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Time to talk. Commentary on . . . Forensic psychiatry
and general psychiatry{

It is indeed time for general and forensic psychiatrists to
work together to improve services for mentally disor-
dered offenders and others with similar problems. To
achieve this, we must understand one another. Turner &
Salter (2008, this issue) are unhappy with the definition
of forensic psychiatry as ‘patients and problems at the
interface of law and psychiatry’. I consider this to be an
accurate, pithy and practical definition. It establishes
forensic psychiatry as the branch of psychiatry that deals
specifically with mentally disordered offenders (patients
at the interface of law and psychiatry) and that works
alongside criminal justice agencies, including courts and
prisons, to meet their needs. The authors are quite wrong
in equating the development of forensic psychiatry with
society’s preoccupation with risk. Forensic psychiatric
services were developed in the context of a liberal public
policy tradition that seeks to divert mentally disordered
offenders from criminal justice to health and social care.
In 1990 the Home Office and Department of Health
produced the widely quoted circular 66/90, which stated

that public policy in regard to mentally disordered offen-
ders is that they should receive their care and treatment
within the National Health Service (NHS) rather than the
penal system. This long-standing liberal tradition in
English Law is reflected in Section 37 of the Mental
Health Act 1983 (originating in the 1959 Act), which
allows for offenders who have been found guilty of even
the most serious violent offences to be dealt with by
means of a disposal to healthcare rather than punishment
in prison. This sets forensic psychiatric provision in the UK
apart from other jurisdictions without such an enlightened
and liberal attitude towards offender patients. The authors
may, as citizens, object to the allocation of significant
resources to the management of offenders, but as
psychiatrists they should celebrate the commitment by
society of resources to provide treatment for offenders
with mental disorder in health settings rather than in a
penal institution.

The authors seem to fall into the trap of minimising
the correlation between violence, offending, substance
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misuse, antisocial personality and major mental illness.
Thus, they talk about mental illness being only a
moderate risk factor for the occurrence of violence and
put emphasis on non-psychiatric variables being
associated with violence and offending. The inference
seems to be that there should be a clear division between
managing the mental disorder within health systems and
the offending within criminal justice systems. If we take
on, as we should, the treatment of mentally disordered
offenders then that treatment must address not only
health but offending and antisocial behaviours. The
authors then describe the actual workload of general
psychiatrists, this comprising ‘poorly compliant, treat-
ment-resistant patients . . . who have constant offending
histories and poor impulse control’ and who ‘come in and
out of general acute wards . . .’, suggesting that our
patient groups have much in common, which should lead
to development of common treatment approaches and
facilities. There is sufficient known about the relationship
between serious mental illness, offending, substance
misuse, and childhood-onset antisocial behaviour
patterns to recognise that psychiatry has to develop
services designed to meet their particular needs. That
violence and mental disorder, particularly schizophrenia,
are strongly linked is, as the authors point out, no longer
a controversial finding. There should be a common
agenda for forensic, general and rehabilitation psychiatry
regarding the needs of patients with complex problems
who cannot be managed safely without structure, service
design based on their actual needs, and appropriate use
of security, coercion and mental health legislation,
including community treatment orders. This not only
requires a radical expansion of low secure provision but
also the development of pathways of care that emphasise
the need for long-term rehabilitation, adequate commu-
nity provision of specialist housing in areas not blighted
by drugs and high crime rates, specialist employment
schemes and an adequate legal framework to ensure
consistent, safe and effective treatment.

As long as the response from psychiatry to mentally
disordered offenders is to ‘redistribute the resources . . .
to provide care for the majority rather than a minority of
patients’ and for ‘management of people with mental
illness who offend [to] be relocated to improved health-
care sections of the prison environment’, forensic
psychiatry and general psychiatry will be in conflict. The
hard fight over two centuries to gain resources for
mentally disordered offenders will not be abandoned
easily. The direction of travel must be towards greater

availability of treatment facilities right across the
spectrum of diagnosis and need, with greater integration
between general and forensic services. Psychiatrists
should be supportive of those pioneering forensic
psychiatrists who are trying to develop treatment
systems for patients with severe personality disorder
whether that is in hospital or prison settings. We should,
as concerned clinicians, be arguing not for a reversal of
humane welfare provision for mentally disordered offen-
ders but for ever greater involvement of health within
criminal justice so that the disadvantaged, disordered and
socially excluded within society can be provided with
adequate resources to meet their welfare needs and
tackle their offending.

Forensic psychiatrists have never viewed risk
assessment as being their exclusive prerogative. In fact,
the Faculty of Forensic Psychiatry has long argued that
the College should recognise the clear link between
mental illness, offending and violence and embrace the
sound evidence base that now exists for structured
clinical risk assessment and management. The training
curricula for the various psychiatric specialties reflect this
view.

There are strong arguments for our separate
specialties merging at some time in the future. That point
has not yet been reached and, therefore, for the
immediate future we must remain separate. An examina-
tion of the curricula for training in general or forensic
psychiatry would be a good starting point for under-
standing areas where we have common ground but
would also point to significant differences between the
training and orientation of our different services. I suspect
that Turner & Salter are describing a problem peculiar
to London, as elsewhere there appears to be better
integration between general and forensic services. The
excellent working relationship between forensic and
general psychiatrists in some prison in-reach services
shows that integration is possible to our mutual benefit.
Dialogue, mutual respect and understanding are likely to
lead to fruitful interchange in the future.
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