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Executive summary

The offending population experiences poor
mental health on many counts, often associated
with a lifetime of social exclusion and its
consequences. Promoting and protecting the
mental health and wellbeing of offenders and
those at risk of offending can have wide-ranging
benefits for individuals, their families and their
communities.

This policy paper looks at a range of innovative
programmes and interventions that target
people and communities at high risk of social
exclusion, poor mental health and offending.

Key messages for policy and practice

@ Offender mental health is a critical public
health issue.

The risk of becoming an offender starts early in
life and increases from childhood onwards. It is
linked strongly with social exclusion and poor
mental health. Early intervention before those
at risk enter the criminal justice system will reap
health, social and financial returns.

Many of the risk factors for poor mental health
overlap with those for offending in socially
excluded groups. Mitigating these risks, such
as poor maternal mental health or child conduct
disorders, and enhancing protective factors,
such as good parenting skills or cognitive and
life skills among children and young people,
will more than repay the investments made by
reducing the financial burden on health and
criminal justice budgets.

@ Public health practitioners have a lot to
offer people in the criminal justice system
or at high risk of offending.

There is such a strong link between mental

ill health, social exclusion and offending that
interventions that succeed in decreasing key risk
factors for any one of these issues will be likely
to have wide-ranging benefits — both personal
and social — in reducing the others. Public

health practitioners are well placed to form
collaborative partnerships to deliver effective
outcomes.

Interventions that focus only on individual
issues such as health, to the exclusion of the

broader landscape of housing, employment,
education, or social networks, will be unlikely
to deliver the necessary change to produce
positive outcomes for offenders, their families
and communities.

Public health practitioners know how to
negotiate the broad landscape of statutory
and third sector agencies and can bring their
understanding of the wider context in which
offenders live to the design and delivery of
programmes and interventions for protecting
and promoting mental health and wellbeing.
They can act as the glue between the cracks of
currently uncoordinated services.

® Involvement with the criminal justice
system presents opportunities to promote
and protect mental health.

Early intervention is by far the best route, but

it is never too late to promote mental health
among offenders. For example, some offenders
may have missed out on schooling and learning
key skills. There are schemes that can begin to
address these gaps. One of the most effective
routes to improving offenders’ mental health
and life outcomes is to help them to find secure
employment.

@ Collaborative working between public
health and criminal justice is key to
delivering on this agenda.

Partnership working between public health and
criminal justice has been under-developed. It
requires concerted efforts to build and embed
effective joint working where cultures and
values are very different. The time is now right
to dismantle the obstacles that have impeded
effective cooperation.

@ Utilise the learning from existing innovative
practice.

The complex nature of offenders’ health and
social problems has led to the development

of many examples of innovative practice by
health, social care and the third sector. These
programmes address the inter-related problems
of offending, mental health, drug dependency
and chronic social exclusion. They aim to
encourage new ways of working between the
statutory and third sectors, such as offering
Social Impact Bonds to fund social organisations
working to reduce re-offending.



® Reinvesting to save will bring the greatest
benefits.

There are considerable resources ‘locked

up’ in the criminal justice system that could

be used more effectively through short-term
reinvestment. Medium-term investment could
be used in supporting families and easing
people’s transitions into and out of prison as
well as the long-term agenda of tackling the
lottery of ‘life chances’ based on where people
are born. Resources for building new prisons
could perhaps more profitably —in broader
public health terms — be redirected towards the
NHS and more cost-effective services there.
There is evidence that programmes addressing
protection and promotion of mental health for
offenders and those at risk of offending accrue
multiple financial benefits. Some programmes
for young offenders have been shown to
produce very significant long-term economic
returns.

Introduction

The offending population experiences poor
mental health on many counts, often associated
with a lifetime of social exclusion and its
consequences. Promoting and protecting the
mental health and wellbeing of offenders and
those at risk of offending can have wide-ranging
benefits for individuals, their families and their
communities.

Many initiatives already address the mental
health of at risk groups, such as children in the
early years who live in poverty, or training in
resilience for adolescents. But the links between
lack of relevant support for the promotion of
mental health among these groups and resulting
offending behaviour have often not been made.

