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THIS PSI DOES NOT APPLY TO PRISONS IN WALES

INTEGRATED DRUG TREATMENT SYSTEM (IDTS)

EXECUTIVE SUMMARY

STATEMENT OF PURPOSE

The Integrated Drug Treatment System for prisoners is a joint service of the Home Office, Department of Health, Ministry of Justice and the National Offender Management Service.

This PSI sets out the mandatory requirements for prisons to support and facilitate the delivery of IDTS and provides prisons with background on the scheme.

The integrated drug treatment system (IDTS) aims to increase the volume and quality of substance misuse treatment available to prisoners, with particular emphasis on:

· early custody; 

· improving the integration between clinical and CARAT Services; and

· reinforcing continuity of care from the community into prison, between prisons, and on release into the community.

References to Governors should be taken to include Directors of Contracted-out Prisons.

DESIRED OUTCOME

To ensure that all staff are fully aware and understand the protocols for managing prisoners with substance misuse problems in line with national IDTS policy guidance.

MANDATORY ACTIONS

Management and Partnership

Once IDTS enhanced services are assessed as being in routine operation, the Governor/ Director must appoint a suitably experienced member of the Prison senior management team to be the ‘IDTS Lead’, That individual will work with the healthcare and CARATs service managers, to take responsibility for ensuring that services continue to comply with all relevant national standards and protocols, including those related to inter-prison transfers of IDTS clients, and that available resources are used effectively.  

The Governor/ Director must continue to monitor the performance and delivery of IDTS enhanced services via regular reports and briefings from the IDTS Lead and by involvement in the PCT-Prison Partnership Board.  S/he will review and approve the IDTS element of the annual DAAT Treatment Plan.

The Governor must ensure that effective links exist between the IDTS Team and the Safer Custody Team to support the management of prisoners at risk of harm to self and to/or from others

Access to Services:

Local prisons must be able to offer immediate access to clinical services as described in the Clinical Management of Drug Dependence in the Adult Prison Setting (DH 2006) whenever there is a clinical need. This means that all drug or alcohol dependent prisoners arriving in Reception must always be offered immediate admission to a stabilisation unit. 

Prisons must facilitate access to prisoners by a doctor or other healthcare professional at any time of the day or night to allow for clinical assessment and/or clinical treatment interventions

CARATs must respond to the needs of Prolific and Priority offenders in line with PSI 4615 Prolific and Other Priority Offenders Strategy which can be accessed through the Prison Service website http://www.hmprisonservice.gov.uk/ 

Prisons must facilitate effective continuity-of-care where a prisoner enters the prison from the community or from another prison. See: Section 4 of CARATS Practice Manual 2009.
The CARATs casework file with the prisoner's medical records and core record must be sent on the day of transfer.

All staff, including employed, not directly employed workers and volunteers, must be aware of the suicide and self harm risks associated with prisoners who have drug and/or alcohol problems and know what options are available to access specialist drug/alcohol support or healthcare. Whenever any member of staff believes a prisoner is at risk of suicide or self-harm they must open an ACCT plan.

Information about at risk prisoners is identified, recorded and shared with relevant stakeholders.

Prisoners at risk of harm to self or to/from others are managed according to the level and type of risk they pose, up to and including constant supervision, in line with mandatory requirements and systems. 

Establishments must have a policy, agreed between the Residential Manager, the Substance Misuse Service Manager and Healthcare Manager, for how prisoners known to be suffering from withdrawal, (including alcohol withdrawal), should be managed in order to reduce the associated risk of suicide and/or self harm.  The policy must cover all units where prisoners known to be withdrawing are located, both dedicated units and ordinary wings.  

Where an ACCT Assessment identifies a likely problem with mental illness, substance dependence, abuse, bereavement or other problems causing distress contributing to the suicidal crisis, every effort should be made to refer the prisoner, with their agreement, to an appropriate service.  This must be decided by the ACCT Case Review and recorded in the ACCT Document.

Security and control of medication

All IDTS establishments must have in operation a Drugs and Therapeutics Committee, and/or a Medicines Management Committee. 

Controlled Drugs: 

The prescriber must still sign by hand every prescription and all Controlled Drug prescriptions must have the quantity of medicine to be supplied, stated in words and figures, to comply with legislation.
In order to be able to administer the Controlled Drugs used in stabilisation or treatment of patients on arrival in prisons, it is envisaged that all prisons will keep stock supplies of these medicines. These supplies will be requisitioned by the medical prescriber (doctor). The requisition must contain the details required by legislation

There must be a Controlled drug Register in each area where Controlled drugs are stored and administered.

It is the responsibility of the doctor or pharmacist who has ordered the Controlled Drug to ensure that the correct item is delivered and that all appropriate entries are made in the Controlled Drug Register. Where it is not possible for them to sign personally for the delivery, they must supply written authorisation for designated person(s) to receive the medication on their behalf. The doctor or pharmacist will retain overall responsibility for the Controlled Drugs.

Once the drugs have been transported to where they will be stored, they must be entered into the Controlled Drugs register, and this must be witnessed by a suitably trained person (such as another registered professional or suitably trained healthcare assistant), and the drugs must then be immediately locked in the Controlled Drugs cabinet.  

If Controlled Drugs are transferred from one area within the prison to another, that transfer must be by written requisition and the details entered in each Controlled Drug Register.

Current legal requirements state that all CD registers, requisitions and orders must be preserved for a minimum of 2 years. 

The Misuse of Drugs, Safe Custody Regulations 1973 (SI 1973 No 798) and Prison Service security requirements set out detailed specifications of the cabinet or cupboard where the Controlled Drugs are stored, the room in which the cabinet is situated and the doors/windows and treatment hatches within the room where Controlled Drugs are stored. These specifications state that walls, floors, ceiling must be solid and robust and any windows or treatment hatches must be barred, and that the Controlled Drugs cabinet is fitted to the walls or floor with suitable rag bolts. 

The Home Office has advised that private healthcare providers in prisons, no matter whether the prison be government or privately run, do not have Crown Immunity and therefore must hold the appropriate Home Office licence for each schedule of Controlled Drugs held.  If NHS organisations provide healthcare within the prison, licenses are not needed. 

All drugs liable to misuse within the prison setting must be administered under supervised conditions. 

All periods of extended prescribing whether maintenance or gradual reduction regimes must be reviewed every three months as a minimum.

RESOURCE IMPLICATIONS

Department of Health funding for the clinical element of IDTS is allocated to NHS Primary Care Trusts. Although sent to PCTs, it should be viewed as partnership money to be spent on implementation plans, jointly agreed between the PCT Chief Executive, Chair of the Drugs and Crime Partnership (or DAT) and Prison Governor(s)/Director(s), all of whom are required signatories for the plans and whose funding streams also need integrating into this plan. 

NOMS funding is provided for the commissioning of CARAT services and to meet the operational staff cost of IDTS. 

Further advice or information on this PSI can be sought from:

Jan Palmer, Offender Health, 07917 210 564

Dave Marteau, Offender Health, 020 7972 3928

Gail Styles, Rehabilitation Services Group, 0207 217 0675  

(signed)

Richard Bradshaw

Director of Offender Health

1.
IDTS In Context:

1.1 Considerable progress has been made with the expansion of drug treatment in Prisons, and with the addition of IDTS funding all sites are expected to put in place a framework to address the needs of substance misusers. This should include the full range of evidence based clinical interventions, which should be delivered alongside psychosocial, rehabilitation and educational opportunities which are also available to those in custody.

