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Summary There is accumulating evidence that imprisonment is expensive but does
little to address the underlying drivers of offending. At the same time, it is now
recognised that a large proportion of prisoners are diagnosable with significant
psychiatric disorders. In this piece we explore the potential role of psychiatry in
addressing the societal challenge of a failing prison system. We argue that core
psychiatric skills of engaging in balanced, values-based thinking and implementing
sound clinical processes can play an important role in reducing reoffending risk. We
briefly discuss some of the key challenges involved and outline several relevant
service models.
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the law; mental health services.

280

EDITORIAL

Carroll & Brett Jailing is failing

https://doi.org/10.1192/bjb.2024.8 Published online by Cambridge University Press

https://pure.northampton.ac.uk/ws/portalfiles/portal/32364866/Secondary_Care_Mental_Health_Treatment_Requirement_MHTR_Guidance.pdf
https://pure.northampton.ac.uk/ws/portalfiles/portal/32364866/Secondary_Care_Mental_Health_Treatment_Requirement_MHTR_Guidance.pdf
https://pure.northampton.ac.uk/ws/portalfiles/portal/32364866/Secondary_Care_Mental_Health_Treatment_Requirement_MHTR_Guidance.pdf
https://pure.northampton.ac.uk/ws/portalfiles/portal/32364866/Secondary_Care_Mental_Health_Treatment_Requirement_MHTR_Guidance.pdf
https://www.bma.org.uk/media/ddclsiii/bma-mental-health-report-2024-web-final.pdf
https://www.bma.org.uk/media/ddclsiii/bma-mental-health-report-2024-web-final.pdf
https://www.bma.org.uk/media/ddclsiii/bma-mental-health-report-2024-web-final.pdf
https://orcid.org/0000-0002-2819-2898
mailto:carrollforensic@gmail.com
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://crossmark.crossref.org/dialog?doi=https://doi.org/10.1192/bjb.2024.8&domain=pdf
https://doi.org/10.1192/bjb.2024.8


The Justice Reform Initiative is a politically non-aligned
advocacy group in Australia, comprising an alliance of pro-
fessionals from diverse backgrounds with a shared commit-
ment to effecting social change. It is driven by evidence that
‘Jailing is failing our nation on every front – it leads to more
offenders committing more crimes, more disadvantage and
more cost to the taxpayer’1 (p. 1). The Royal Australian
and New Zealand College of Psychiatrists is one of its
many supporter organisations – an acknowledgement that
our profession has an important role to play in this area.

Certainly, the notion that jailing is indeed failing has
likely occurred to any psychiatrist who has worked in pris-
ons. In that context we encounter ‘revolving door’ patients:
people challenged by the effects of mental illness, addiction
and other complex needs that are inadequately met in the
community, who return to custody with dispiriting regular-
ity. We thus see the human costs of one of the defining
‘wicked problems’ of late capitalism.

What can psychiatry offer?

What might it mean for jails to succeed rather than fail?
How can the discipline of psychiatry contribute to such suc-
cess? Philosophical thought and empirical research regard-
ing supposed links between ‘deviance’ in the form of
criminal behaviour on the one hand and mental disorder
on the other has a long and often contentious history.2,3

An understandable temptation in the face of such complex-
ity is to limit our ambit to the provision of treatment for
mental illness for those who happen to be in custody and
to leave the details of service systems and policy, as well
as the challenge of reducing recidivism, to others. In our
view this would be an abrogation of responsibility: to advo-
cate properly for our patients we need to confidently assert
that our skills and knowledge have applicability beyond the
narrow scope of providing treatment for individual patients.

People living with the challenges – commonly in com-
bination – of mental illness, addiction and neurodevelop-
mental disorders are significantly overrepresented in
criminal justice systems.4 This fact alone places an onus
on our profession to seek to improve such systems.
Furthermore, we would argue that there are at least two
core psychiatric skills that are especially relevant to the
thorny challenges posed by our failing criminal justice sys-
tems. These skills are certainly not unique to our profession,
but by dint of our training and experience tend to be well
developed among psychiatrists.

The first is the skill of applying balanced thinking:
adopting the flexibility of mind required to work with a
diversity of values.5 It is in the nature of our craft that we
are comfortable with grappling with competing interests,
grey areas and continua rather than simple dichotomies.
Such skills are crucial in the complex arena of criminal just-
ice, particularly when mental health issues are in play. The
systems in which justice-involved patients are embedded
are tasked with managing competing imperatives: care and
containment;6 risk management and recovery;7 punishment
and rehabilitation. The effective navigation of such systems
in a way that meets the ethical imperative to advocate for
our patients requires a capacity for nuance, self-reflection

and a comfort with paradox. A classic paper on the role of
isolation (‘wet’) cells in the management of prison suicide8

showed the value of such balanced thinking thus:

‘There is something profoundly repugnant about having to
place a suicidal prisoner in a wet cell, yet it is a practice
which within the constraints of current prison policy is sim-
ply unavoidable on occasion if concerns for patient safety are
paramount. To abstain from any willingness to apply such
coercive means in order to preserve my own sense of being
a benign figure free from any association with the oppressive
nature of the prison regime would be to abandon the pris-
oner/patient to the possibility of further despair and
hopelessness.’