There are now a number of complementary
initiatives in health and criminal justice that

give cause for optimism in addressing these
complex issues in a comprehensive and effective
way. Integrated approaches such as in the

‘Total Place’ initiative offer possible solutions to
the trenchant problems that materialise when
trying to promote and protect the mental health
and wellbeing of vulnerable groups such as
offenders.

This policy paper develops the debates and
discussions generated by the 2009 Sainsbury

Centre Lecture, given by Professor Cheryl Easley,
then President of the American Public Health
Association and Dean of the University of
Alaska, Anchorage, College of Health and Social
Welfare (Easley, 2009). Professor Easley spoke
about prison health care and the mental health
of offenders from a North American perspective,
and delved into why these matters should be a
public health priority.

We take forward some of the ideas from the
lecture and consider what mental health and
wellbeing might look like for offenders and
high-risk groups. We look at the incidence of
poor mental health among offenders, assess the
unique risk factors that influence their mental
health and explore the possibilities for the
protection and promotion of their mental health
and wellbeing.

Mental health and wellbeing

Mental health and wellbeing are more than an
absence of mental illness. The World Health
Organisation describes mental health as:

“.. subjective wellbeing, perceived self-efficacy,
autonomy, competence, inter-generational
dependence and recognition of the ability
to realise one’s intellectual and emotional
potential.”

(WHO, 2003)

These attributes enable individuals to recognise
their abilities, cope with the normal stresses of

life, work productively and fruitfully and make a
contribution to the communities where they live.

Other commentators support this view and
stress that mental health and wellbeing are not
a purely individual phenomenon. The context
within which a person lives is influenced

by a range of broader social, economic and
environmental factors, combined with personal
ones such as gender, ethnicity, age and physical
disability.

Schools, neighbourhoods, organisations or
specific groups of people such as refugees,
offenders or those in later life may have low
levels of mental health and wellbeing as a result
of poverty, deprivation, exclusion, isolation or
low status (DH, 2001; Friedli, 2009).

People with a mental ill health diagnosis are
capable of attaining positive mental health
and wellbeing if they have access to good care
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and treatment, supportive social networks and
meaningful occupation (DH, 2001).

The ability of individuals or social groups to
negotiate and respond to multiple internal and
external influences has profound consequences
for the public’s mental health. Consequently,
the protection and promotion of mental health
and wellbeing are critical for the way society
operates at every level.

Relevant approaches should focus on reducing
and eliminating risk factors for poor mental
health and augmenting and embedding
protective factors for positive mental health. The
aim should be to:

Strengthen individuals by increasing
emotional resilience, promoting self-esteem,
imparting life and coping skills such as
communication, negotiation, relationship
building and informed parenting;

Strengthen communities by increasing
social inclusion and participation, improving
neighbourhood environments, developing
health and social services that support
mental health, introducing school anti-
bullying strategies, prioritising workplace
health, ensuring community safety and
providing childcare and self-help networks;

Promote enabling structures that support
mental health by reducing discrimination and
inequalities, promoting access to education,
meaningful employment, housing, services
and support for everyone and in particular
for those who are vulnerable.

There is a clear rationale for protecting and
promoting mental health and wellbeing as
they themselves influence a very wide range
of outcomes for individuals and communities.
Good mental health and wellbeing are
associated with:

Improved educational attainment and
outcomes, greater productivity and
remaining in employment, improved
cognitive ability and quality of life and
improved social connectedness;

Reduced mortality, criminal behaviour, risk-
taking behaviour e.g. smoking, and sickness
absence;

Increased resilience i.e. a greater ability to
deal with life’s problems and reduced risk
of developing mental illness or committing
suicide (DH, 2010a).

Positive mental health is both a cause and
consequence of a range of manifold personal,
social and economic interactions. Investment
in its protection and promotion sets in train a
positive feedback loop from individuals out to
communities and society and back again.

The offender population comprises those both
in and out of custody. A cursory exploration

of an offender’s life course would seem to tip
the balance towards the inevitable outcomes
of compromised mental health and wellbeing
and long-term association with the criminal
justice system. The risk of someone becoming
an offender starts early in life and increases
from childhood onwards due to a number of
contributory factors including:

Low maternal bonding;

Poor maternal mental health;

Poor parenting skills;

Abusive home relationships;

Family history of involvement with criminal
justice system;

Learning difficulties;

Truancy and exclusion from school;
Poor educational achievement;

‘Looked After’ child status;
Conduct/emotional disorders (Basher &
Nurse, 2008).

