMHS and relevant social care agencies while the person in still in 
prison prior to release, with meetings and participants to be determined on a case by 
case basis 

o With the prisoners consent, relevant clinical information can be provided to the Parole 
Board and probation services regarding specific health matters that should be included 
in a release plan 

o The FPMHT should ensure that: 
Á Engagement with probation services occur 
Á Contact with NGO’s, CYFS and Housing NZ has been made if required 
Á Provision for supply of medication, and necessary blood forms are available to 

bridge any anticipated gap in care 
Á Address and contact details are confirmed 

o The FPMHT should be aware of the importance of ensuring  personal identification has 
been arranged and Work and Income appointments have been secured 

 
The benefits of this approach are that the forensic prison mental health team can ensure liaison with 
the community mental health services in the locality into which the person is being released, with 
the expected outcome that the community mental health team should have accepted and engaged 
with the individual before they walk out the door. FPMHT will formally handover care on the day of 
release, although it is recognised that practically there may be an overlap in some services, and 
there may be a need for FPMHT may need to provide some interim support .  

                                                           
9 The purpose of the Regional Reintegration Team is to work in collaboration with Case officers and other Corrections staff to 

provide prisoners with support to enable them to address their social/living or reintegration needs. Support is available from the 
beginning of the prisonerôs sentence through to their release.  Eligibility for Reintegration Caseworker intervention: 

 All prisoners, who on release, will be under the age of twenty. 

 Mainstream prisoners with three or more reintegration needs e.g. obtaining employment, managing relationships, 
pro-social community support. 

 Prisoners with one or more complex reintegration needs 

 

 

Release 

Å FPMHT commences engagement  (where appropriate) 
with key agencies including local DHB Forensic Liaison 
Coordinator, Reintegration Officers and other appropriate 
agencies ideally at least 3 months prior to probable 
release date to ensure comprehensive release planning 
and engagement occurs 

Å Release planning discussions are an integral element in 
fortnightly liaison meetings.    
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General discussion 
Each prisoner will have different needs and be at different stages of their recovery journey. For 
example a prisoner with first presentation with mental illness who is about to be released may 
require extra attention to the establishment of a therapeutic relationship with the proposed 
community team as opposed to those with a previous history of engagement with mental health 
services. The rapid movement of prisoners on remand (between prison, courts and the community) 
or occasional unexpected transfer between prisons make follow-up and release planning difficult. 
FPMHT to ensure that, for prisoners on their current caseload, the HCRP is forwarded to the 
receiving prison or service as part of a transfer of care process. 
  

Recommendation Themes 

 A single point of liaison for community mental health teams is identified for each locality (e.g. 
ICT). The sensible way forward here is strengthened relationships between Forensic prison 
mental health teams and the local DHB Forensic liaison coordinator positions 

 Facilitated access to Integrated Offender Management System (IOMS) information where 
appropriate and regular discussions with Sentence Planners 

 Review once the agreement with the Parole Board has been signed off, refine our process in 
conjunction with Corrections if there are specific requirements the FPMHT must action or 
conditions in place for clients on their caseload. 
 

 

7.0 Consultation & Liaison  
Throughout the discussion related to developing this Prison Model of Care, the importance of the 
consultation and liaison function has been described, but it is considered to be an important 
function that also needs to be strengthened as part of the continuum of care. 
 
 In order for the forensic prison mental health teams to seek information which may support their 
clinical role, they must have access to individual prisoner custodial files as well as the prison health 
services clinical files, both hard copy and electronic versions. 

 
The recommended minimum standard is:  

 
 

 
 
 
 
 
 
 
We strongly recommend and support fortnightly liaison meetings occurring with all involved 
agencies, but specifically the forensic prison mental health teams and prison health teams at a 
minimum, as well as wider prison services (such as Reintegration teams) and others as required 
(such and CMHTs, NGOs, Social service agencies etc), in order to address the needs of prisoners 
designated at risk in a timely fashion to ensure safe management. 
 
 

 

Consult/ 

Liaison 

 
Å Fortnightly liaison meetings occur between FPMHT, prison 

health teams, and other agencies as appropriate. 



