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JUSTICE COMMITTEE 

SECURE CARE PLACES FOR CHILDREN AND YOUNG PEOPLE IN SCOTLAND 

SUBMISSION FROM FORENSIC NETWORK 

In responding to this inquiry the Forensic Mental Health Services Managed Care Network 

(Forensic Network) have sought input from Responsible Medical Officers inputting in to 

HMP&YOI Polmont and medical professionals working in the development of a National 

Secure Adolescent Service (Forensic Child and Adolescent Mental Health service) for 

Scotland. The full business case for this service development is due to be submitted to 

Scottish Government in July 2019.  

The responses have been structured under the questions asked in the original email.  

1. What is the current provision of secure accommodation in Scotland?  
In July 2018 there were 84 beds across 5 secure units (plus 6 ―emergency‖ or ―respite‖ 
short term beds across all except Edinburgh service)1: 

 

Secure service Location NHS Board Area Capacity 

Edinburgh Secure Edinburgh Lothian 6 

Rossie Montrose Tayside 18 

Kibble Paisley NHS Greater Glasgow & Clyde 18 

Good Shepherd Bishopton NHS Greater Glasgow & Clyde 18 

St Mary’s Bishopbriggs NHS Greater Glasgow & Clyde  24 

 
Following the ―SOFI‖ Report2, there was a targeted reduction in secure care beds in 
Scotland, with the aim of diverting resources to community alternatives to secure 
accommodation. 
 
2. What is the current level of cross-border placements in secure care units? 
Scottish secure care services have always accommodated small numbers of children from 
out with Scotland (for example, Northern Ireland and Republic of Ireland).  
 
In recent years, there has been significant increase in the number of children from England 
placed within Scottish services. In 2017-18, of 81 average number of residents, 36 were 
from out with Scotland.  

                                            
1 Children’s social work statistics 2017-18 
https://www.gov.scot/publications/childrens-social-work-statistics-2017-2018/ 
 
2 Securing our Future Initiative (2009): A Way Forward for Scotland’s Secure Estate. 
Scottish Government 
https://www2.gov.scot/Publications/2009/04/23163903/1 
 

https://www.gov.scot/publications/childrens-social-work-statistics-2017-2018/
https://www2.gov.scot/Publications/2009/04/23163903/1
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This increase is despite no reduction in numbers of secure beds available in England and 
Wales. (No data is available on numbers of children in English or Welsh units from other 
parts of the UK). 
 
Reasons for this recent significant reduction in the use of secure care beds in Scotland by 
Scottish children are unclear. It would be important to evidence how the needs of Scottish 
children are being met by alternative provision. 
 
3. What are your views on the structure, funding and sustainability of the secure 

care units in Scotland?  
Secure accommodation is a necessary part of the spectrum of residential care services in 
Scotland. It provides essential, life-saving care for the small number of children who present 
significant risk of harm toward themselves or others. It also provides a child-centred 
alternative to custody for young people. The findings of the SOFI Report have been 
implemented and there has been further excellent work to design the future of secure care 
in Scotland. Referring authorities need to be committed to supporting secure 
accommodation providers in continuing their invaluable work. 
 
Intensive specialist services are necessarily high cost, high risk. The commissioning and 
procurement model need to be robust and reliable to support and sustain them in the longer 
term. This would require commitment and shared vision from across all referring authorities. 
A sustainable model would ensure that children from across Scotland have equity of access 
to secure accommodation. Ideally, a national commissioning model with risk share across 
all local authorities. 
 