The social characteristics of those held within
the prison estate present a picture of multiple
deprivation and risk factors for poor physical
and mental health and social exclusion (see
Table 1).

For some communities and groups there are
specific risk factors. For example, people from
Black and minority ethnic groups are exposed
to significant levels of racial profiling by police.
They represent about 10% of the UK population
but 26% of the prison population, a substantial
proportion of whom are foreign nationals (ONS,
2001; Mo}, 2008).

Women who enter the criminal justice system
often suffer separation from children, and many
are imprisoned a long way from home. The main
social cost incurred by the children of imprisoned
mothers — and by the state in relation to these
children - results from the increased likelihood
of them becoming ‘NEET’ (Not in Education,
Employment or Training), with associated risks
for mental health and offending (NEF, 2008).



Ran away from home as a child

Taken into care as a child
Regularly truanted from school

Excluded from school

No qualifications

Numeracy at or below Level 1
(level expected of an 11 yr old)

Reading ability at or below Level 1
Unemployed before imprisonment
Homeless

Drug use in previous year

Hazardous drinking

Prison population

General population

47% (men) 11%
50% (women)

27% 2%
30% 3%
49% (men) 2%
33% (women)

52% (men) 15%
71% (women)

65% 23%
48% 21-23%
67% 5%
32% 0.9 %

66% (men)
55% (women)

63% (men)
39% (women)

13% (men)
8% (women)

38% (men
15% (women)

People aged 60 and over are the fastest growing
age group in the prison estate and more

than half have some form of mental disorder,
most commonly depression associated with
imprisonment (Prison Reform Trust, 2009; HMClI,
2008). Like people in later life everywhere they
experience chronic physical diseases such as
asthma, diabetes and coronary heart disease,
as well as the side effects of long-term multiple
drug use.

The incidence of poor mental health among
offenders is high. Reviews have found a
heightened prevalence of mental illnesses
among prisoners (Fazel & Danesh, 2002; Social
Exclusion Unit, 2002; Singleton et al., 1998).
Two-thirds of sentenced prisoners in England
and Wales have two or more mental disorders
and 20% of prisoners have four of the five major
mental health disorders (Prison Reform Trust,
2009; Goggins, 2004). Rates of mental ill health
among prisoners are higher than among similar
groups in the general population (see Table 2).

(Source: Social Exclusion Unit, 2002)

Changes in sentencing and overcrowding in

the prison estate exacerbate any mental health
problems offenders bring with them into the
criminal justice system. Prisoners have reported
that long periods of isolation with little mental
stimulus have resulted in intense feelings

of anger, frustration and anxiety (Basher &
Nurse, 2008). In particular some of the newer,
indeterminate sentences such as Imprisonment
for Public Protection have been shown to be
hazardous to mental health and wellbeing
(Sainsbury Centre, 2008).

Those on community sentences also display
mental health needs. Existing data suggest that
four in ten offenders in the community have
mental health problems (Solomon & Silvestri,
2008). Women on probation appear to have
higher levels of mental health need than men: at
one third versus one in five (Mair & May, 2007).

There is a close correlation of risk factors
for poor mental health, offending and social
exclusion. The latter brings with it poor physical
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Table 2: Mental health problems in prison and the general population

Prevalence among prisoners

Prevalence in general

(16+ years) population (16-64 years)
Psychosis 8% 0.4%
Personality disorder 66% 0.4%
Depression and anxiety 45% 17.6%
Drug dependency 45% 3.4%
Alcohol dependency 30% 5.9%

Source: Singleton et al., 1998

health, itself a risk factor for poor mental health
and wellbeing. A recent review in England
demonstrates that inequalities in health exist
across a range of social and demographic
indicators including income, social class,
occupation and parental occupation, housing
condition, neighbourhood quality, geographic
region, gender and ethnicity (Marmot, 2010).

The review highlights how key determinants,
such as level of education, influence future
outcomes. For example, a range of empirical
studies provide evidence that cognitive ability is
a powerful antecedent of earnings, propensity
to get involved in crime and success in many
aspects of social and economic life as well as
health across the social gradient (Marmot,

2010 p.62; Heckman et al., 2006; Auld & Sidhu,
2005).