As IDTS becomes established, it is important that the right balance be achieved in determining whether a detoxification, gradual reduction or maintenance regime is the appropriate approach when prescribing for those who are opiate dependent. DH guidance issued to support the introduction of IDTS, “Clinical management of Drug Dependence in the Adult Prison Setting” (2006) clearly sets out parameters for the use of substitute prescribing. One of the underlying principles of IDTS is that prison based treatment should be delivered in line with its community based counterpart. However, it is also important to acknowledge that illegal drugs are less readily available in a prison environment and that this should inform clinical decisions about the prescribing of substitute medication, particularly for opiate users.

1.2 HO/NOMS/DH/MOJ jointly developed a proposal for improved drug


treatment for prisoners early in custody, based on National Treatment Agency Models of 


Care(2006).http://www.nta.nhs.uk/publications/documents/nta_modelsofcare_update_2006
moc3.pdf
1.3
Key elements of the new framework are:

· improved volume and quality of clinical interventions with increased use of opiate substitute maintenance prescribing, and with detoxification conducted over individually assessed periods of time;

· structured CARAT intervention during the first 28 days of clinical intervention;

· closer integration of drug treatment services with a particular emphasis on clinical/CARATs; and 

· Strengthening links to Community Services including Primary Care Trusts, Criminal Justice Integrated Teams (CJITs), Drug Treatment providers etc.

The first 28 days of custody:

1.4
The initial 28-day period of arriving into custody is recognised as a critical period of time for Problematic Drug Users who are considered to be in a vulnerable state. The engagement of the client at this point can provide support and be crucial to their continuous treatment journey.  As prescribed management of substance misuse has been found to be consistently more effective when augmented by a variety of psychosocial interventions (Amato 2004; Gerra 2003; McLellan 1993) a combined clinical and psychosocial approach is therefore required taking into account the prisoner’s own view of his/her needs.


There is a significant relationship between drug/alcohol withdrawal and suicide, the risk of which may be substantially reduced if prisoners are assessed on reception and provided with effective needs based treatment commenced on the day of reception.  It is essential for safety that prescribing for withdrawal symptoms takes place as soon after reception as possible and does not wait until the next day.

1.5
The main aim of the psychosocial intervention is to provide a 28-day structured care 
package of psychosocial support for prisoners with problematic drug use which:

· complements clinical interventions

· takes into account previous treatment in the community or custody and

· provides a platform for longer-term drug treatment in prison and on release. 

1.6
Documents that support this PSI include:

Integrated Drug Treatment System (IDTS) Guidance on Roles and Responsibilities and Governance Arrangements http://www.nta.nhs.uk/areas/criminal_justice/docs/idts/idts_governance_guidance.pdf
PS0 3550 Clinical Services for Substance Misusers http://www.hmprisons.gov.uk/resourcecentre/psisPSOs/listPSIs/
CARATs Practice Manual 2009 HM Prison Service Intranet. NOMS/MOJ Interventions and Substance Misuse Group CARAT Team

IDTS The First 28 Days: Psychosocial Support http://www.nta.nhs.uk/areas/criminal_justice/idts_faqs.aspx
IDTS The First 28 Days: Psychosocial Support Interventions Resource Pack 

(December 2006) 

Clinical Management of Drug Dependence in the Adult Prison Setting (DH 2006) http://www.nta.nhs.uk/areas/criminal_justice/idts_faqs.aspx
Prisons Integrated Drug Treatment System Continuity of Care Guidance.

Department of Health, National Offender Management Service, HM Prison Service (2009) http://www.nta.nhs.uk/areas/criminal_justice/idts_faqs.aspx
National Offender Management Service (2006) IDTS: The first 28 Days Psychosocial Support http://www.nta.nhs.uk/areas/criminal_justice/docs/idts_the_first_28_days_psychosocial_support_april06.pdf 

Drug Misusing Offenders – the ensuring continuity-of-care between prison and community (2009) Home Office / Ministry of Justice, http://drugs.homeoffice.gov.uk/publication-search/dip/continuity-of-care/guidance
PSO 2700 Suicide Prevention and Self Harm Management

http://www.hmprisons.gov.uk/resourcecentre/psispsos/psopsindexes/

PSO 2750 Violence Reduction 

http://www.hmprisons.gov.uk/resourcecentre/psisPSOs/listPSIs/
Local impact assessments 

1.7
In accordance with the RR (A)A, all functions or policies of the Prison Service that are considered relevant to race equality must be impact assessed.  The impact assessment process provides the means by which the Prison Service assesses proposed and current policies for any effects they may have on the promotion of race equality.  An impact assessment is a systematic way of finding out whether current or proposed functions or practices affect different racial groups differently.  Impact assessments must be a part of the general policy making and management decision making processes in the prison.  As such, each impact assessment must be the responsibility of a relevant manager, usually the functional head responsible for the policy or function to which it refers.  Further guidance can be found in PSI 2800.

Administration and Facilitation:

1.8
Many of the demands of the Clinical Management of Drug Dependence in the Adult Prison Setting (DH 2006) relate to Local prisons and their need to provide for prisoners in an acute state of withdrawal at the time of Reception into prison.  There is a need for Local prisons to provide for a period of assessment and stabilisation in an area which permits unrestricted observation of these prisoners, by trained (registered) healthcare staff 24 hours per day.  

1.9
This requirement does not apply to Training prisons who will be expected to manage prisoners who have already been stabilised in a Local prison, or who relapse during their time in custody.  This type of relapse can usually be managed as in the community, on an out-patient basis, without the need for 24 hour clinical observations as described in section 1.8 above.  In the unlikely event that the level of drug use, or the complexity of drug use means that an out-patient approach is not safe (relapse level 4), then the prisoner will have to be returned to a Local prison where such a provision is available as per the Department of Health, National Offender Management Service, HM Prison Service (May 2009)  Prisons Integrated Drug Treatment System Continuity of Care Guidance. http://www.nta.nhs.uk/areas/criminal_justice/idts_faqs.aspx Governors of Training prisons should ensure that there are agreements in place with IDTS Local prisons to receive such prisoners as and when the need arises. Dispersal prisons within the High Secure Estate can provide 24 hour healthcare and therefore do not need to transfer relapse level 4 prisoners as described above.

Treatment times incorporated into regimes and facilitated by the prisons

1.10
It is essential that individuals receiving either clinical treatment or psychosocial interventions do not do so at the expense of their involvement in the wider prison regime. They should be allowed to take their medication with a reasonable degree of privacy and confidentiality. 

1.11
Above all IDTS clients should not be treated as separate entities within the regime. Involvement in work, education, training and low intensity drug treatment programmes is an essential part of their recovery and this should be taken into account as part of their overall care plan and also through normal sentence planning processes. 