25 | P a g e  

P r i s o n  M O C :  F I N A L  M a r c h  2 0 1 1  

 

Specifically the liaison meetings will allow discussion of: 
 

 The waiting list (if any) for admission for inpatient assessment/treatment/follow-up 

 Prisoners identified as being at risk/mentally unstable/on ‘physical restraint’ or in round rooms, 
and how their needs will be best met 

 Prisoner treatment, including regular case review and discussion of joint treatment plans 

 All new referrals and recommended action (forensic prison mental health team engagement or  
under the care of the prison GP) 

 Prisoners who have recently entered or just left Special Needs and/or At Risk units 

 Frequency of reviews when initiating treatment in prison 

 Effective pre-release planning.  
 
Additionally the consultation and liaison function could provide assistance with treatment planning 
provided by prison health care staff and other agencies such as the probation service regarding 
people with severe behavioural problems and no mental health problems.  
 
 

Recommendation Themes 

 All parties commit to regular fortnightly  liaison meetings, or at the very least formalise the level 
of commitment and frequency of such meetings 

 Further investigate the potential to use video-conferencing as a means for communicating more 
effectively with prisons geographically distant from DHBs 

 It is the role of the FPMHT to drive the relationships crucial to ensure effective liaison with all 
key parties. 

 

 
 

8.0 Other General Themes 
Whilst the primary scope of the project is to develop and describe an appropriate model of care for 
specialist mental health services in prisons, a number of other service linkages and associated 
themes have emerged which merit discussion if we are to promote a responsive and holistic service. 
 

8.1 Alcohol and Other Drug services 

Currently the provision and levels of Alcohol and other Drug (AOD) treatment interventions in 
prisons is variable, with different models and access levels depending on how services have been 
structured. However, there is a commitment by Corrections to meet AOD needs given the 
criminogenic link. 
 
The Midland region’s forensic prison mental health team have dedicated AOD staff as part of the 
MDT, and describe this as an extremely effective approach to improve prisoner’s access to AOD 
services. Whilst these positions were not traditionally funded as part of the forensic prison mental 
health team, Midland Community Alcohol and Drug services (CADS) agreed to devolve 2 FTEs to the 
forensic prison mental health team to improve AOD service delivery in prisons, and this has recently 
been increased to 3 FTEs . These services are also augmented by groups and other programmes from 
other social service and voluntary agencies such as Alcoholics Anonymous, Narcotics Anonymous 
etc. 
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From an Auckland metro DHB perspective, CADS services are contracted to deliver to the whole 
population based on identified need. Feedback from Corrections in the Northern region state that 
AOD services can be difficult to access, and have indicated they would be like to see a nationally 
consistent approach to the management and delivery of AOD services in prisons. They would also be 
supportive of forensic mental health continuing and growing AOD services to Corrections.  
 
CADS services also note that balancing the level of service able to be provided within existing 
resources can also be problematic from time to time, as they need to rely heavily on prison staffing 
availability and the internal capacity to organise groups, and must prioritise this activity against 
other demands for service. 
 
A recommendation is that as there is currently such uncertainty about this issue and that more 
specific detail was not possible at the time of developing this document, further work needs to occur 
to assist us to understand what would be desirable service levels and outcomes in regards to AOD 
treatment, and how would this best be achieved. However it is clear that the FPMHT has a 
responsibility to broker access to appropriate AOD services.  
 

Recommendation Themes 

 That the Northern DHB Service Managers AOD services and FPMHTs discuss potential AOD 
service delivery options with Corrections 

 Support to work towards a nationally consistent approach to the management and delivery of 
AOD services, and in the meantime FPMHTs are responsible for brokering access to appropriate 
services. 

 

 

8.2 Co-existing Problems 

Co-existing substance use and mental health problems (often abbreviated to ‘co-existing problems’ 

or CEP are common in those presenting to both mental health and addiction services in New 

Zealand. We know that the prevalence of people presenting with CEP in justice settings, including 

prison and forensic mental health services is higher than the general population.  