Inequalities are evident in many health
outcomes including mortality, morbidity, self-
reported health, mental health, and death or
injury from accidents and violence (Marmot,
2010 p.45; Bambra et al., 2009). The risk
factors can be similar for seemingly quite
different outcomes such as violent and non-
violent offending, mental health problems,
alcohol and drug problems, school failure and
unemployment.

Poor mental health and wellbeing in childhood
and adolescence are also associated with a
broad range of poor adult health outcomes.
These include poorer adult mental health and an
increased risk of suicide as well as higher levels
of antisocial behaviour, involvement in crime,
smoking, alcohol and drug misuse, poorer socio-

Source: McManus et al., 2009

economic status and lower levels of employment
(Fergusson et al., 2005).

In summary, there is such a strong link between
poor mental health, social exclusion and
offending that interventions that succeed

in decreasing key risk factors for any one of
these issues will be likely to have wide-ranging
benefits — both personal and social —in reducing
the others (Farrington, 2006).

The agenda for public health

Offenders and their families are likely to be
exposed to a range of risk factors for social
exclusion and poor physical and mental health.
Interventions that focus only on individual
factors such as health, to the exclusion of the
broader landscape of housing, employment,
education, or social networks, will be unlikely to
deliver the necessary change to turn their lives
around. How can such complex programmes be
designed and delivered?

Since 2006, primary care trusts (PCTs) have

had the lead role for commissioning health
services in the criminal justice system. Every PCT
also has a statutory responsibility to provide

a public health function and many Directors of
Public Health are joint appointments with local
authorities. As a consequence they are well
placed to address complex health and social
issues that require cross-agency working and an
approach to health improvement, protection and
promotion that includes interventions targeted
at different levels of need among people of all
ages and all sections of the population.



The prison population has remained at or near
85,000 for several months during 2010 (Mo},
2010) and there are more than 150,000 people
serving community sentences. The average
PCT is thus responsible for the health of about
500 prisoners and more than 1,000 community
sentenced offenders. In addition, nearly 10,000
people per PCT area are arrested by the police
each year (Sainsbury Centre, 2009a). All of the
people in these groups have a very high risk

of mental ill health. As a consequence, there
will be a growing number of ex-offenders in the
community with mental health problems.

Public health interventions utilise a blend of

approaches that fit together in a variety of ways.

Programmes might, for example, target whole
populations, different stages of the life cycle,
particular at-risk groups, or those who might
already have experienced significant problems.
For the protection and promotion of mental
health, primary public health interventions
might focus on known protective factors such
as mental health promotion in schools and
resilience training for adolescents.

For those groups deemed to be at high risk of
offending, secondary public health programmes
might include identification of problems

and diversion away from the criminal justice
system into health care, appropriate social
support, access to learning and skills, secure

accommodation and employment opportunities.

Finally, for those already in contact with the
criminal justice system, tertiary public health
programmes to improve mental health and
wellbeing might include creating healthy
environments in prisons and providing literacy
schemes for prisoners. Acutely ill prisoners
should be transferred to appropriate care and
treatment. In addition, secure forensic hospitals
should provide services that focus on recovery
and enable patients to ‘step-down’ to lower
security services when appropriate.

Just as the risk factors for poor mental health,
offending and social exclusion are well-known,
so too are a range of effective interventions and
approaches with the potential to protect and
promote mental health and wellbeing at each of
these levels.

The following sections provide a few examples
of interventions that demonstrate public health
approaches to mental health protection and
promotion among people who have offended or
are at risk of offending now or later in life.

Poor maternal mental health, with the threats

it poses to mother-child bonding, is a risk

factor for endangered mental health and
wellbeing, conduct disorder and also offending
(Targosz et al., 2003). A range of approaches
can be used such as routine enquiries during
pregnancy for mental health disorders and
post-natally to detect depression; targeted
psychosocial interventions for women who have
symptoms below the diagnostic threshold for
depression or anxiety; or self-help strategies
such as counselling or CBT for mild-to-moderate
depression (Basher & Nurse, 2008).

Good parenting skills are a significant factor

in enabling a range of positive health and
wellbeing outcomes for children and families.
Parenting training can reduce the risk of conduct
disorders and abuse in children. Long-term
follow up of health visitor programmes found
reduced adolescent anti-social and offending
behaviour and improved educational and
employment outcomes (Olds, 1997). Universal
programmes aimed at the prevention of common
parenting problems in communities may also
improve maternal psychosocial health (Barlow
et al., 2001).