Here, competing values of safety and autonomy are made
overt, showing reflection on both the psychiatrist’s own
core ethical values and the broader issues (including policy
constraints) at play. The capacity for such skilled values-
based thinking is at the heart of good psychiatric practice –
not just in ‘forensic’ spaces but more generally.

The second skill is the effective and pragmatic applica-
tion of the clinical process itself, in contexts where a range
of professionals from diverse agencies and with different
skills, values and responsibilities are addressing a particular
challenge. By ‘the clinical process’ we refer to the iterative,
quality improvement cycle whereby a comprehensive needs
assessment (based on clinical formulation and diagnosis)
underpins a range of carefully coordinated interventions, the
outcomes of which are systematically monitored before
needs are assessed again. Whether the problem at hand is
one of recovery from mental disorder in the narrow sense,
or rehabilitation after criminal offending, a similar process is
required. Such a process – simple in theory but invariably
challenging in practice – can be especially difficult to imple-
ment when working with justice-involved patients. Except
for that small subset of patients who are transferred away
from prisons into long-term hospital care, the application of
such a process in custodial settings tends to be stymied by:

• loss of continuity of care due to staffing changes and/or
abrupt prison transfer decisions

• role confusion between different agencies (what is
‘offender rehabilitation’ work and what is ‘mental health
treatment’?)

• constraints on information-sharing – even when patient
consent is given

• competing demands, such as political pressures to maxi-
mise the time that offenders spend incarcerated versus
the rehabilitative imperative to facilitate community
transition by way of a period of supervised community
living.

Both balanced thinking and the robust application of the
clinical process can play a key part in the reform of our crim-
inal justice systems, particularly as they affect people diag-
nosed with mental disorders. In outlining the relevance of
psychiatric skills to the justice reform agenda, a useful orga-
nising principle is to consider their potential role in crime
prevention. Although this clearly should never be the pri-
mary purpose of mental health services, the realpolitik is
that sustainable political and public support for funding of
services for justice-involved patients will be best secured
by demonstrable positive outcomes for public safety.
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Primary prevention of offending behaviour

Primary crime prevention – stopping the problem before it
happens – requires the addressing of factors that influence
the long-term likelihood of future offending. The role of
psychiatry in this space, as compared with social policy
interventions, is clearly limited. Nonetheless, given the
now strong evidence that adverse childhood experiences
are powerful risk factors for risk of future offending9 it fol-
lows that investment in perinatal psychiatry and in services
for children, adolescents and parents whose functioning is
affected by mental disorder can make a significant contribu-
tion to crime reduction at a population level.

Secondary prevention of offending behaviour

Secondary crime prevention addresses the needs of people
identified to be at elevated risk of criminal offending. It is
at this level that the role of psychiatry becomes more salient:
it is also where ‘turf wars’ within the profession and ideo-
logical tussles become most apparent.

Although it remains contested in some quarters, the
empirical evidence is now clear that, for a small but signifi-
cant subset of persons with mental illness, there is an asso-
ciated heightened risk of offending behaviour, in particular
violence.10 Furthermore, evidence is emerging11 that clinical
engagement of such patients is associated with reduced
reoffending risk. The reasons for this reduction are likely
to be complex but it is reasonable to assume that both ameli-
oration of symptoms and provision of supports to address
associated psychosocial impairments are involved.

It has long been noted, however, that this subset of high-
risk patients faces what John Gunn, writing nearly 50 years
ago, referred to as banishment pressure – the tendency of
mental health services to withdraw care – which he viewed
as ‘perhaps, the product of two forces: first stigma, but just
as important, fear in the face of inadequate skills and
resources’.12 Patients at risk of reoffending and of ‘banish-
ment’ are usually not difficult to identify. It does not require
specialist forensic assessors to determine that the common
combination of persistent psychotic symptoms, addiction
and personality dysfunction is grounds for concern.