 

For many years there has been much discussion and many strategic statements urging mental health 

and addiction services to respond equally to mental health and addiction issues in a co-ordinated 

and complementary manner. Recent surveys of the respective services have shown a variety of 

approaches to these issues with poor communication and coordination between the services, with a 

result that a number of people continue to fall through the gaps. In 2008, the Ministry of Health 

published Ψ{ŜǊǾƛŎŜ 5ŜƭƛǾŜǊȅ ŦƻǊ tŜƻǇƭŜ ǿƛǘƘ /ƻ-existing Mental Health and Addiction Problems ς 

LƴǘŜƎǊŀǘŜŘ {ƻƭǳǘƛƻƴǎΩΦ This is a guidance document that aims to:  

 

 Provide support for mental health and addictions services to move towards more integrated 

care 

 Improve the CEP capability of all mental health and addictions services 

 Provide and information resource to inform service development. 
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Furthermore, the development of a clinical companion document ‘Te Ariari o te Oranga: The 

Assessment of Management of People with Co-existing Mental Health and Substance Use PǊƻōƭŜƳǎΩ 

(Todd 2010), provides detailed clinical guidance to services and health professionals and should be 

used to inform practice for clinicians delivering specialist mental health services in prisons. The 

expectation is that all mental health and addiction services are expected to work towards becoming 

CEP capable. This will need to be reflected in the assessment, treatment planning activities and 

interventions within the FPMHT, and may have implications for the workforce – specifically ensuring 

a core of specialist CEP expertise is developed and retained across teams. Appropriate training and 

up-skilling will need to be prioritised to ensure FPMHT clinicians are CEP capable practitioners. 

 

Recommendation Themes 

 That the Forensic prison mental health teams are familiar with their respective DHB CEP plans 

 Staff are supported to train as CEP capable practitioners 

 Organisational policies are clear around the requirements of screening, assessment and level of 
intervention expected in both Mental Health and AOD services 

 

 

8.3 Quality targets and KPIs 

Throughout the development of this Prison Model of Care, there has been discussion about the need 
to clearly articulate outcome measures, with support to agreed shared key performance indicators 
(KPIs) between forensic prison mental health teams and prison health services.  We are aware that 
this has also been the subject of both national and regional dialogue and would support the 
potential to further discuss options and opportunities as to how this could be best achieved. This 
may also be linked to the benchmarking project and national KPI project currently being delivered by 
the NDSA on behalf of the MoH and DHBs. 
 
The NZFAG are currently reviewing the national KPI set and discussing what KPIs might be of use to 
forensic mental health services. Some of these KPIs relate to prison based activity. It is likely that a 
series of these KPIs will be used to compare and contrast the quality of forensic prison mental health 
teams. 
 
The Midland Regional Forensic Psychiatric Services have developed a set of internal KPIs that relate 
to the forensic prison mental health team activity and which assist in continuous service 
improvement.  These are: 
 

 The team will work with between 10 – 15% of the prison population in the Midland region 

 Referrals are followed up within timeframes outlined in the Service Level Agreement 

 All prisoners have a treatment/recovery plan that they have written alongside the key-
worker within 6 weeks of entry to the service. 
 
 

Recommendation Themes 

 Continue dialogue with all key parties to identify shared KPIs that would assist in enhancing the 
quality and volume of service delivery 

 Refer back to the Northern Region Forensic Projects Implementation Steering Group (RFPISG). 
 



28 | P a g e  

P r i s o n  M O C :  F I N A L  M a r c h  2 0 1 1  

 

9.0 Implementation Approach and Evaluation 
 

This Prison Model of Care has been accepted and endorsed as the best practice model for the 
delivery of mental health services in prisons by the Northern and Midland Regional Forensic Mental 
Health Services. It has been agreed that this Model will now be implemented by FPMHTs 
incrementally, subject to the planning processes, capacity and readiness of each prison to engage in 
the approach. 
 
Approval has been sought and gained for a research project that will evaluate the effectiveness and 
efficiency of this model to improve mental health and psychosocial outcomes for prisoners with 
serious mental illness. This evaluation will include: 
 

 Comparison of detection rates 

 Service responses 

 Mental health outcomes 

 Post-release community mental health engagement 

 Reoffending rates, before and after implementation of the model.  
 

The evaluation will also include a financial analysis of cost effectiveness, and a successful evaluation 
may provide a benchmark for the national implementation of an improved model of care.   
 