4. What are your views on the development of services and training at HMP&YOI 

Polmont?  
All staff within HMP&YOI Polmont are trained in the Talk-to-me suicide prevention strategy 
and there appears to be a good understanding of mental health problems. However, due to 
staff sickness and vacancies the mental health team is functioning on a day-to-day basis 
with fewer nursing staff than optimal. The use of agency nurses has eased this pressure but 
without substantive staff in post, staff service development is limited. In recent years, there 
have been no multidisciplinary Mental Health Team meetings. Previously there were 
meetings chaired by the Deputy Governor every two weeks and attended by the wider 
multi-disciplinary team; mental health nursing staff, chaplaincy, social work, prison officers, 
psychiatry, psychology, and drug and alcohol agencies. These meetings were valuable in 
terms of information sharing, coordination of services and providing a person-centred 
approach to care.  
 
Similarly, psychiatry used to provide training to the nursing staff on a fortnightly basis, 
latterly using the New to Forensic Mental Health Teaching program. This has not been 
possible in recent years due to the lack of protected time for nursing staff and the high 
turnover of nursing staff in the team. This instability has made coordination of the service 
challenging and resulted in lower than desirable continuity of care.  
 
Despite these severe limitations, staff within post appeared motivated to provide a high 
standard of patient care and HMP&YOI Polmont has employed a specialist nurse to 
Learning Disabilities to fill a recognised service need. 
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5. How does HMP&YOI Polmont interact with secure care units in Scotland in terms 

of the transfer of young people in custody?   

The psychiatrists consulted reported having limited experience of this, however it was 

advised that there is no specific handover from secure units to psychiatry, which would be 

desirable. There is no knowledge of what other handovers might be in place for other 

disciplines.  

 
6. How has the NHS/Scottish Prison Service developed youth mental health and 

wellbeing strategy in secure care units or in prison custody?  
Children in secure care have elevated levels of mental disorders. They are often 
accommodated due to unmet need within their community of origin, such as around self- 
injury and addictions3. Secure care providers have variable levels of ―in house‖ mental 
health provision, notably nursing and psychology, to support assessment and management 
of complex, high risk behaviours. 
 
Local NHS specialist mental health services (Child and Adolescent Mental Health Services; 
CAMHS) provide assessment and treatment to children in secure care on the same basis 
as for any other child resident within their area. Efforts have been made to provide NHS in 
reach to secure services whilst ensuring equity of access to CAMHS for all patients in each 
locality (including children who are subject to community-based alternatives to secure care) 
– at a time when rate of referrals to CAMHS continues to rise. Where children’s health 
needs cannot be safely or effectively managed in secure accommodation, arrangements 
are made for their treatment in local NHS hospitals. This presents challenges due to the 
lack of secure inpatient provision for under 18’s in Scotland – which will be partly met 
through development of the proposed new national secure adolescent service. Throughout 
this national development, consideration has been given to increasing capacity of effective 
care pathways across the whole system – including community and inpatient CAMHS. 
 
The distribution of secure accommodation presents challenges in this regard (Rossie is in 
Angus, which has a small local CAMHS team; Glasgow & Clyde have the majority of secure 
beds in their area). Increasing numbers of children placed from out with Scotland adds to 
complexity of managing NHS care across dispersed and unfamiliar multi-agency systems. 
 
7. How are Scotland’s international human rights obligations under the UN 

Convention on the Rights of the Child being met in relation secure care units and 
HMP&YOI Polmont? 

Secure accommodation is the most intensive and restrictive form of alternative residential 
childcare available. Scottish children’s legislation which allows securing of children has their 
welfare enshrined as a core principle. Similarly, where NHS provides treatment for children 
in secure care, mental health legislation is used which has children’s rights embedded in its 
principles. 
  

                                            
3 Hales, H et al (2018) Census of young people in secure settings on 14 September 2016: 
characteristics, needs and pathways of care St George’s, University of London / Central & 
North West London NHS Foundation Trust 
https://www.england.nhs.uk/wp-content/uploads/2018/10/secure-settings-for-young-people-
a-national-scoping-exercise-paper-2-census-report.pdf 

https://www.england.nhs.uk/wp-content/uploads/2018/10/secure-settings-for-young-people-a-national-scoping-exercise-paper-2-census-report.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/10/secure-settings-for-young-people-a-national-scoping-exercise-paper-2-census-report.pdf
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Over recent years, considerable work has gone into ensuring that secure care is provided in 
keeping with international human rights obligations. The Mental Welfare Commission has 
worked with the Care Inspectorate to ensure that the rights of access of secure young 
people to mental health care are met4. Efforts of the Secure Care Project to involve care 
experienced young people in designing the future of secure care pathways is to be 
commended5. 
 