Universal mental health promotion in schools
has also been proven to be effective. Long-term
programmes promoting the positive mental
health of all pupils and involving changes to the
school climate are likely to be more successful
than brief class-based mental illness prevention
interventions. Programmes that followed a
whole-school approach continuously for more
than a year were the most effective (Wells et al.,
2003).

There are such strong links between poor
mental health, social exclusion and offending
that secondary interventions aimed at reducing
chronic exclusion are well-suited to addressing
the many different needs of this vulnerable
group of people.

For the last three years the Cabinet Office has
supported a dozen programmes of work for
Adults Facing Chronic Exclusion (ACE) (Cattell et
al., 2009). Although there is no set definition of
adults facing chronic exclusion, people in these
groups are likely to have characteristics such

as a history of exclusion, institutionalisation
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or abuse; behaviour and control difficulties;
trouble forming and sustaining relationships;
skills deficits; poor housing or homelessness;
poor physical and mental health prospects;

a history of offending; and limited economic

and employment prospects. Combinations of
problems vary, but these adults tend to have had
long-term issues — often beginning in childhood -
and have not engaged in sustained support from
social services.

The twelve pilot schemes have been testing out
ways to improve outcomes for adults with chaotic
lives and multiple needs through developing new
types of intervention and changing local service
provision. They are led by voluntary and public
sector organisations, working in partnership with
other local agencies.

Several of the pilots have been working with
offenders. For example, St Mungo’s in London
has been using new techniques to help socially
isolated substance users to form and sustain
relationships. It aimed to cut substance misuse
and offending behaviour and encourage
engagement with other services. Another pilot,
After Adoption, has been targeting female
offenders whose children have been, or are at
risk of being, adopted. They provide integrated
support that promotes positive relationships,
coping skills and the integration of ex-offenders
back into the community (Cattell et al., 2009).

Early intervention in childhood could produce
significant long-term benefits. The most common
childhood mental health difficulties are conduct
problems that include a range of oppositional or
anti-social behaviour. Conduct disorder affects
about 6% of all those aged between 5 and 16
years and can increase the likelihood of adverse
outcomes throughout life, including offending
(Sainsbury Centre, 2009b). Most crime is
committed by a relatively small group of prolific
offenders and the prevalence of serious conduct
disorders during childhood is particularly high in
this group.

A variety of methods and strategies have the
potential to reduce conduct problems. These
include parent training, home visits, day care and
other forms of pre-school support, schools-based
programmes including parent/teacher training
and life skills training for children, family therapy
for older children and more specialised clinical
interventions such as multi-systemic therapy to
support children and young people with clinically
significant problems (Sainsbury Centre, 2009b).

It might appear to be too late to promote and
protect the mental health and wellbeing of
those who have already come into contact with
the criminal justice system. However, there

is a range of innovative practice that makes a
difference. Indeed there are some commentators
who would argue that the criminal justice
system provides a promising opportunity to
intervene in the lives of those who are hardest
to reach (Fraser, 2009).

For example, more than half of men in prison
and almost three-quarters of women have no
qualifications and poor literacy and numeracy
skills (Social Exclusion Unit, 2002). Adults who
cannot read or write tend to try to hide the fact.
So for some, prison may be the first time they
have tried to learn the basic skills most of us
enjoy and rely upon to make progress in the
world.

There have been advances in prison learning
and skills in recent years. In 2000 the Toe-by-
Toe Scheme (www.toe-by-toe.co.uk) initiative
was set up to enable external mentors and
prisoners with literacy skills to work with
those who have poor skills. There are now 128
prisons participating. The scheme is adjusted
to each prison and prisoner. It relies on the
good will, enthusiasm and commitment of the
people working in prisons and the fact that
neither mentors nor mentored see the scheme
as a part of ‘formal’ education. An evaluation
published in 2005 concluded that it was a highly
effective initiative that had a positive impact
on offenders, particularly where mentors were
peers — former or serving prisoners (O’Brien,
2010).