 

10.0 Summary 
The Northern and Midland Region’s Forensic services have described key components that are needed for 
the delivery of consistent and appropriate services for specialist mental health services into prisons.    
 
The development of the Prison Model of Care has been informed by a review of relevant literature, 
policies and agreements related to provision of mental health services in prison settings, as well as 
input from a wide range of stakeholders. 
 
It describes the guiding principles and key components that inform the Prison Model of Care, as well 
as recommended minimum standards for service delivery in relation to:  
 

 Screening 

 Referral 

 Assessment 

 Treatment 

 Release Planning. 
 
Associated elements related to consultation, liaison, effective interfaces and interagency 
collaboration have also been discussed.  
 
Informed by significant consultation with the sector, the Prison Model of Care has now been 
accepted as the best practice model for delivering specialist mental health services in prisons by the 
Northern and Midland Regional Forensic Services, and will be implemented incrementally across 
identified prisons. The next phase will now be a formal evaluation of this service delivery pathway 
based on agreed key performance indicators.  
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Acronyms 
ACT – Assertive Community Treatment 

AMHS – Adult Mental Health Services 

AOD – Alcohol and Other Drugs 

CADS – Community Alcohol and Drug Service 

CATT – Crisis and Treatment Intervention Team 

CD – Clinical Director 

CMHT – Community Mental Health Team 

CRV – Clinical Results Viewer 

CYF – Child, Youth and Family 

DHB – District Health Board 

FPISG – Forensic Projects Implementation Steering Group 

FPMHT – Forensic Prison Mental Health Team 

FTE – Full Time Equivalent 

GMHS - General Mental Health Services 

GP – General Practitioner 

HCC – Healthcare Community 

HCRP – Health Care Recovery Plan 

HRC – Health Research Council 

ICT – Intensive Community Team 

IHA – Initial Health Assessment 

IOMS – Integrated Offender Management System 

KPI – Key Performance Indicators 

MDT – Multidisciplinary Team 

MOU – Memorandum of Understanding 

NDSA ς Northern DHB Support Agency 

NGO – Non Government Organisation 

NZFAG – New Zealand Forensic Advisory Group 

OT - Occupational Therapy 

PED – Parole Eligibility Date 

PMOC – Prison Model of Care 

RFPS – Regional Forensic Psychiatry Services 

RHT – Reception Health Triage 

RMO – Registered Medical Officer 
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RSP – Regional Services Planning 

SLA – Service Level Agreement 

SMI – Serious Mental Illness 

SMO – Senior Medical Officer 

SW – Social Work 

TAG – Technical Advisory Group 
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Glossary 
The definitions in this glossary are consistent with the definitions used in other national 
documents. 
 
Addiction 
Addiction in the context of the mental health and addiction services relates only to alcohol and other 
drug use and/or problem gambling. It refers to a maladaptive pattern of substance abuse, or 
problem gambling leading to significant impairment or distress.  
 
Advocacy  
Actively advancing or protecting the rights and interests of people with mental illness and/or 
addiction.  
 
AOD 
Alcohol and other drugs. 
 
Assessment 
A service provider’s systematic and ongoing collection of information about a consumer to form an 
understanding of consumer needs.  
 
Clinical assessment  
Forms the basis for developing a diagnosis and an individualised treatment and support plan with 
the Service user, their family, whanau and significant others. 
 
Community mental health service 
A service based within the community that maybe delivered in hospital outpatient and/or 
community settings. 
 
Consultation  
Obtaining opinions and views of people affected by potential or proposed changes or developments, 
in order to consider those views in the decision making process. 
 
Culture  
The beliefs, customs, practices, and social behaviour of a particular nation or people, a group of 
people whose shared beliefs and practices identify the particular place, class, or time to which they 
belong. 
 
Harm reduction  
Harm reduction focuses on reducing harms associated with addiction, including health, social 
economic and other harms experienced by individuals, families, communities and society.  
 