1.12
As far as possible clients should not be taken out of activities to receive treatment. Where this is unavoidable PSI 7100 Regime Monitoring Guidance 2007 section 3.4.2 http://www.hmprisons.gov.uk/resourcecentre/psisPSOs/listPSIs/ states that interruptions to regime activity of more than 30 minutes must be recorded. It would be expected therefore that where a prisoner leaves an activity to receive routine treatment such as the supervised administration of medication, this would not ordinarily exceed 30 minutes. Equally, in order to receive routine treatment prisoners should not be forced to opt out of activities or other opportunities for time out of cell such as visits and association, and access to phone call entitlement, and exercise. 

1.13
All establishments must have in operation a Drugs and Therapeutics Committee, and/or a Medicines Management Committee which should have, as one of its constituents, a senior member of the residential function of the establishment. All IDTS sites, should as a matter of course, review all medication processes and in-possession policy taking into account the requirements of PS0 3550 Clinical Services for Substance Misusers with regard to the instruction that all drugs liable to misuse within the prison setting must be issued under supervised conditions. There is also a requirement within the Clinical Management of Drug Dependence in the Adult Prison Setting (DH 2006) that all medication is given under supervised conditions for at least the first ten days of treatment.  
Treatment Planning

1.14
The PCT, prison and DAT are jointly responsible for completing an annual IDTS treatment plan. The plan will focus on each prison’s contribution to the national target to increase numbers of problem drug users in effective treatment as well as other locally determined priorities and ambitions to increase quality. The new Health and Social Care Outcomes and Accountability Framework, as it applies to drug treatment, is supported by assurance of these local drug partnership plans via a process of annual agreement and quarterly reviews by the National Treatment Agency. This process will be aligned with existing regional procedures for managing drug treatment and should be managed in conjunction with the Strategic Health Authority and the Prison Health Boards’ oversight of the Prison Health Indicators.

2.
CARATs Psychosocial Treatment

2.1
The IDTS first 28 days psychosocial interventions resource pack provides a standard framework for working with clients under IDTS. The pack provides a number of group work sessions, some of which are to be jointly delivered by CARATs in conjunction with clinical, staff where possible.  CARATs and healthcare staff should be competent to deliver the group work. There is an expectation that there will be 2 workers delivering each session. The sessions have been centrally endorsed using the framework outlined under effective regimes interventions HM Prison Service (2002) PSI 4350 Effective Regime Interventions http://www.hmprisons.gov.uk/resourcecentre/psisPSOs/listPSIs/ and in line with guidance in the CARATs practice manual.

2.2
Purpose of sessions:

· Support and encourage clients to increase awareness of the effect of their drug use

· To reduce the risk of harm to self and others

· Identify potential to change

· Identify high-risk situations and develop coping strategies

· Improve physical and mental well being

· Motivate, engage and retain clients in treatment

One-to-one 

2.3
The IDTS group work sessions can be adapted and incorporated into 1:1 work if this is a more appropriate method of delivery for a specific client. The worker is responsible for preparing before the 1:1 session to ensure that the session is tailored to meet the individual needs of the client.

2.4
One-to-one work may be provided in preference to other interventions (e.g. groupwork) where security considerations (e.g. index offence or sentence length (i.e. too short)) preclude involvement in groupwork programmes.  One-to-one work may also be appropriate to provide support around diversity issues that cannot be addressed within a groupwork setting.

Case Management (Keyworking)
2.5
CARATs workers act in a case management role and provide care co-ordination in order to ensure that there is continuity of care between what is provided in prisons and what is provided under the Models of Care framework within community settings.  CARATs also case manage prisoners where additional needs have been identified such as housing, employment, benefits, etc. They would also refer them to appropriate services inside the prison establishment and to the Criminal Justice Integrated Teams (CJITs) on release.

2.6 The Key Worker’s (CARAT worker) predominant role will be to draw up and ensure delivery and ongoing review of the care plan and that those involved in the client’s care both in the community and in prison are kept informed.  It is good practice if the Key-Worker is also responsible for undertaking assessments and 1:1 interventions.  This would normally involve regular meetings between the Key-Worker and the client where progress against the care plan would be discussed (one a week in the first 28 days), reviewed and goals revised as appropriate.  The Key-Worker will not be responsible for the delivery of all elements of the care plan but will be responsible for coordinating assessment information and care for client.

2.7
Where a prisoner has been identified as at risk of suicide or self harm and is being managed under the Assessment, Care in Custody and Teamwork, (ACCT), process, it is important that both the CARATs worker and a member of the healthcare team contribute to ACCT Case Reviews and Care Map.

Throughcare

2.8
Prisons must facilitate effective continuity-of-care where a prisoner enters the prison from the community or from another prison. See: Section 4 of CARATS Practice Manual 2009
2.9
Successful implementation of effective throughcare and aftercare provision, particularly as clients move between community and prison, is dependent on the right people sharing the right information at the right time so that treatment and support can be targeted and delivered effectively.  Continuity of care is vital to the treatment and support given to problem drug using offenders as they move between different criminal justice agencies.  The DIR establishes a common tool for use by CJITs and CARATs containing common categories of information, whilst still allowing for free text to describe individual circumstances, which leads to greater consistency and effectiveness. See: Section 4 of CARATS Practice Manual 2009
.

2.10
Many of the clients engaged in the 28-day psychosocial support will be on remand or serving short sentences and may also be subject to transfer. This makes the role of effective throughcare (between community and prison and/or between prisons) essential; the keyworker role is vital to throughcare taking place. 

Joint working – Movement of Client Information  

2.11 
Where a prisoner is simultaneously being managed under ACCT the sharing of information between CARATs and the Case Manager is essential to effective care planning
2.12
All workers need to ensure the timely movement of drug treatment information as this is essential to maintain the continuity of treatment when a prisoner is transferred from one establishment to another. In addition the duplication of completed Drug Intervention Records (DIRs) by CARAT and Healthcare teams at receiving establishments will be prevented. The CARATs casework file with the prisoner's medical records and core record must be sent on the day of transfer.

2.13
When patients who are on a substance misuse treatment regime, are transferred from one prison to another or are discharged to the community, for example to drug treatment agencies, it is important that all of the relevant and necessary information is transferred on to the new prescriber and care providers. In order to enable a seamless transfer of care to take place, the prison team (Healthcare and CARATs staff) will need to ensure that all relevant information is provided in a timely fashion and is correct.  A discharge checklist is available from the NTA website http://www.nta.nhs.uk/areas/criminal_justice/docs/idts_discharge_checklist_final.pdf                   

2.14
Guidance from the Nursing and Midwifery Council advises nurses that they should not transcribe medication information without the countersignature of a registered prescriber. The guidance further clarifies that the transcribing of medication information includes discharge letters. Where nurses usually produce the discharge letters and it is not possible to obtain the countersignature of a prescriber on the discharge letter to verify the medication details, it is suggested that a photocopy of the original prescription to accompany the discharge letter would be an acceptable alternative
Joint Working – Information Sharing 

2.15
Information sharing is essential to the effective delivery of drug treatment services.  Within each establishment CARAT teams should agree protocols to support joint working between departments. As continuity of Care is central to effective treatment, healthcare teams should use the revised DIR as the initial “triage” substance misuse assessment document. This will facilitate entry into the Integrated Drug Treatment System for prisons and access to continued care through the Drug Interventions Programme (NTA 2005).  The healthcare practitioner should complete the DIR up to and including the healthcare section, and then pass it to the CARAT Team for it’s completion. Clinical Management of Drug Dependence in the Adult Prison Setting 4.1  (DH 2006) http://www.nta.nhs.uk/areas/criminal_justice/docs/clinical_management_of_drug_dependence_in_the_adult_prison_setting.pdf
2.16
Offenders aged 18 and over who require drug services and who are seen by the CARAT team are given information about DIP and encouraged to agree to the sharing of information with the CJIT for continuity of care purposes. With their informed consent their details are shared with the CJIT team in the area to which they will be released and the CJIT will be informed of further assessments and significant treatment events, again using the agreed DIR processes.  They are also encouraged to share information with the OMs for the purpose of effective sentence planning and/or to inform the Pre-sentence report (PSR).