Creating healthy environments in prisons has
also been identified as a way of protecting and
promoting the mental wellbeing of inmates
(WHO, 1998, 2008; Fraser, 2009). The Enhancing
the Healing Environment (EHE) programme,
which initially focused on improving acute
hospital environments, has been extended to
delivering improvements to the environment

in which health care is delivered to prisoners
(King’s Fund & DH, 2010). In 2007 this
programme was extended to a pilot group of
prisons and Young Offender Institutions (YOIs) in
London to improve environments such as health
care, exercise yards, association areas, waiting
rooms and a First Night Centre. Some enduring
benefits, for both patients and staff, include



reduced aggressive behaviour and improved
staff retention rates.

Enabling a person with a history of offending to
get and keep a job is probably the most effective
intervention anyone can make to prevent re-
offending and improve their chances of leading
a better life. The evidence that enabling people
to get into employment reduces re-offending

is unequivocal (Lipsey, 1995). Employment is
also highly beneficial for people with mental
health problems, even for those with serious
mental illnesses. It not only helps with recovery
from mentaliill health but provides a route out
of the poverty, isolation and exclusion that too
many still experience (Sainsbury Centre, 2009c;
Waddell & Burton, 2006).

The most effective existing UK and US schemes
to help offenders into employment include the
following characteristics:

@ Direct links with employers, to facilitate rapid
job-search and overcome any prejudices
among employers;

® Support that continues ‘through the gates’
between prison and the community;

® In-work support once a person starts a job;

® Input from ex-offenders;

® Addressing multiple needs (Samele et al.,
2009).

Delivering the agenda

We already know quite a lot about the risk

and protective factors that influence the

mental health of offenders and those at risk of
offending. This section examines what hampers
effective action in this area, and how the
perceived barriers might be overcome.

Re-investing resources

There are considerable resources ‘locked up’in
the criminal justice system that could be used
more effectively. Government figures show that
the overall cost of the criminal justice system
has risen from 2% of GDP to 2.5% over the last
ten years, representing a higher per capita level
than the US or any EU country (Prison Reform
Trust, 2009, p.6).

Medium-term investment could be used

in supporting families and easing people’s
transitions into and out of prison as well as
the long-term agenda of tackling the lottery

of ‘life chances’ based on where people are
born. Resources for building new prisons could
perhaps more profitably —in broader public
health terms — be redirected towards the NHS
and more cost-effective services there.

Work carried out at the Washington State
Institute for Public Policy highlights some of
the savings that can be realised (Drake et al.,
2009). They conducted a systematic review and
meta-analysis of evidence-based, cost effective
interventions for crime reduction among adult
and young offenders. They estimate benefits
from the perspectives of taxpayers and crime
victims, working on the assumption that if a
programme can achieve statistically significant
reductions in recidivism rates, taxpayers will
spend less money on the criminal justice
system. Similarly, if a programme results in less
crime, there will be fewer crime victims.

The findings from 25 research studies of
cognitive-behavioural programmes for adult
offenders in prison and community settings
showed an expected reduction in recidivism
rates of 6.9%. The average cognitive-
behavioural programme, for groups of 10 to

15 offenders and involving 40 to 60 hours of
therapeutic time, costs about $107 per offender
to administer. The 6.9% reduction in recidivism
rates generates about $15,469 in life-cycle
benefits associated with the crime reduction.

Seven rigorous evaluations of functional family
therapy (FFT) found that the average FFT
programme can be expected to reduce a young
person’s recidivism rate by 18.1%; and that,
without the programme, a young person has

a 70% chance of re-offending. An FFT-trained
therapist works for about three months with
young people in the juvenile justice system and
their families. The programme costs, on average,
$2,380 per juvenile participant. The costs are
higher because it is a one-on-one programme
between a FFT therapist and the young person
and their family. The expected 18.1% reduction
in recidivism rates generates about $52,156

in lifetime benefits, measured in terms of

the taxpayer and crime victim costs that are
avoided because of the reduced long-term level
of criminal activity of the young person. Thus,
the net present value of this juvenile justice
programme is expected to be $49,776 per young
person (Aos et al., 2004).