8. What are your views on the work of the expert review of mental health and 

wellbeing for younger people in custody?  
This expert review is timely and welcomed. We look forward to reading the report and 
supporting colleagues across NHS and other services in implementing its 
recommendations. 
 
9. Any other issues you may wish to comment on in relation to mental health care 

provision and secure care and HMP&YOI Polmont? 
 
Mental Health Provision for Young People 
Children who are in secure accommodation and HMP&YOI Polmont should have equity of 
access to specialist mental health care compared to patients who are not in locked facilities.  
The expert review will inform need for any developments in input to HMP&YOI Polmont. 
Local CAMHS teams which provide community in reach to secure accommodation need 
enhanced capacity so that they have skills and resources to meet the complex needs of the 
residents. 
 
Importantly, all CAMH services also need capacity to manage children ―on the edges‖ of 
secure care, in keeping with Action 5 of the Mental Health Strategy 2017-27. This would 
require development of dedicated provision of intensive, skilled community teams and/or 
function (such as Forensic CAMHS), accessible across all urban and remote/rural settings. 
As for other highly specialist CAMHS, such services are best developed regionally and 
provided locally with partner agencies. 
 
It is possible that some children are in secure accommodation who might be better treated 
in hospital. This would be the case for patients with mental illness who require 24-hour 
nursing care and supervision. However, other children have severe emotional and 
behaviour problems, which respond better to a social care and education model. 
 
In this regard it is important to consider the impact of the continuing reduction in admissions 
of Scottish children to secure care placements. More detailed research would need to be 
undertaken to evidence that their needs are being more appropriately met through 

                                            
4 Mental Welfare Commission for Scotland (2014) Visit and monitoring report. Visits to 
young people in secure care settings. MWCScot 
https://www.mwcscot.org.uk/media/203241/visits_to_young_people_in_secure_care_settin
gs_final.pdf 
 
5 Gough, A. (2016) Secure Care in Scotland. Looking Ahead. Key messages and call for 
action Centre for Youth & Criminal Justice 
https://cycj.org.uk/wp-content/uploads/2016/10/Secure-Care-in-Scotland-Looking-
Ahead.pdf 
 

https://www.mwcscot.org.uk/media/203241/visits_to_young_people_in_secure_care_settings_final.pdf
https://www.mwcscot.org.uk/media/203241/visits_to_young_people_in_secure_care_settings_final.pdf
https://cycj.org.uk/wp-content/uploads/2016/10/Secure-Care-in-Scotland-Looking-Ahead.pdf
https://cycj.org.uk/wp-content/uploads/2016/10/Secure-Care-in-Scotland-Looking-Ahead.pdf
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community alternatives across Scotland. One risk may be that their problems may be overly 
medicalised and children admitted to hospitals instead, including locked adult wards.  
The excellent work undertaken by the Mental Welfare Commission for Scotland to monitor 
admissions of children to non-specialist settings and compulsory treatment should be 
supported to evaluate this potential impact. 
 
Mental Health Provision for Young People in HMP&YOI Polmont  
At present, the mental health team in HMP&YOI Polmont has only one consistent member 
of mental health nursing staff, due to high staff turnover and sickness. This has also been 
impacted on by management changes, which have frequently lead to alterations in team 
function and coordination without consultation with the wider staff team. An example of this 
is the clinical hand over to psychiatry at the beginning of each clinic, which was stopped for 
approximately one year due to the scheduling of another meeting by health care managers 
at the same time. Currently the hand overs are not consistently completed due to the 
shortage of mental health nurses. Nursing staff shortages have also resulted in an 
inconsistent approach to patient follow-up, with patients not always receiving psychiatry 
recommended input and any input received not always following clinical urgency or being 
documented correctly. 
 