2.17
CARATs is responsible for the care co-ordination of prisoners with substance misuse issues/problems and also has responsibility for ensuring that  appropriate information is shared (with prisoner consent) to all those involved in the prisoner’s treatment. This will include information from and to:

· Other CARAT teams – where the prisoner is transferred

· Drug treatment programmes within prison

· Prison healthcare

· Other services in prison, including those with a responsibility for housing, education, etc.

· External services via local CJITs.

· ACCT Case Manager

Confidentiality and the 1997 Memorandum of Understanding

2.18
CARAT workers should be aware of the impact that the Association of Chief Police Officers (ACPO) and HMPS Memorandum of Understanding on the exchange of information between the police and prison services may have on the their work with clients. This document sets out the grounds for disclosure of information including, “help to prevent, detect and investigate or prosecute an offender”. A key outcome of this is the protection of the public. See further details in the CARATs Practice Manual. HM Prison Service Intranet. NOMS/MOJ Interventions and substance Misuse Group CARAT Team.
2.19
To provide high-quality integrated care for people in prisons, it is essential for there to be an exchange of information between all professional staff (healthcare, ACCT Case Manager, Safer Custody Team, CARATs, residential staff, education and resettlement teams etc).

2.20
IDTS clients should be made aware that their treatment will involve this sensitive and lawful exchange of information between all disciplines and departments involved in providing services that relate to the treatment of their drug problem. 


The key principle of the common law of confidentiality is that information confided should not be used or disclosed further, except as originally understood by the confider, or with their subsequent permission

2.21
Within the Human Rights Act 1998 there is a requirement that actions that interfere with the right to respect for private and family life (e.g. disclosing confidential information) must also be justified as being necessary to support legitimate aims and be proportionate to the need. Current understanding is that compliance with the Data Protection Act 1998 and the common law of confidentiality should satisfy Human Rights requirements. Reference 33837/NHS Code of Practice: Confidentiality, (Department of Health, 2003) 
3.
Supervision and Escort of prisoners for medicine queues

3.1
IDTS clients receiving opiate substitute medication will following initial stabilisation, receive this on a daily basis.  Provision should be made for the safe escorting of IDTS clients to the dispensing point and queues should be closely supervised during this process.  A strategy has been implemented by Interventions and Substance Misuse Group to resource this process.  Any funding provided can only be used for this purpose. 
3.2
The process should take into account the need to minimise the impact on the regime wherever possible and to consider factors such as safety, violence, vulnerability and security issues. Direct supervision of any medication queues are necessary to prevent any impropriety and the possible storage or passing on of medication as well as the normal duty of care requirements

3.3
Establishments may wish to consider the most effective practice for escorting prisoners.  Some establishments will be able to move prisoners safely during the normal route movement process therefore saving valuable time.  Escorting should be in line with the local security strategy.

3.4      If a prisoner fails to attend for the administration of their medication the reasons for the non-attendance should be investigated. Consideration needs to be given to any potential increase in vulnerability that a missed dose(s) of medication might trigger, and action taken to minimise any such risk.

4.
Secure pharmacy provision to meet all standards: 

4.1
It is essential that the patient obtains their correct medicine safely and within the various legal constraints (http://www.rpsgb.org/pdfs/MEP32s1-2a.pdf ). Prisons have a variety of pharmacy provision, from in-house pharmacies to commissioned services with a pharmacy service provider, generally from the Community or Secondary Care sector.  No matter from where the pharmacy service is obtained, the service has to provide for a standard of provision (http://www.rpsgb.org.uk/pdfs/safsechandmeds.pdf) which encompasses the changes in the Controlled Drugs regulations and Medicines Act requirements. (http://www.dh.gov.uk/en/Healthcare/Medicinespharmacyandindustry/Prescriptions/ControlledDrugs/index.htm)

4.2
The details of the service provision should be detailed in the relevant Service Level Agreement, or other contractual documentation. Recent guidance for the Primary and Secondary care sectors may be helpful.


http://www.npc.co.uk/controlled_drugs/CDGuide_2ndedition_February_2007.pdf

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_079618
4.3
Many of the medicines used in treating/managing substance misuse are subject to regulation under the Misuse of Drugs Regulations 2001 (http://www.opsi.gov.uk/si/si2001/20013998.htm). The regulations control the availability of certain drugs/medicines which are considered ‘sufficiently dangerous or otherwise harmful’ with the potential for diversion and misuse. Such medicines or drugs are therefore designated ‘Controlled Drugs’ (CDs). Those drugs that have legitimate medical uses are subject to specific regulations that identify which healthcare professionals may legitimately supply and possess CDs. The regulations also establish controls around prescribing, administration, safe custody, dispensing, record keeping and disposal / destruction of these CDs.

4.4
The legislation regarding all aspects of Controlled Drugs has recently been amended to ensure a robust audit trail for all of these medicines (see DH website for further details http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_064460 ). 

4.5
Prisons and their PCTs should ensure that all of their Standard Operating Procedures for prescribing, ordering, handling, administering, recording and disposing of the Controlled Drugs meet these new requirements and obtain pharmaceutical advice to ensure that all these policies and procedures comply with the current regulations http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_064824 .

4.6
As drug administration of medicines for the treatment or maintenance of substance misuse in prisons will be by supervised consumption (Not In Possession), it is likely that most of the medicine would be issued from stock supplies held within the prison. It is important therefore that provision is made for the pharmacist to have clinical oversight of all of the prescriptions, and to check the legality of the prescriptions.

4.7
All healthcare professionals involved in the prescribing, dispensing or administration of opioids in prisons should also take note of the NPSA guidance on reducing dosing errors with opioid medicines. http://www.npsa.nhs.uk/nrls/alerts-and-directives/rapidrr/reducing-dosing-errors-with-opioid-medicines/
Prescribing/Prescriptions

4.8
Initiation of substitution treatment should be undertaken by a medical prescriber who is experienced in initiation and stabilisation of substance misuse medicine in line with the DH clinical guidelines (2006).

It is no longer necessary to handwrite the complete prescription. The prescriber must still sign by hand every prescription and all Controlled Drug prescriptions must have the quantity of medicine to be supplied, stated in words and figures, to comply with legislation. (http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4131465)

4.9
Although some prescribing in prisons has been viewed as prescribers writing a ‘direction to administer’ rather than a ‘prescription’ and so not having to comply with Controlled Drug prescription legislation as above, it is recommended that all prescribing of Controlled Drugs is by way of a legal prescription. This will ensure that continuation of treatment can take place in the short term, until review by the new prescriber, when the patient is transferred to another establishment. 