Natural supports  
Natural supports include family whānau, partners, friends, neighbours, colleagues or those from an 
identified group who help the Service user in his/her recovery. 
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Recovery  
Recovery is defined as the ability to live a meaningful and satisfying life in the presence or absence 
of mental illness or addiction.  Recovery in the addiction sector includes a view of both abstinence 
and harm minimization perspectives that have evolved over time to represent the individual’s view.  
There is a long and generally held view that in the addiction field that recovery involves an 
expectation/ hope that people can and will recover from their addiction / unwellness, acceptance 
that recovery is a process not a state of being, and recognition that the recovery is done by the 
person addicted/affected, in partnership with the services (in the word’s widest sense) providing 
help.  A challenge faced by both the mental health and addiction sectors is the ongoing development 
of the concept and language of recovery. 
 
Relapse prevention plan 
Relapse prevention plans identify early relapse warning signs of clients.  The plan identifies what the 
client can do for themselves and what the service will do to support the client.  
Ideally, each plan will be developed with involvement of clinicians, clients and their significant 
others.  The plan represents an agreement and ownership between parties.  Each plan will have 
varying degrees of complexity depending on the individual.  Each client will know of (and ideally 
have a copy of) their plan. 
 
Resilience  
Personal and community strengths or skills that enable people to rebound from adversity, trauma, 
tragedy, loss or other factors, and go on with life with a sense of control, competence, and hope.  
 
Service User  
A person who uses specialist mental health or addiction services regardless of level of need.  This 
term is often used interchangeably with consumer and/or tāngata whaiora.  
 
²Ƙŀƴņǳ  
Kuia, koroua, pakeke, rangatahi, tamariki.  The use of the term in this document is not limited to 
traditional definitions, but recognises the wide diversity of families represented within Māori 
communities.  
 
²Ƙŀƴņǳ hǊŀ  
Māori families achieving their maximum health and wellbeing, and provides an overarching principle 
for recovery and maintaining wellness. 
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 Appendix One ς Minimum Standards PMOC 
 

Screening  Conducted by Corrections upon reception 

 

 

 

Referral 

 

 

 

 

Assessment 

 The referral will be prioritised by the referrer as follows 

o Urgent response– within 8 hours or as discussed and agreed 

with the referrer 

o Standard response– within 72 hours 

o Routine response – after next scheduled visit from FPMHT or 

in one week 

 FPMHT triage and the Prison health centre manager are expected to 

communicate as often as required, but must formally meet each 

week to discuss and coordinate the referrals. 

 

 

Treatment 

 FPMHT commences engagement  (where appropriate) with key 
agencies including local DHB Forensic Liaison Coordinator, 
Reintegration Officers and other appropriate agencies ideally at 
least 3 months prior to probable release date to ensure 
comprehensive release planning and engagement occurs  

 Release planning discussions are an integral element in the 
fortnightly liaison meetings.    

 

Every prisoner on the FPMHT caseload: 
Å In an At Risk Unit (ARU) is reviewed by allocated keyworker at least 

once weekly or as clinically indicated, reviewed by the SMO and 
formally discussed by the MDT weekly. 

Å Not in an ARU, is reviewed by allocated keyworker once a month, 
reviewed by the SMO three monthly &  discussed by the MDT three 
monthly with the exception of acute cases, problematic behaviours, 
issues of concern that will be formally discussed weekly at MDT 
meetings 

Å Has full implementation and review of HCRP with revision of 
rehabilitation and treatment goals at least 6 monthly by MDT. 

 

 Brief mental health assessment completed by FPMHT triage nurse 
within agreed timeframes as determined by priority status  

 FPMHT triage nurse presents new referrals  to be discussed at 
weekly FPMHT MDT meeting and a keyworker is allocated 

 The outcome is communicated to the referrer within 1 week (by 
FPMHT triage nurse) 

 If indicated, full comprehensive assessment, leading to the 
development of an individualised Health Care Recovery Plan 
(HCRP) is completed by the keyworker within  6 weeks (maximum) 

 Comprehensive assessment includes Psychiatric, Risk, Cultural  and 
AOD assessments 

 Prisoners under care of FPMHT in At Risk units are seen weekly.  
 