Transfers between HMP&YOI Polmont and Secure Inpatient Psychiatric Settings for 
females 
Transfers between HMP&YOI Polmont and secure inpatient psychiatric settings can be 
extremely difficult, particularly for young females in custody. These difficulties are likely due 
to a combination of their age, sex, forensic needs and the provisions currently provided 
across Scotland for this. Intensive Psychiatric Care Unit (IPCU) female provision is limited 
across the estate and there is no centralised system for identifying NHS Boards with an 
empty beds, In addition, different IPCUs have different methods and criteria for approving 
admissions rather than a consistent policy.  
 
The Forensic Network have recently completed work on pathways through the forensic 
mental health female estate, covering community, low, medium and high secure services, 
though not specifically covering IPCU input. The recommendations from this work have 
been submitted to NHS Chief Executives and a report has been submitted to Scottish 
Government outlining recommendations for improving access for females to forensic mental 
health services within their NHS regions. 
 
Additional Information: Prevalence of Attention Deficit Hyperactivity Disorder 
Randomised Control Trial & Proposed Service Development 
Since 2014 the University of Edinburgh, in conjunction with the Forensic Network and 
Scottish Prison Service, have been involved in research at HMP&YOI Polmont aimed at the 
recognition and treatment of Attention Deficit Hyperactivity Disorder (ADHD) within custody.  
 
In 2014 the University of Edinburgh undertook a screening study in order to the ascertain 
ADHD prevalence in HMP&YOI Polmont. All males were offered the opportunity to 
participate, with 321 of 389 young people choosing to do so (participate rate of 82.5%). 80 
of the 321 reported a previous diagnosis of ADHD (25%) which is far higher than the 
population prevalence of around 5%. Interestingly, only 10 young people in this group were 
currently on medication for ADHD (12.5%). 42% of the 321 who completed the 
questionnaires scored above threshold for current symptoms of ADHD on the ASRS 
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screener and 66% scored positive for childhood symptoms of ADHD on the Wender Utah 
Rating Scale. 
 
The CIAO-II study, which started in 2016, recruited 200 male young people in custody to an 
8 week randomised control trial of slow release methylphenidate vs placebo across two 
sites, HMP&YOI ISIS and HMP&YOI Polmont. All males in HMP&YOI ISIS and HMP&YOI 
Polmont (16-21) with 6 months or more left to serve within custody have been offered 
screening for ADHD, and if found to suffer from the disorder after full diagnostic 
assessment, have been offered the opportunity to participate in the trial. In all since Nov 
2016 the team at HMP&YOI Polmont have screened 454 young people, undertaken full 
diagnostic assessment on 221 of whom 103 have been diagnosed with ADHD. Of these 
200 have chosen and been eligible to participate in the trial. For those who have 
participated, follow up, including ongoing prescriptions for ADHD medication and help to 
obtain medication on leaving custody, has been offered.  
 
Both projects would not have been possible without the ongoing support from the Scottish 
Prison Service and NHS Mental Health Team within HMP&YOI Polmont. As the CIAO-II 
Study finishes, the NHS Mental Health Team at HMP&YOI Polmont are engaged in 
considering services for young people with ADHD within HMP&YOI Polmont and the 
attached service proposal (appendix 1) has been developed. It is hoped that recognition 
and treatment of this disorder will improve outcomes for young people both within the 
custody environment and as they move on from HMP&YOI Polmont. 
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Appendix 1: Service Proposal 

Services for Attention Deficit Hyperactivity Disorder in HMYOI Polmont 

 

Recommendations from the ADHD Randomised Controlled Trial Research Team 

 