4.10
Whilst the law is changing with regard to independent prescribing of Controlled Drugs by non-medical prescribers, it is recommended currently that non-medical prescribers are not responsible for the prescribing for the initiation of opioid substitution treatment (Controlled Drug medication) for the management of drug dependence in the prison setting. Non-medical prescribers can prescribe for continuation of treatment, provided they are working within their competency.

4.11
Legislation currently requires that a hard copy (paper prescription) exists, signed by the prescriber, even if computer administration systems are used. Prescriptions for Controlled Drugs need to be stored for at least two years for audit purposes. 

Ordering Controlled Drugs

4.12
In order to be able to administer the Controlled Drugs used in stabilisation or treatment of patients on arrival in prisons, it is envisaged that all prisons will keep stock supplies of these medicines.

4.13
These supplies will be requisitioned by the medical prescriber (doctor). The requisition must contain the details required by legislation (see reference below).The doctor will be able to requisition stock from the pharmacy using the requisition forms contained in the hospital – type Controlled Drug Order Books used currently, as long as all of the details required in the legislation are entered. 

4.14
The guidance from the Department of Health regarding the use of specific Primary Care Requisition forms does not apply to prisons and so those prisons who order their Controlled Drugs from Community Pharmacies will not have to use these new forms in order to requisition their stock. 

4.15
For prisons with on-site pharmacies, the pharmacist will be able to order Controlled Drugs in the usual way from wholesalers. Similarly, prisons who currently obtain their pharmacy service from hospital pharmacies will also be able to obtain their Controlled Drugs in the usual manner.

4.16
Controlled Drug legislation currently requires that Community Pharmacies send all requisitions (except for those from Care Homes or Hospitals) to the Prescription Pricing Division (PPD). Subject to parliamentary approval, the requirement for prison requisitions to be sent to the PPD will be removed. The original requisitions will then be retained by the Community Pharmacy for two years, as currently is the case in hospital and prison pharmacy departments. As the hospital-type requisition Controlled Drug Order Books are sequentially numbered and have a carbon copy, the carbon copies will serve as a record of the original order for the prison. 


http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuida
nce/DH_079571 

4.17
If prisons hold Controlled Drug stock in more than one area, then any movement of stock 
between these areas should be by means of a written requisition. There must be a 
Controlled drug Register in each area where Controlled drugs are stored and administered.

Administration of Controlled Drugs

4.18
Local procedures should identify who may administer controlled drugs against the written directions of the prescriber (prescription). At least one registered healthcare professional should be responsible for administration and a second suitable person should be present to witness and countersign administration and also to countersign the Controlled Drugs register, where a paper register is used, as specified in the prisons clinical guidelines [Dept Health, 2006, Clinical management of drug dependence in the adult prison setting]. These local policies should specify the competencies required for the second person witnessing the administration to ensure they are aware of the relevant legislation and best practice guidance. 
4.19
It is envisaged that administration of liquid medicines such as methadone oral solution 1mg/ml to a number of prisoners on a regular basis will be via an automated pump or a computerised pump system. Any computerised pump system needs to comply with the requirements specification included within the current DH Framework Contract with NEC (UK) Ltd. Where these are used, there should be Standard Operating Procedures in place to ensure the correct use, cleaning, storage and calibration of these pumps is maintained.

Receipt of Controlled Drugs

4.20
In order to maintain the audit trail for controlled drugs, any delivery of a Controlled Drug order, from whatever source, should be received by an authorised designated healthcare staff member from the courier. The receipt of medicine must be checked as correct upon delivery and signed for by the authorised designated healthcare staff member. The authorisation must be in written format and be given by the pharmacist or doctor.

4.21
It is the responsibility of the doctor or pharmacist who has ordered the Controlled Drug to ensure that the correct item is delivered and that all appropriate entries are made in the Controlled Drug Register. Where it is not possible for them to sign personally for the delivery, they must supply written authorisation for designated person(s) to receive the medication on their behalf. The doctor or pharmacist will retain overall responsibility for the Controlled Drugs. In most prisons however it is envisaged that the Head of Healthcare (a healthcare professional) will be designated as having overall authority and accountability for the management of CDs within the prison.

4.22
Once the drugs have been transported to where they will be stored, they must be entered into the Controlled Drugs register, and this must be witnessed by a suitably trained person (such as another registered professional or suitably trained healthcare assistant), and the drugs must then be immediately locked in the Controlled Drugs cabinet.  

Controlled Drug Registers

4.23
All areas where Controlled Drugs are stored must have a separate Controlled Drug register for that area. If Controlled Drugs are transferred from one area within the prison to another, that transfer must be by written requisition and the details entered in each Controlled Drug Register.

4.24
Current legal requirements state that all CD registers, requisitions and orders must be preserved for a minimum of 2 years. The 2001 Regulations now allow for the information in these records to be preserved in the original paper format or in computerised form (provided this is secure and contains all the required information).

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_079574 specifies the fields which must be captured in the new CD register. Currently each prison must have one register which complies with the new requirements, to record all orders received into the prison. All other registers in the prison may be in the format of the Ward Record Books for Controlled Drugs which record requisition number, dose and the signatures of the witness and person administering the dose more easily.  Once computerised records are commonplace, the intention will be to require these records to be kept for up to 11 years. 


If computerised registers and records are kept, there needs to be procedures in place to ensure the secure storage of this data. Normal processes require daily backup of data and the backup discs/data to be kept in a secure, fireproof setting remote from the computer. Prisons will have suitable secure areas for the storage of computer backup data and these areas can be utilised.

4.25
Although the legislation only requires that the issue or receipt of all Schedule 2 Controlled Drugs are entered in a CD register, it is recommended that all Schedule 2 and 3 CDs used for the treatment of substance misuse in the prison setting are recorded in this way to ensure that robust audit trails are maintained. It is further recommended that there are robust audit trails for the ordering, receipt and issue of Schedule 4 CD benzodiazepines. 

4.26
All Controlled Drug stationery, requisitions, registers, prescriptions etc should be stored securely and their use controlled and auditable. Standard Operating procedures should describe the security arrangements and the designated persons authorised to obtain access to these documents. 

http://www.cfsms.nhs.uk/doc/sms.general/security_prescriptions.pdf
Transport of Controlled Drugs from the Prison Gate to the Healthcare centre/pharmacy/ treatment room

4.27
It is recommended that policies and procedures for the safe transport of Controlled Drugs from the Gate through the prison to the safe storage area are drawn up after consultation with the prison Security department to ensure that risks have been assessed thoroughly and minimised and robust audit trails are maintained. (Also see section on receipt on Controlled Drugs into the prison.)

Storage of Controlled Drugs

4.28
The Misuse of Drugs, Safe Custody Regulations 1973 (SI 1973 No 798) and Prison Service security requirements set out detailed specifications of the cabinet or cupboard where the Controlled Drugs are stored, the room in which the cabinet is situated and the doors/windows and treatment hatches within the room where Controlled Drugs are stored. These specifications state that walls, floors, ceiling must be solid and robust and any windows or treatment hatches must be barred, and that the Controlled Drugs cabinet is fitted to the walls or floor with suitable rag bolts. In addition, the regulations set out certain standards for Controlled Drugs cabinets, (as a minimum, the specification for the gauge of steel, hinge and lock configuration).  These specifications for a cabinet are the minimum requirements and may not be sufficient for areas where large amounts of drugs are in stock at a given time and/or where there is not a 24-hour staff presence. In this case, it is recommended that a security cabinet evaluated against the SOLD SECURE standard SS304 is used (www.soldsecure.com) Prison Service security requirements further specify that the room is gated to afford best protection.