An important finding is that even though many
of the adult corrections programmes provided
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a favourable return to taxpayers, there were
some programmes for juvenile offenders that
produced very significant long-term economic
returns. For example, in addition to FFT, many
other juvenile justice programmes were also
shown to be effective at reducing crime and
often produced a greater reduction in recidivism
than adult programmes. Such programmes
included an adolescent diversion project

for lower risk offenders, multi-dimensional
treatment foster care, and multi-systemic
therapy for young people with a high risk of
offending and their families (Drake et al., 2009).

This analysis demonstrated the imperative

of early intervention and corresponds to a
Sainsbury Centre study on conduct disorders
and their impact (Sainsbury Centre, 2009b).
Most crime is committed by a relatively small
group of prolific or chronic offenders who
typically start offending at an early age. The
prevalence of serious conduct problems during
childhood is particularly high in this group.
Overall around 80% of all criminal activity

is attributable to people who had conduct
problems in childhood and adolescence,
including about 30% specifically associated
with conduct disorder. The lifetime costs of
crime committed by a single prolific offender
are around £1.5 million. The total cost of

crime attributable to people who had conduct
problems in childhood is estimated at about £60
billion a year in England and Wales.

The best intervention programmes can reduce
offending by 50% or more and those aimed at
prevention or early intervention at pre-school
age are the most effective. The costs of these
interventions are relatively low, particularly
when set against the scale of potential benefits.
For example, group based pre-school parenting
programmes cost only £600-£900 per child.
Just 1% of the law and order budget would be
sufficient to fund a comprehensive programme
of pre-school support for 30% of all children
born each year.

A different but equally innovative approach

to reducing re-offending is the use of Social
Impact Bonds. The bond is a contract between
a public sector body and social impact bond
investors, in which the former commits to pay
for an improved social outcome. Investor funds
are used to pay for a range of interventions to
improve the social outcome. By enabling non-
government investment to be utilised, Social

Impact Bonds could lead to greater spending on
preventative services. These interventions can
have a direct impact on costly health and social
problems (www.socialfinance.org.uk/services/
index.php?page_ID=15).

Commissioners do not always have the
expertise in commissioning services that
address these complex issues. There may be

a misapprehension that this issue does not
apply to a PCT without a local prison —and then
only to purchase forensic services. Yet mental
health and offending are major social and health
inequalities in every community, throughout the
life course and from generation to generation.

Where commissioners do invest in relevant
services, they need a set of metrics to measure
progress and contribute to the performance
framework for public services. Public Service
Agreements (PSAs) provided one means of
testing progress against a range of indicators.
Introduced more than ten years ago as part
of the previous Government’s comprehensive
spending review process, PSAs played a vital
role in stimulating public service delivery and
driving major improvements in outcomes.

For example, PSA 16 aimed to reduce social
exclusion among adults. It included two national
indicators (NI) that related to offenders:

NI 143: Proportion of offenders under probation
supervision living in settled and suitable
accommodation at the end of their order or
licence (relevant to resettlement and diversion);

NI 144: Offenders under probation supervision
in employment at the end of their order or
licence (relevant to resettlement, diversion and
the project on employment of offenders).

Through a process of joint strategic needs
assessments, local areas were able to prioritise
their top 30 national indicators from among
the 198 against which they have had to deliver
(IDeA, 2010).

Partnership working between public health and
criminal justice is under-developed. Work in
this area is complex and demanding, requiring
persistence and an understanding of how to
influence and manage change in organisations



where the cultures and values are very different
from those of public health.

A variety of approaches could be taken to
develop the knowledge and skills of public
health professionals, such as raising the
profile of this issue at national conferences
and regional and local seminars, improving
opportunities during training and providing
specialist supervision for work in criminal
justice settings. These could be supported by
the development of a special interest group for
public health professionals working in criminal
justice.

Likewise, a range of opportunities for
multidisciplinary training, student placements,
rotations and secondments could improve
access to public health training opportunities
for professionals across offender management
agencies and institutions.

Local partnerships could do more to raise
awareness of public health issues and

engage and involve professions located at

the margins of offender management in the
health improvement of offenders — for example
youth workers, accommodation providers and
Jobcentre Plus staff (Shakespeare, 2006).

Total Place is a recent initiative to create a
collaborative approach to service design and
delivery. It has given local public services new
freedoms from central performance and financial
controls and involved services for a population
of more than a million people (HM Treasury &
DCLG, 2010).