Authors 

Professor Lindsay Thomson, University of Edinburgh 

Dr Sheila Howitt, The State Hospital 

Laura Giannulli, University of Edinburgh 

 

14th May 2019 

 

Situation 

Attention Deficit Hyperactivity Disorder (ADHD) is a neurodevelopmental disorder with three core 

symptom domains, inattention, hyperactivity and impulsivity which are recognised to cause 

impairment in education, employment and social functioning. The prevalence of ADHD has been 

reported at between 25-45% in the prison population 1 and it is known to be underdiagnosed within 

the child and adolescent population in Scotland.2 It has been hypothesised to be a contributing 

factor in criminal behaviours and a recent study of 25,656 patients with ADHD found that medication 

reduced criminality significantly.3 There has been one small Randomised Controlled Trial of 

Methylphenidate (a stimulant medication) treatment of adult male prisoners with ADHD to date 

which found improved global functioning and reduced symptoms.3 Due to concerns around drug 

misuse there is currently reluctance to prescribe ADHD medications in prison and a recent NICE 

update stated that further studies in the UK are needed to evaluate the long term effects of ADHD 

treatment in prison- populations of male and female adults and young offenders.4 

 

Across Scottish prisons the diagnosis and treatment of ADHD is the responsibility of individual 

prison mental health teams and traditionally this has meant that those entering custody whilst 

prescribed ADHD medication would see their medication continued but those presenting to 

psychiatric services with ADHD symptoms for the first time would be unlikely to receive a diagnosis 

and those with a previous diagnosis but a gap in the prescription of treatment were unlikely to have 

this recommenced. Hypotheses regarding the reasons for this include lack of knowledge and 

training regarding ADHD, comorbidities including substance misuse complicating diagnosis, 

offenders with ADHD struggling to consistently attend appointments, reluctance to prescribe 

stimulant medication and staff resource.  
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As a precursor to the study in 2014 the University of Edinburgh undertook a screening study in 

order to the ascertain ADHD prevalence in HMYOI Polmont. All male Young Offenders were offered 

the opportunity to participate with 321 of 389 Young Offender’s choosing to do so (participate rate of 

82.5%). 80 of the 321 reported a previous diagnosis of ADHD (25%) which is far higher than the 

population prevalence of around 5%. Interestingly only 10 young people in this group were currently 

on medication for ADHD (12.5%). 42% of the 321 who completed the questionnaires scored above 

threshold for current symptoms of ADHD on the ASRS screener and 66% scored positive for 

childhood symptoms of ADHD on the Wender Utah Rating Scale. In light of our findings we 

collaborated with King’s College London to design and apply for a placebo controlled randomised 

control trial of ADHD medication and this was initiated in November 2016. 

Background 

The CIAO-II study which started in 2016 aimed to recruit 200 male young offenders to an 8 week 

randomised control trial of slow release methylphenidate vs placebo across two sites, HMYOI ISIS 

and HMOYOI Polmont. All male young offenders with 6 months or more left to serve within custody 

have been offered screening for ADHD, and if found to suffer from the disorder after full diagnostic 

assessment, have been offered the opportunity to participate in the trial. In all since Nov 2016 the 

team at Polmont have screened 454 offenders, undertaken full diagnostic assessment on 221 of 

whom 103 have been diagnosed with ADHD.  Of these 85 have chosen and been eligible to 

participate in the trial. For those who have participated follow up, including ongoing prescriptions for 

ADHD medication and help to obtain medication on leaving custody, has been offered.  

 

The research team reached their recruitment target on 2 April 2019 and once the final cohort have 

completed the study and stabilised on follow-up medication the research team will withdraw from 

HMYOI Polmont. This paper aims to outline the work completed to date, the clinical need for 

diagnosis and treatment of ADHD, and to outline our recommendations for the delivery of an ADHD 

service within HMYOI Polmont.  