4.29
Running balances of Controlled Drug stock should be maintained at all sites where stored and procedures drawn up to check the balances on a regular basis by the senior Healthcare professional in charge.  The Standard Operating Procedure for checking stock levels should also specify the action necessary if discrepancies arise, when escalation to a critical incident report is appropriate and who should be alerted, should an incident arise.

4.30
There should also be a Standard Operating Procedure detailing who is responsible for holding or able to access the key to the Controlled Drug cupboard and a robust audit trail for the transfer of the key and its safe and secure storage.

4.31 Licenses for Controlled Drugs


The Home Office has advised that private healthcare providers in prisons, no matter whether the prison be government or privately run, do not have Crown Immunity and therefore must hold the appropriate Home Office licence for each schedule of Controlled Drugs held. If NHS organisations provide healthcare within the prison, licenses are not needed. 


As stated, if a licence is required, then one will be required  for each Schedule of Controlled Drug used e.g. for methadone or morphine a Schedule 2 Licence is needed; for Buprenorphine a Schedule 3 licence is needed; for benzodiazepines a Schedule 4 licence is needed. A Schedule 5 licence will only be needed if any Schedule 5 controlled drugs (e.g. codeine, pholcodine) are likely to be issued as ‘To Take Out’ (TTO/TTA) medication for prisoners to take out of the prison. Please see the website for details of domestic licences. http://www.drugs.homeoffice.gov.uk/drugs-laws/licensing/domestic-licences/”


In addition, privately run prisons must apply for a licence to hold controlled drugs seized from prisoners and to hold controlled drugs kept for the purpose of training drug detection dogs (if applicable). These licences differ from the healthcare ones as they are one licence covering all Schedules of drugs. 

5.
MANAGEMENT OF THE SYSTEM:

Carer and user involvement 

5.1
Service users should be actively involved in all key aspects of decision making in relation to their care and contribute to the evaluation of service provision. This includes their consultation on developing and considering proposals for changes in the way services are provided and how they operate. If undertaken effectively this will ensure that services genuinely respond to need and will engender a sense of ownership and trust. Service user involvement, and the gathering of their views, should be ongoing and routine – not just when major change is proposed.  
5.2
Carers and family members are an important element of the delivery of treatment and should be included wherever possible in the treatment care plan. There is good evidence that engaging and supporting carers not only helps the carers themselves, but can improve outcomes for problem drug users.

Joint commissioning, JCGs and Prison-PCT Board 

5.3
'Department of Health funding for the clinical element of IDTS is allocated to NHS Primary Care Trusts via Strategic Health Authorities. Although it is then sent to PCTs, it should be viewed as partnership money to be spent on IDTS clinical services, jointly agreed between the PCT Chief Executive, Chair of the Drugs and Crime Partnership (or DAT) and Prison Governor(s)/Director(s)'.

5.4
NOMS funding is provided for the commissioning of CARAT services and to meet the operational staff cost of IDTS.

Treatment Planning

5.5
The PCT, prison and DAT are jointly responsible for completing an annual IDTS treatment plan. The plan will focus on each prison’s contribution to the national target to increase numbers of problem drug users in effective treatment as well as other locally determined priorities and ambitions to increase quality. An important element of the planning process will be to ensure that community treatment plans make provision for the on-going treatment need upon release from prison. The new Health and Social Care Outcomes and Accountability Framework, as it applies to drug treatment, is supported by assurance of these local drug partnership plans via a process of annual agreement and quarterly reviews by the National Treatment Agency. This process will be aligned with existing regional procedures for managing drug treatment and in conjunction with the Strategic Health Authority and the Prison Health Boards’ oversight of the Prison Health Indicators.

5.6
Local prisons must be able to offer immediate access to clinical services as described in the Clinical Management of Drug Dependence in the Adult Prison Setting (DH 2006) whenever there is a clinical need. This means that all drug or alcohol dependent prisoners arriving in Reception must always be offered immediate admission to a stabilisation unit, and therefore a local prison needs to develop a system to ensure sufficient places are always available on this unit.

5.7
There is also a need to have a second stage unit where prisoners who have been stabilised can progress to for a further period of support prior to moving to a residential location.  This second stage unit can also be used to transfer prisoners from the stabilisation unit where the demands for beds in the stabilisation unit exceed supply.  

5.8 Following the initial stabilisation and extended support in a second stage unit, prisoners in receipt of ongoing clinical interventions can be transferred to a normal residential location once healthcare have assessed that they are medically able to do so. Sentenced prisoners can then also transfer to a Training prison, in line with agreed transfer protocols, which should be compliant with the clinical requirements of the IDTS Continuity of Care Guidance (May 2009).


http://www.nta.nhs.uk/areas/criminal_justice/docs/Continuity_of_Care_guidance_v1_0.pdf
PPOs

5.9
In line with PSI 4615 Prolific and Other Priority Offenders Strategy, identified prolific and 
other priority offenders must be prioritised for psychosocial interventions including those 
delivered in the first 28 days.
Non Clinical Interventions:

5.10
Malnutrition, anorexia, hypothermia, hypoglycaemia and insomnia are common problems during the early stages of drug withdrawal. Prisoners need therefore to have access to additional fluids and food. This requires that prisoners have access to additional fluids and food at night during the early stage of withdrawal and the recovery period, usually considered to be the first 14 days of treatment. Local prisons, and Training prisons where a prisoner is transferred within this time period, need to ensure that they facilitate the provision of long life munchie packs (4 slices of bread, butter and jam/savoury spread and a plastic spreader) and hot drinks (such as Horlicks or Hot Chocolate sachets) at night throughout this period of time. Where insomnia is severe the hot drinks will need to be offered again during the night. Breakfast packs should not be given at night during this period, but issued in the morning immediately before they are to be consumed.

5.11
Free in-cell TV should be provided throughout this early period of treatment which as above usually relates to the first 14 days in custody.

5.12
Hot drinks, long life munchie packs, and free TV should be continued beyond the first 14 days where it is deemed to be clinically necessary, although this would not be expected to be the norm.

Clinical Stabilisation

5.13 Prisons must facilitate access by a doctor or other healthcare professional at any time of the day or night to allow for clinical assessment and/or clinical treatment interventions.  

The joint partnership board needs to ensure that there is a robust Out of Hours service which provides a visiting Dr. who will prescribe for those with substance misuse needs at all times. 

5.14.  The usual Cell Share Risk Assessment (CSRA) will be undertaken to determine suitability to share accommodation.

5.15 
Where the prisoner has also been identified as being at risk of suicide or self harm further consideration must be given to the type of accommodation, location and additional management required.  This must be decided by the ACCT Case Review and recorded in the ACCT Document.

5.16
The use of bunk-beds during the initial stabilisation period needs to be subject to risk assessment.  Those at risk of fitting, or those who are pregnant, vomiting or unwell in any way which would make climbing in and out of a top bunk undesirable or unsafe should only be located on a bottom bunk bed. It should also be remembered that drowsiness can result from some medication used to manage withdrawal which may make someone unsteady, and therefore make their location on a top bunk unsafe.  Incontinence does occur at times in withdrawal, and where this is the case location on a bottom bunk is also desirable. 