When considering the skills and resources required to
adequately support patients with such a set of needs, we
must acknowledge that many, at least initially, will not read-
ily adopt the role of a help-seeking ‘consumer’, spontan-
eously seeking assistance for their distress. Rather, they
will often be in need of assertive, involuntary treatment
under mental health legislation. Pressure against the use
of involuntary treatment of mental illness, as part of such
assertive care, is now stronger than at any time in our pro-
fessional lives. Supported by policies and treaties at the
highest level13 it is now routinely asserted by academics
and policymakers that coercive care is ‘a failure of care’14

(p. 338). Such views are doubtless underpinned by entirely
legitimate values, including concerns regarding the trau-
matic impacts of involuntary treatment on many patients.
However, most psychiatrists continue to apply more
balanced thinking to this issue, arguing that account must
be taken of the full range of values and human rights
involved;15 this includes the right of suffering patients to

effective medical care, as well as the value of preserving pub-
lic (and staff) safety. The ongoing development of multidis-
ciplinary approaches to reduce coercive practices, to the
fullest extent feasible, will of course remain a key task.16

The growing demonisation of coercive care is, we
believe, directly relevant to the role of psychiatry in second-
ary prevention of offending. Systemic pressures against
involuntary treatment may lead to that subset of patients
who are at highest risk of offending being effectively
disbarred from access to proper care: banishment pressure
in action. Offending and incarceration are all too likely to
follow. This possibility was anticipated some time ago:17

‘it is difficult to see how force can be eliminated completely
from service provision when the well-being and safety of
patients, carers and the general public is at stake.
Paradoxically, the more health professionals withdraw from
assertive and involuntary treatment in the name of recovery,
the more likely that police and others operating outside the
mental health system will be called on to assume a coercive
role.’

We would agree: there is a real risk that well-intentioned
efforts to eliminate all coercion from mental healthcare
will inadvertently result in many of our most unwell patients
being criminalised as police and prison officers take on the
coercive role abrogated by clinical services. A key task for
psychiatrists in the years ahead will be to use our skills in
balanced, values-based thinking to advocate for the engage-
ment of complex and vulnerable patients in clinical care.

Ideally, access to service provision for such patients
would be determined by their clinical need, including their
need for therapeutic security. Unfortunately, the relevant
legislation in many jurisdictions does not allow for a flexible
approach to placement: generally, legal factors (such as judi-
cial determination of lack of criminal responsibility) deter-
mine which services are responsible, contrary to best
practice models of care.18 Where possible, psychiatrists can
advocate for service models based on clinical and security
needs, rather than entirely predicated on legal categories.
Even in such service models, however, treatment of most
patients at elevated risk of offending will be delivered by
general services rather than specialist forensic services.
With appropriate support, most such patients can be effect-
ively treated in general mental health services, rather than
being siloed into the forensic sector. The challenges of
stigma, fear and poor resourcing identified by Gunn, how-
ever, clearly remain. One way in which such challenges are
being addressed in the Australian State of Victoria is through
the creation of a small number of multidisciplinary forensic
assessment and consultation teams led by consultant foren-
sic psychiatrists but funded by and embedded within general
mental health services. Although not yet formally evaluated,
such services have been well-received and are going some
way to the development of a more functional continuum of
care for patients at elevated risk of criminal behaviour.
The core psychiatric skill of modelling the appropriate
balance between the values of risk reduction and patient
autonomy have been critical to their functioning. In add-
ition, having an embedded multidisciplinary team allows
for more than merely the production of risk assessments:
rather, there is a complete clinical process of assessment fol-
lowed by the treatment of unmet needs (at least some of

282

EDITORIAL

Carroll & Brett Jailing is failing

https://doi.org/10.1192/bjb.2024.8 Published online by Cambridge University Press

https://doi.org/10.1192/bjb.2024.8


which will be dynamic risk factors for offending) and itera-
tive reassessment.

Tertiary prevention of offending behaviour

Tertiary prevention refers to interventions that aim to
reduce the likelihood of reoffending in those who have
already committed a crime.

In courts that deal with minor offending, two broad types
of mental health service have developed: court liaison services
and therapeutic courts. Court liaison services assess people in
the courts with mental disorder and make recommendations
for ongoing management; this can include diversion to hospital
or community care. This type of work is usually acute with no
ongoing follow-up. Such services have been shown to reduce
the rates of imprisonment and appropriately divert offenders.19

Therapeutic mental health courts identify people with
mental disorder and provide management plans that the
court itself can monitor. Western Australia has a therapeutic
mental health court that has been operating for over a dec-
ade and is the only one of its kind in Australia. The service
model (the Mental Health Court Diversion and Support
Program) is based on evidence from similar initiatives
throughout the English-speaking world.20 Involvement is
voluntary and individuals stay on the programme for about
6 months, prior to formal criminal sentencing; successful
participation can improve sentencing outcomes, and hence
reduce the likelihood of imprisonment. Central to the pro-
gramme is a coordinated multidisciplinary, interagency
management plan implemented in collaboration with the
patient by a team led by a consultant forensic psychiatrist:
the ‘clinical process’ in action. The programme seeks to
address a broad range of unmet psychosocial needs, includ-
ing direct provision of psychiatric care before linking in with
general, community-based mental health services. It was ini-
tially a pilot programme but was made permanent after
demonstrating that its participants showed a reduction in
risk of offending and an improvement in mental health
and quality of life; cost savings to the public purse have
also been significant. This pragmatic attempt to ‘shut the
revolving door’ has thus been shown to be good for patients
and their families, and good for the community. At this level
of more minor offending at least, the criminal justice system
may allow rehabilitative values to largely override the con-
siderations of retributive justice.