 

Assessment 

Over the last four years we have received invaluable support and worked collaboratively with both 

SPS and NHS Forth Valley staff. As our team prepare to withdraw from HMYOI Polmont at the end 

of the research trial we are cognisant that given the approved recognition of Adult ADHD there is a 

need to consider the provision of service after completion of the trial. It is our view that all YO’s 

entering custody in HMYOI Polmont should be screened far ADHD and offered treatment if 

appropriate. For many young offenders the presentation of ADHD can be complicated by substance 

misuse and chaotic behaviours so time within custody may offer a relative period of stability in which 

to assess and treat the disorder. From our experience working in the trial we would note that this 
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population can struggle to attend regular appointments and to remain compliant with medication so 

may require additional support. 

 

Recommendations 

I. NHS Forth Valley should establish a service for the diagnosis and treatment of 

ADHD in Polmont YOI. 

This should include: 

1. Identification of a Mental Health Team member to coordinate ADHD care, to maintain 

expertise and to ensure that physical monitoring for stimulant medication is conducted.  

 

2. Training of Polmont healthcare staff by the research team prior to its withdrawal from 

Polmont YOI, on the diagnosis and management of Adult ADHD. 

 

3. The following pathway as guidance for the diagnosis and treatment of ADHD in HMYOI 

Polmont: 

 

3.1  All Young Offenders admitted to HMYOI Polmont should be offered screening for adult 

ADHD. Having utilised a range of different screening questionnaires in this population we 

would recommend the Barkley Adult ADHD Rating Scale-IV (BAARS-IV) Self-report as 

being quick (~5minutes to administer), easy to utilise and most language appropriate to 

this population. Due to low literacy levels at Polmont it is likely most YO would require 

some assistance to complete this, with the administrator reading out each question to the 

participant. See Appendix 1. 

3.2 Patients with a diagnosis of ADHD who are established on treatment should continue 

this from the point of admission and should be reviewed by the Mental Health Team to 

ensure optimal use of medication in the control of ADHD symptoms and impairments 

3.3 Young Offenders who screen positive for ADHD should be invited for review by the 

mental health team. This should involve review of the symptoms and impairments of 

ADHD by a clinician with training in the diagnosis of ADHD. In addition, a collateral 

history should always be sought, ideally from a family member but where this is not 

possible then from a hall officer or member of the education team.   

3.4 If the DIVA is positive or not utilised, the diagnosis of Adult ADHD should be confirmed 

by a psychiatrist and a routine psychiatric clerking completed. 

3.5 If Adult ADHD is confirmed by psychiatrist, treatment options will be guided by length of 

time left in custody, history of substance misuse and patient preference. 

 If the patient is likely to be liberated with 6 weeks this would not allow time for an 

adequate trial of medication within Polmont and the participant should be provided 



  REF NO. J/S5/19/SCCYP/4 

10 

with a letter to give to their General Practitioner on discharge advising of the 

diagnosis and recommending a referral to community mental health services.  

 If the patient is likely to remain in custody for more than six weeks a treatment trial 

with either Methylphenidate MR, Lisdexamfetamine or Atomoxetine should be 

offered. The respective benefits and drawbacks of both medication options should be 

discussed and appropriate physical monitoring instigated as per BNF. This is a 

complex discussion and will be patient specific but the Table 1 below may be helpful 

as a guide. 

 

Table 1. ADHD Medication Choice 

Medication Type Methylphenidate MR  Lisdexamfetamine  Non-stimulant ie. 

Atomoxetine 

Controlled drug 

status 

Controlled drug, therefore 

Young Offender unable to 

have in own possession 

and may complicate 

access on release 

Controlled drug, therefore 

Young Offender unable to 

have in own possession 

and may complicate 

access on release 

Non-controlled drugs 

therefore Young Offender 

may have in possession if 

no concerns.  

Length of time to 

therapeutic effect 

Days-weeks Days-weeks 4-6 weeks 

Titration Concerta XL initially 18mg 

one daily increased in 

steps of 18mg weekly 

according to response and 

side-effects. Max dose 

108mg daily. 