5.17
There is a requirement for those who are undergoing stabilisation to have clinical observations recorded twice a day for a minimum period of five days, and for stimulant users this is a requirement for the first 72 hours. The regime on the stabilisation unit needs to take account of this demand on the regime, and needs to permit these observations to be undertaken.

5.18
 Healthcare hatches should be installed in all stabilisation units, and ideally should remain open at all times to permit the unrestricted observation required by the Clinical Management of Drug Dependence in the Adult Prison Setting (DH 2006 and PS0 3550 Clinical Services for Substance Misusers 2001).  When a prisoner wishes to smoke, the reinforced glass in the hatch can then be temporarily closed whilst he/she is smoking as per the HM Prison Service PS0 9/2007 Smoke Free Legislation http://www.hmprisons.gov.uk/resourcecentre/psisPSOs/listpsis/index.asp?startrow=51  

Ongoing clinical prescribing for opiate dependent prisoners:

5.19
There is a requirement that all periods of extended prescribing whether maintenance or gradual reduction regimes must be reviewed every three months as a minimum. The review will have input from (as a minimum) the multi-disciplinary team including the patient, prescriber, other members of the clinical substance misuse team, CARATs, and where their involvement is incorporated within an agreed clinical governance framework, a senior officer and/or offender supervisor.


A written account of the review must be entered into the IDTS records and all options for treatment must be explored at each review. 

6.
Continuity of Care / Release Planning:

Linking with Offender Management 
6.1
For those prisoners subject to post custodial supervision, the Offender Manager is responsible for the overall case management and for preparing the release plan.   It is important that release and sentence planning is undertaken in conjunction with the Offender Manager and supervisor

6.2
The Offender Manager should be informed, with the consent of the client, of all drug interventions undertaken in prison and any treatment planned on release so they can produce a sentence plan that takes into account all offending related needs.   

6.3
Information shared with Offender Managers without an offender’s consent should be restricted to what is required for the effective and safe management of the order/case. This is likely to include:

· that the offender is accessing CARATs

· that the offender has either refused or withdrawn from CARATs

· interventions that have been or are being delivered e.g. group work programmes, 

· risk issues and plans to manage them

· 
assessment of future needs.

6.4
(For further information and guidance see ‘Prisons Integrated Drug Treatment System Continuity of Care Guidance’, Dept Health & NOMS, January 2007– Managing Drug Misusers Under Probation Supervisions: Guidance for Probation, CJITS and CARAT Teams. National Offender Management Service (2006) PC 36/2007  http://www.probation.homeoffice.gov.uk/files/pdf/PC36%202007.pdf)

Release Planning for those prisoners not subject to post custodial supervision
6.5
For those prisoners not subject to post custodial supervision CARATs will undertake release planning.  CARATs are the key workers for all drug treatment interventions in prisons and will liaise with CJITs and other relevant parties such as Probation, Healthcare and Resettlement when preparing release plans in order to ensure consistency and continuity of drug treatment provision post-release. All CJITs have in place a Single Point of Contact (SPOC) for referrals from prison. For further guidance, see: Section 4 of CARATS Practice Manual 2009.
6.6
The CARAT team should ensure that for those CARAT clients due to leave custody who are receiving prescribed management of a substance misuse problem, their release plan includes arrangements for continuation of these clinical regimes in the community.

6.7
Where unplanned releases or inability to ensure a next day prescribing appointment with a community drug treatment agency hinder continuation of treatment, it is envisaged that prison healthcare will be able to issue certain prisoners with a community prescription (FP10 or FP10MDA). This is currently being piloted in some pathfinder prisons and on successful completion of the pilot, this facility will be rolled out across the prison estate. For further guidance see http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_083474.

6.8 
Prisons should ensure that there are procedures in place to ensure continuity of substance misuse treatments for patients in the event of unplanned releases (including those going to court) where the expected care pathway for routine releases may no longer apply. 
Transfer Planning

6.9
Individual establishments need to have a system in place to regulate the transfer of IDTS clients that accords with the ‘Prisons Integrated Drug Treatment System Continuity of Care Guidance’, Dept Health & NOMS (May 2009). . http://www.nta.nhs.uk/areas/criminal_justice/idts_faqs.aspx     This will necessitate the involvement of OCA [Office of Categorisation and Allocation] departments.

6.10
Prior to a client’s transfer, current prescription details should be entered into the Clinical Record, which will accompany the client when s/he leaves the prison. A printed summary of treatment should be sent in the case of electronic clinical records. The CARAT case record may also be transferred by this method. 
6.11
Where details of prescriptions are transcribed into a letter or similar document this should be signed by a Dr., or a non-medical independent prescriber. Pharmacists may also sign such documentation. 


6.12
The client’s overall physical and mental health is consistent with the local healthcare system that ensures appropriate and continuing clinical care in any transfer (see PSI 3050 ‘Continuity of Healthcare for Prisoners’ http://www.phrn.nhs.uk/workstreams/primarycare/Continuity.pdf )

6.13
Under IDTS, all clients will be case managed by a CARATs service Keyworker; see earlier 
section for a description of this role.

Release planning for those prisoners subject to post custodial supervision
6.14
All offenders sentenced to 12 months’ custody and longer and all young offenders up to and including age 21 will be on statutory supervision when they are released. They are released on licence (adults) or a notice of supervision. Offenders sentenced to less than 12 months custody and are not young offenders (as detailed above) will not be subject to any form of statutory supervision.

6.15
Unless an IDTS client has a serious mental health problem and is subject to the Care Programme Approach, continuity of care on release will be arranged via a local Drug Interventions Programme Criminal Justice Integrated Team (CJIT) (for those not being released under supervision). This system necessitates the use by both clinical and CARAT teams of the Drug Intervention Programmes assessment and activity documentation.

6.16
For those being released under supervision CARAT workers should encourage the offender to allow the sharing of relevant information.  This includes information regarding any treatment delivered in prison or planned for release.  This is crucial for the Offender Manager when considering if additional licence conditions are necessary.  The Offender Manager and CARAT worker should liaise early in the sentence regarding sentence planning (in custody and on release).  In those cases where the offender has been allocated an offender supervisor in the prison, the latter will undertake most of the liaison with CARAT staff on behalf of the Offender Manager.

6.17
The CARAT worker will be responsible for drawing up Release Plans and will include CJIT teams where possible. All IDTS clients will have a release plan drawn up which should be signed by the client before information is released to the community. This information should be shared with other relevant bodies, i.e. CJIT, probation, resettlement departments and cannot not conflict with any licence conditions.

6.18
For further information and guidance see ‘CARATs Practice Manual NOMS 2009’. Prisons Integrated Drug Treatment System Continuity of Care Guidance, Dept Health & NOMS; and  Managing Drug Misusers Under Probation Supervisions: Guidance for Probation, CJITS and CARAT Teams. National Offender Management Service (2006) PC 36/2007  http://www.probation.homeoffice.gov.uk/files/pdf/PC36%202007.pdf) Drug Misusing Offenders: ensuring continuity of Care between prison and community, http://drugs.homeoffice.gov.uk/publication-search/dip/continuity-of-care/guidance 
6.19
CARAT service disclaimer – if a prisoner refuses to engage with CARATs there is nothing that can be done and the clinical care should continue if the prisoner is willing. In these circumstances, if the individual is on prescribed  opiate substitute treatment, healthcare will need to make the onward prescribing arrangements for when an individual leaves custody..