For offenders at the more serious end of the spectrum,
where a period of incarceration is unavoidable, the value of a
significant period out of custody but under close supervision
as the final phase of a criminal sentence has long been recog-
nised. However, over the past decade, political imperatives
have made parole more difficult to achieve. Although the pol-
itical logic for this has been a supposed emphasis on prior-
itising the value of public safety, legal experts have noted:

‘the purpose of parole is to promote public safety by supervis-
ing and supporting the release and integration of prisoners
into the community, thereby minimising their risk of reof-
fending (in terms of both frequency and seriousness) while
on parole and after sentence completion’ (ch. 1, para. 1.16).21

Thus, denying parole, or cutting it so short as to render it
meaningless, may in the aggregate reduce public safety, not-
withstanding the inevitable fact that a small number of

offenders will reoffend while on parole. This conclusion is
likely to be all the more relevant where high-risk offenders
have an associated mental illness: the development of an
effective therapeutic alliance with a community mental
health service is much more likely to be achieved if estab-
lished during parole, when supervision from correctional
services can act alongside psychiatric services in a carefully
boundaried fashion.

For high-risk offenders with enduring mental illness
being supervised by community correctional services
(whether by virtue of parole or other court mandate), an
innovative programme – the Forensicare Serious Offender
Consultation Service – has been developed in Victoria.
This is led by a consultant forensic psychiatrist and works
alongside community corrections (with full consent of the
patient) to improve the delivery of mental health services.
Among other things, it produces forensic mental health
reports that assess clinical and psychosocial needs and facili-
tate referrals to general community mental health services.
Numbers are small but the signs are that such brokerage
has been valuable, tackling stigma and anxiety within both
mental health and correctional services.

At a process level, for serious offenders with complex
mental health needs, the core psychiatric skills of balancing
competing values and implementing a clinical process are
key to more effective tertiary prevention. If the primary
social value of prisons continues to be seen as the provision
of safe containment while a retributive sentence is served,
opportunities for benefit (both economic and social) will
continue to be missed; this is especially so for offenders
with an enduring mental illness. While retributive values
are prioritised, the systematic assessment of rehabilitative
needs (including those that might drive reoffending) and
attempts to address those needs will continue to be deferred
until close to ‘earliest release’ date. This is inconsistent with
any evidence-based approach to rehabilitation, potentially
allowing criminogenic factors such as dysfunctional coping
skills and poor capacity for self-management of mental ill-
ness to fester for years within the prison setting, and
hence become more entrenched. The success of jurisdictions
where imprisonment is seen as an opportunity for systemat-
ically planned rehabilitation from day one potentially points
to a better way.22

Conclusions

In 1968 the psychiatrist Karl Menninger wrote:

‘before we can diminish our sufferings from the ill controlled
aggressive assaults of fellow citizens, we must renounce the
philosophy of punishment, the obsolete, vengeful penal atti-
tude. In its place we would seek a comprehensive, construct-
ive social attitude – therapeutic in some instances,
restraining in some instances, but preventive in its total
social impact’23 (p. 280).

The ‘nothing works’ pessimism of the 1970s and ’80s,24 fol-
lowed by neo-liberal policies with a misplaced faith in the
supposed efficacy of punishment to reduce recidivism, led
to this aspiration being marginalised. The Justice Reform
Initiative embodies the return swing of the pendulum.
Irrespective of an insatiable public appetite for retributive
approaches to justice, the economic imperatives of our
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times mean that we can simply no longer afford to continue
with grossly inefficient punishment-oriented approaches
that are demonstrably ineffective.25

The challenges posed by criminal offending clearly
amount to far more than a ‘health’ problem. Nonetheless,
for a substantial subset of justice-involved people, the pro-
fession of psychiatry, applied through a public health/pre-
vention lens, can be a key element of public policy. Given
the simple fact that so many offenders have substantial men-
tal health problems it cannot be otherwise. Most import-
antly, this is not a specialist ‘forensic’ task: the bulk of the
work with mental health patients who offend or are at risk
of doing so will continue to be done by general psychiatrists.
We need to develop and evaluate a range of service models,
based on sound clinical processes. We need to robustly pro-
mote a balanced approach to the ethical challenges posed by
the vexed issue of involuntary treatment. Jailing is indeed
failing: we must not fail to be part of the solution.
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