Lisdexamfetamine initially 

30mg once daily, 

increased in steps of 

20mg every week if 

required. Max 70mg daily 

Initially 40mg daily for 7 

days then increased 

according to response to 

maintainednce 80—100mg 

daily. Max dose 120mg per 

day 

Contraindication Anorexia Nervosa, 

arrhythmias, 

cardiomyopathy, 

cardiovascular disease, 

cerebrovascular disorders, 

heart failure, 

hyperthyroidism, 

psychosis, 

phaeochromocytoma, 

severe depression, severe 

Advanced 

arteriosclerosis; agitated 

states; hyperthyroidism; 

moderate 

hypertension; severe 

hypertension; symptomati

c cardiovascular disease 

Phaeochromocytoma, 

severe cardiovascular 

disease, severe 

cerebrovascular disease. 
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hypertension, structural 

cardiac abnormalities, 

suicidal ideation, 

uncontrolled bipolar 

disorder, vasculitis  

Cautions QT interval prolongation, 

aggressive behaviour, 

cerebrovascular disease, 

emotional lability, history of 

seizures, hostility, 

hypertension, mania, 

psychosis, structural 

cardiac abnormalities,  

susceptibility to angle-

closure glaucoma, 

tachycardia.  

Bipolar disorder; history 

of cardiovascular 

disease; history of 

substance abuse; may 

lower seizure threshold 

(discontinue if seizures 

occur); psychotic 

disorders; susceptibility to 

angle-closure 

glaucoma; tics; Tourette 

syndrome 

Agitation, alcohol 

dependence, anxiety, drug 

dependence, epilepsy, 

family susceptibility to 

angle-closure glaucoma, 

history of tourettes, tics 

Monitoring  Pulse, blood pressure, 

psychiatric symptoms, 

appetite, weight and height 

should be recorded at 

initiation of therapy, 

following each dose 

adjustment, and at least 

every 6 months thereafter.  

Pulse, blood pressure, 

and for psychiatric 

symptoms before 

treatment initiation, 

following each dose 

adjustment, and at least 

every 6 months thereafter 

Pulse, blood pressure, 

psychiatric symptoms, 

appetite, weight and height 

should be recorded at 

initiation of therapy, 

following each dose 

adjustment, and at least 

every 6 months thereafter. 

Monitor for appearance or 

worsening of anxiety, 

depression or tics.  

 

o For ADHD offenders due to be released, the mental health team should contact their 

General Practitioners to inform them of the diagnosis and any ongoing treatment. Where the 

YO is not registered with a GP, the mental health team should provide the YO with a letter 

detailing the diagnosis and suggested treatment to be handed in to the Health Centre the 

YO registers with on release. It should provide contact details for the Polmont mental health 

team should the GP wish for more details. Utilising this method a number of General 

Practitioners contacted the research team and we would recommend this model to the 

healthcare team going forward.  
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o This letter to the GP should contain the following information: 

 Diagnosis 

 Treatment 

 Confirmation of specialist supervision for treatment to that point 

 Reference to the need for ongoing specialist supervision and a shared care 

protocol for adult ADHD in the community. 

 Recommendation that GP refers to appropriate secondary care services 

using agreed local ADHD pathway if one exists. 

 

II. Scottish Prison Service 

1. The research team will offer to deliver ADHD education sessions to SPS staff in Polmont 

YOI.  

 

III. NHS and SPS 

1. The research team will communicate the results of the study to both organisations when 

available, and will consider any further recommendations in light of these. 

 

References 

1. Ginsberg, Y. & Lindefors, N. (2012). Methylphenidate treatment of adult male prison inmates with 

attention-deficit hyperactivity disorder: randomised double-blind placebo controlled trial with open-

label extension. British Journal of Psychiatry, 200: 68-73 

2. Quality Improvement Scotland (2007). ADHD-Services Over Scotland-Report of the Service 

Profiling Exercise. 