One of the pilot sites in Luton and Central
Bedfordshire identified an integrated offender
management programme as one of its priorities.
Not only did the pilot identify a surfeit of costly
and complicated systems, it also found that the
ineffective processes had been self-perpetuating
and did not assist offenders to move beyond

a life of criminality and exclusion. The pilot
scheme tackled the inter-related issues of drug
dependency, mental health and the broader
issues of worklessness, access to benefits, jobs
and social services. They also capitalised on
existing multi-agency partnerships to improve
the mental health and wellbeing of offenders
(Mooney, 2010).

It is clear that many of the causes of offending
are the same as those for mental ill health

and wider social exclusion. The health and
justice systems have converged in many ways
to address the needs of offenders with mental
health problems over the past two decades
(Rutherford, 2010). What we now need is to
extend that growing partnership to preventing
mental ill health and offending and to promoting
wellbeing among those in contact with the
criminal justice system.

The Government has made clear its commitment
to improving the population’s health and to
tackling health inequality (HM Government,
2010). A truly modern approach to these
ambitions would be to pull together action

to reduce offending and social exclusion with
action to improve public health. Taking these
important steps together is not only more
likely to be cumulatively more effective in each
domain, but also less costly to the public purse
overall.

A national level champion would help to knit

all of these strands into a coherent whole. The
appointment of Professor Louis Appleby as the
first National Clinical Director for Health and
Criminal Justice holds out the promise that these
diverse elements may now be combined to
produce more effective outcomes (DH, 2010b).

Protection and promotion of the mental health
and wellbeing of offenders goes far beyond,
but still includes, care and treatment for those
who are unwell. This policy paper has pointed
to some of the many innovative programmes
and interventions that target people and
communities at high risk of social exclusion,
poor mental health or offending. Public health
practitioners, with their well-established multi-
disciplinary roles, can lead and coordinate the
vital work required to make a difference to the
lives of individuals, their families and all of our
communities.

In short, public health practitioners and their
partners need to address the following question:
“What would we need to do to get the greatest
number of children to the age of 21 years old

in the best possible physical and emotional
shape - ready for work, ready to develop good
quality relationships, and able to support future
generations effectively?”
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Interventions at a structural, community and
individual level can improve public health.

A humane society should be able to offer
something of value even to those of its
members with entrenched experiences of
disenfranchisement. Our recommendations
provide pointers to how this can be achieved.

Recommendations

Mapping exercise: There is a lot of money in the
system, but too often it is spent in traditional
and ineffective ways. It is imperative to map
where investment is allocated, both locally and
nationally. That map will identify the current
balance of investment against what the ideal
balance might be to achieve agreed outcomes.
It will also inform a range of investment
opportunities that highlight those most likely
to achieve improved public mental health —a
combination of quick wins plus longer-term
results.

Risk profiling for commissioners: There is a
pressing need for an effective way of profiling
risks for commissioners that effectively
describes the lives of these vulnerable groups.
Any system must be as sensitive as possible
to identifying and acting on individual, family,
community and structural risks and their
connections. Ideally a set of indicators that
predict risk should be developed to enable
commissioners to design and deliver effective
services and to disinvest in those that are
ineffective.

Connect work on mental health, social
exclusion and offending: Those localities with
prisons on their patch are not the only areas
that should take an interest in offenders. The
inextricable links between poor mental health,
social exclusion and offending point to the
importance of all primary care trusts and local
authorities ensuring that these inter-connected
policy and practice concerns are integral in their
strategies for improving the mental health of
their local population.

A brokerage role for Public Health: Public
health has the potential to be a key player in
drawing together the various services that
work with this vulnerable group of people who
often lead chaotic lives. Its long-established
methods of collaborative working and expertise
in addressing population health and wellbeing

make it ideally placed to initiate prevention and
promotion activities to protect and promote
mental health among offenders and those at risk
of offending.

Time for a public discourse on offending and
mental health: Given how much is known about
the issues of offending, mental health and
social exclusion, what gets in the way of action?
There are polarised debates about offending
and crime, and public attitudes that are
sometimes skewed towards retribution alone.
An opportunity now exists to address these
issues. The public will be engaged in debates in
the coming period on a range of issues critical to
society as a whole, such as the fiscal deficit and
how best to manage its reduction. This process
provides an opportunity to connect with people
at all levels and to shift public perception.
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responsibility for both mental health
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