 

 

Release 
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Appendix Two: Service Level Agreement 
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Appendix Three ς FPMHT Forms 
Covers 

 Referral 

 Initial Brief Triage Assessment 

 Maori Cultural/Whanau Ora Assessment 

 Alcohol & Drug Assessment 

 Health Care and Recovery Plan 

 Comprehensive Clinical Summary 

 Prison Release Planning Form 
 
Rationale 
Currently different electronic platforms are used (PIMS, HCC, IPM, Medtech etc) and we need to 
agree what variables must be included at a minimum.  

Example ς Referral forms 

Domain Information gathered 

Referring team details 
 

 Referral date (received/allocated/date & time seen) 

 Referring service (currently only reflects prisons – not GMHS/CL  
etc) & contact details 

 NHI 

 Reason for referral - presenting complaint/concern 

Patient details 
 
Priority  

 Urgent (8 hrs) 

 Standard (72 hrs) 

 Routine (next 
scheduled visit )  

 Family name (AKA) 

 GP name & address 

 Assessed in previous 12 months 

 DOB/Age/Gender/Marital status/ Country of birth 

 Nominated support person’s name & contact details 

 ‘Patient’ contact details (ph) & address 

 Ethnicity 

 Preferred language/interpreter required 

 AOD assessment 

 GMHS contact 

 Legal status (MHA) 

 Legal status CJA – Remand/pre depositions/depositions/trial 

 Court of origin & index offence 

Referral details 
 

 Remand & Sentenced (current offence/charges) 
o Court 
o Charges 
o Next appearance 
o Classification 
o Prison commencement date 
o Sentence end date and ?probable release date 

Alerts 
 

 Medical 

 Self harm 

 Harm to others 

Reason for referral 
(??Language to link with 
‘categories of prisoners’ 
e.g. consult/liaison etc ) 
 

 Assessment/advice 

 Assessment/treatment 

 Alert 

 Respite 

 Notes 
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Example -Initial Brief Triage Assessment - MDT 

Domain Information gathered 

General  
 

 Personal history  
o Born & raised 
o Siblings & family/social context 
o Education 
o Work History 
o Relationship status 
o Children 
o Culture & spirituality 
o Psychiatric history (past/current) 
o Psychiatric medication 
o Other collateral information 

Mental state 
examination  

 General appearance & behaviour (verbal & non verbal) 

 Speech (impairment, rhythm, rate) 

 Affect 

 Thought (stream, form, content, suicidal/homicidal ideation, 
possession)  

 Perception (hallucinations, illusions, depersonalisation, 
derealisation) 

 Cognition (orientation, attention, memory) 

 Insight (judgement) 

Risk Assessment 
 

 Current self harm risk 

 Current assessed risk to others 

 Past history of harm to self/other 

Physical health 
 

 Current physical health problems 

 Medical history 

 Medical medication (past & current) 

 Sexual health 

Substance use 
 

 Current AOD use 

 Past AOD use 

Summary of Triage Assessment (Nursing Diagnosis/Formulation) 
 

Outcomes/Plan of Triage Assessment 
 Please document date of assessment and outcome which may be bought back to the MDT.  

 
 
 

Other  

 Name of person assigned to referrer 

 Designation 

 Signed/date 
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Example - Maori Cultural/Whanau Ora Assessment 

Domain Information gathered 

General  
 

 Client Demographics 

Taha Whanau ς 
Whakawhanungatanga 
 
 
Karangatanga   

 Family connections 

 Identity 

 Sense of belonging 
 

 Tribal affiliation 
 

 

Taha Hinengaro 
 

 Knowledge and skills 

 Maori concepts and beliefs 

Taha Tinana 
 
 

 Personal health care 

Taha Wairua 
 
Takahanga Tupu 
 
Patanga Makutu 
 

 Whanau Ora health care practices (seeing, hearing or feeling 
spiritual phenomena) 

 

 Tapu 
 

 Makutu 
 

 

Would you be interested in traditional Maori healing interventions? 
 