7.
Performance Monitoring:

7.1
The IDTS Performance framework is described in the Prisons IDTS Performance Management letter dated 30th October 2007 (http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_079860)  The performance utilises existing performance and activity monitoring systems – these are: 

1. 
The Interventions and Substance Misuse Group performance management process; 

2. 
The Drug Intervention Programme research and monitoring programme (‘DIRWeb’); and 

3. 
The National Treatment Agency for Substance Misuse / Strategic Health Authority performance management quarterly reviews 

4.
 Individual contract or service level agreement performance monitoring 

5. 
The National Offender Management performance management process 

7.2
All sites will need to continue to send PSIMOn Drug Treatment and clinical management of 
substance misuse returns as set out in section 20 of Prison Service Order 7100 Regime 
Monitoring Guidance (2007) 

http://www.hmprisons.gov.uk/resourcecentre/psisPSOs/listPSIs/ 
8.
Training: 

8.1
A staff IDTS pocket guide has been produced and is available from NOMS MoJ ISMG 
CARAT Team.  This should be issued to all staff within establishments.  Governors need to 
ensure that IDTS is included in the induction programme for new staff.

8.2 
All staff in contact with prisoners must be trained to at least ACCT Foundation level and be aware of the signs of risk summarised in the ACCT Staff Pocket Guide and when caring for at risk prisoners follow the ACCT procedures set out in PSO 2700.

Clinical staff will be also able to access specialist IDTS training

8.3
Healthcare managers should ensure that practitioners are able to attend IDTS clinical training to enable them to achieve the level of competence required by their role. This training comprises Resuscitation & Naloxone Training, RCGP certificate level I and II clinical substance misuse training. Integrated Drug Treatment System Workforce Strategy Department of Health, National Offender Management Service and HM Prison Service (2007) http://www.nta.nhs.uk/areas/criminal_justice/idts_faqs.aspx 

9.
Roles and Responsibilities: 
9.4
Once IDTS enhanced services are assessed as being in routine operation, the Governor/ Director must appoint a suitably experienced member of the Prison senior management team to be the ‘IDTS Lead’, That individual will work with the healthcare and CARATs service managers, to take responsibility for ensuring that services continue to comply with all relevant national standards and protocols, including those related to inter-prison transfers of IDTS clients, and that available resources are used effectively

9.5
The Governor/ Director must continue to monitor the performance and delivery of IDTS enhanced services via regular reports and briefings from the IDTS Lead and by involvement in the PCT-Prison Partnership Board.  S/he will review and approve the IDTS element of the annual DAAT Treatment Plan.

10.
Suicide Prevention and Self Harm Management

10.1
Suicide prevention is the responsibility of all staff. Whenever any member of staff believes a prisoner is at risk of suicide or self-harm they must open an ACCT Plan.  The initial 28-day period of arriving into custody is recognised as a critical period of time for Problematic Drug Users who are considered to be in a vulnerable state.
 The engagement of the client at this point can provide support and be crucial to their continuous treatment journey. All staff delivering IDTS services should be aware of their local suicide prevention and self harm policy and their responsibilities within it.  

10.2
All staff in contact with prisoners must be trained to at least ACCT Foundation level and be aware of the signs of risk summarised in the ACCT Staff Pocket Guide http://www.hmprisonservice.gov.uk/assets/documents/10000C1BACCTStaffGuide.pdf .  Staff have a responsibility to ensure they are aware of which prisoners in their care are on an open ACCT Plan, and what the key requirements of that plan are. 
10.3
Whilst engaging in drug treatment it is the duty of all prison staff (not just drug treatment staff) to be aware of the well-being of the individual and to assist him/her with any difficulties or problems he/she may be experiencing. These concerns may not just be related to drug misuse but could be from a wide range of areas, such as family problems, social problems or mental health issues

10.4
CARATs need to share consented information with other treatment services and raise awareness with those services where an individual is known to be at risk of self-harm and or with mental health problems.  There will be instances when information will be shared without the prisoner’s consent and, on occasion, without the prisoner’s knowledge. A particular requirement is to reinforce the duty of care in a life-threatening situation e.g. serious illness or injury, suicidal or self-harming behaviour.  Staff are expected to disclose if the prisoner or another is at risk of violence or other harm.

10.5
It should be noted that while information can be disclosed without the prisoner’s consent if there is a perceived risk of self-harm, best practice would be, where possible, to discuss any concerns with the prisoner and gain his or her consent to the release of this information.


Those responsible for a prisoner’s drug treatment have an important role to play within the Assessment, Care in Custody and Treatment, (ACCT), process and are expected to fully contribute to the ACCT care planning process.

10.6 Mental Health & Dual Diagnosis


Dual diagnosis covers a wide range of problems incorporating mental health disorders and substance misuse.  The relationship between them is complex and should be regarded in treating either. Department of Health (2006) Clinical management of drug dependence in the adult prison setting including psychosocial treatment as a core part. http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_063064

Dept Health & Ministry of Justice (2009) A guide for the management of dual diagnosis for prisons. http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_097695
11.
Violence reduction 

11.1
Prisoners need to be given clear expectations of their rights and responsibilities for their own and other’s personal safety from the outset, and how to seek help if they have a concern.  This should be approached sensitively so that it does not raise levels of fear, particularly amongst new or ‘vulnerable’ prisoners.  The messages given at induction should be reinforced throughout the period in custody, through a whole prison approach.  Positive non-violent behaviour should be noted and commended and all opportunities should be taken to promote the values of the prison community to all its members. HM Prison Service (2007) PSO 2750 Violence Reduction


http://www.hmprisons.gov.uk/resourcecentre/psisPSOs/listPSIs/
12.
Resource Provision:

12.1
IDTS resources both clinical and psychosocial have been funded via DH and NOMS allocations. This funding is for the implementation and ongoing facilitation of the IDTS service alone.  IDTS establishment leads along with a representative from the NOMS regional office and the IDTS regional steering groups are responsible for overseeing the resource provision and effectiveness of such.
13.
Safe systems of work: 
13.1
Where IDTS delivery requires a change in working practice this should be risk assessed in line with PSO 3801 Health and Safety Policy Statement http://www.hmprisons.gov.uk/resourcecentre/psisPSOs/listPSIs/ .   Establishment health and safety leads will be able to advise where necessary.  The Management of Health and Safety at Work Regulations 1999 requires employers to carry out an assessment of all the risks to which their employees are exposed whilst at work. The employer needs to also assess the risks to the health and safety of persons not in their employment who may be affected by their undertakings, such as contractors, members of the public and prisoners.   Under the Regulations employers are also required to implement preventative and protective measures to eliminate or control the risks identified by the assessment.  Where significant risks have been identified through the risk assessment process, written safe systems of work must be prepared, and be available to and be adhered to by all staff carrying out the task or process to which they refer. In addition employers are required to have in place arrangements to regularly audit, monitor and review the health and safety performance
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