Outcomes & Recommendations 
 Please document date of assessment and outcome of MDT discussion  

 
 
 

Other  

 Name of person completing assessment 

 Designation 

 Signed/date 
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Example - Alcohol and Drug Assessment 

Domain Information gathered 

General  
 

 Client Demographics 

AOD History    Alcohol 

 Cannabis 

 Other drugs 

 AOD treatment history 

 Current or most recent use 

 First use 

 First regular heavy use 

 First withdrawal symptoms 

 Heaviest periods of use 

 Longest periods of abstinence 

 Reasons for Relapse 

 Consequences of use 

 Dependence/abuse status 
 

Other Relevant History 
 

 Legal/Forensic 

 Family history 

 Personal developmental history 
 

Opinion 
 
 

 Summary 

 Diagnosis 

 Problem list 

 Aetiological formulation 
 

Management  
 
 

 Management goals 

 Management plan 

 Setting 
 

Further Information  Family intervention 

 Education 

 Individual counselling 

 Self help groups 

 Prognosis 
 

Outcomes & Recommendations 
 Please document date of assessment and outcome of MDT discussion  

 
 
 

Other  

 Name of person completing assessment 

 Designation 

 Signed/date 
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Example - Health Care and Recovery Plan 

 Complete within 6 weeks of admission 

 6 monthly review 

Domain Information gathered 

General  
 

 Client demographics 

 Date assessed 

 Accommodation 

 Legal status 
 

Health care plan 
overview 
 
 
 

 Describe consumers current mental state and functioning and how 
it relates to his/her recovery and risk formulation 

 State which goals need to be addressed in the upcoming treatment 
cycle/period, and give a rationale for the plan 
 

Further studies or 
testing to be completed 

 

 Type 

 Staff responsible 

 Date initiated 
 

Recovery Plan 
 
 

 Treatment/Rehabilitative goal (as per Comprehensive Clinical 
Summary) 

 Comment on why this recovery (treatment/rehabilitative) goal is to 
be addressed in the upcoming review period 

  Staff responsible 

 Type of intervention 

 Outcomes of Review (Achieved/ongoing/other) 
 

Outcomes & Recommendations 
 Please document date of assessment and outcome of MDT discussion  

 
 
 

Other  

 Name of person assigned completing plan 

 Designation 

 Signed/date 
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Example ς Comprehensive Clinical Summary 

Domain Information gathered 

General  
(Form guidelines) 
 
 

 Name/NHI/DOB 

 Completed by 

 Admission or review 

 Date assessed 

 Assessor 

 Legal status 
 

Information   Current accommodation 

 Reason for admission (legal & clinical) 

 Detailed account of index offence (including summary of facts and 
police caption sheet) 

 Forensic history 

 Family history 

 Medical history 

 Personal history (psycho-sexual development, educations/special 
interventions, occupational, special interests 

 Drug and alcohol history 

 Psychiatric history 

 Psychological findings 

 Spiritual/cultural 
 

Current Clinical Status 
 

 Mental status and psychological functioning 

 Diagnosis 

 Medication 
 

Risk Formulation 
 
 

 Current & historical record of violence and threats 

 Date 

 Risk behaviours 

 Internal factors 

 Situational factors 

 Outcome 

 This person is at risk of acting in the following way (include acts, 
weapons, likely victims, seriousness) 

 They are more likely to act this way when they experience – 
(include subjective symptoms, objective signs, speed of relapse, 
likelihood & imminence of risk) 

 They are more likely to act this way in the following circumstances 
or situations (e.g. substance use, non adherence to medication etc) 

 The following act as protective factors 
 

Comprehensive List of 
Recovery (Treatment) 
Goals 
 
 

 Goal 

 Date assigned 

 Date Completed 
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Example ς Prison Release Planning Form 

Domain Information gathered 

General  
 
 

 Name/NHI/DOB 

 Completed by 

 Date  

 Complied by 

 Prison 

 Referred by 

 Charge(s)/conviction(s) 

 Sentence 

 Due for release 
 

Information   Diagnosis 

 Medication 

 Reason for referral 

 Referral sent 

 CHMC contact 
 

Current Status 
 

 Clinical issues 

 Accommodation 

 Social support 

 Conditions of release 

 Benefits 

 Alcohol & drug issues 

 Transport 

 Additional areas 
 

Attached Documents 
 
 

 Initial assessment 

 HCR20 

 Other 
 

Requests/Next Steps  
 
 

 Contact details 

 Prison visits 

 Medication scripts 
 

Contact Details  Consultant 

 Social worker 

 Doctor 

 Registered nurse 
 

 
 