3. Lichtenstein, P., Halldner, L., & Zettergvist, J. et al. (2012). Medication for attention deficit-

hyperactivity disorder and criminality. New England Journal of Medicine 367 (21): 2006-14 

4. National Institute for Health and Care Excellence. (2018). Attention Deficit Hyperactivity Disorder: 

Diagnosis and Management. 

Appendix 1 

  
CURRENT BEHAVIOUR SCALE – SELF-REPORT (Barkley ADHD) 

 

Instructions 
 

Please circle the number next to each item that best describes your behaviour 
DURING THE PAST 6 MONTHS 
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Items: Never or 
Rarely 

Sometimes 
 

Often Very 
Often 

1.  Fail to give close attention to details or make 
careless mistakes in my work 
 

0 1 2 3 

2.  Fidget with hands or feet or squirm in seat 
 

0 1 2 3 

3.  Have difficulty sustaining my attention in tasks 
or fun activities 
 

0 1 2 3 

4.  Leave my seat in situations in which sitting is 
expected 
 

0 1 2 3 

5.  Don’t listen when spoken to directly 
 

0 1 2 3 

6.  Feel restless 
 

0 1 2 3 

7.  Don’t follow through on instructions and fail to 
finish work 
 

0 1 2 3 

8.  Have difficulty engaging in leisure activities or 
doing fun things quietly 
 

0 1 2 3 

9.  Have difficulty organising tasks and activities 0 1 2 3 

10.  Feel ―on the go‖ or ―driven by a motor‖ 
 

0 1 2 3 

11.  Avoid, dislike, or am reluctant to engage in work 
that requires sustained mental effort 
 

0 1 2 3 

12.  Talk excessively 
 

0 1 2 3 

13.  Lose things necessary for tasks or activities 
 

0 1 2 3 

14.  Blurt out answers before questions have been 
completed 
 

0 1 2 3 

15.  Easily distracted 
 

0 1 2 3 

16.  Have difficulty awaiting turn 
 

0 1 2 3 

17.  Forgetful in daily activities 
 

0 1 2 3 

18.  Interrupt or intrude on others 
 

0 1 2 3 
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	Attention Deficit Hyperactivity Disorder (ADHD) is a neurodevelopmental disorder with three core symptom domains, inattention, hyperactivity and impulsivity which are recognised to cause impairment in education, employment and social functioning. The ...
	Across Scottish prisons the diagnosis and treatment of ADHD is the responsibility of individual prison mental health teams and traditionally this has meant that those entering custody whilst prescribed ADHD medication would see their medication contin...
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	The CIAO-II study which started in 2016 aimed to recruit 200 male young offenders to an 8 week randomised control trial of slow release methylphenidate vs placebo across two sites, HMYOI ISIS and HMOYOI Polmont. All male young offenders with 6 months ...
	The research team reached their recruitment target on 2 April 2019 and once the final cohort have completed the study and stabilised on follow-up medication the research team will withdraw from HMYOI Polmont. This paper aims to outline the work comple...
	Assessment
	Over the last four years we have received invaluable support and worked collaboratively with both SPS and NHS Forth Valley staff. As our team prepare to withdraw from HMYOI Polmont at the end of the research trial we are cognisant that given the appro...
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	If the patient is likely to be liberated with 6 weeks this would not allow time for an adequate trial of medication within Polmont and the participant should be provided with a letter to give to their General Practitioner on discharge advising of the dia
	If the patient is likely to remain in custody for more than six weeks a treatment trial with either Methylphenidate MR, Lisdexamfetamine or Atomoxetine should be offered. The respective benefits and drawbacks of both medication options should be discusse
	Table 1. ADHD Medication Choice
	o For ADHD offenders due to be released, the mental health team should contact their General Practitioners to inform them of the diagnosis and any ongoing treatment. Where the YO is not registered with a GP, the mental health team should provide the YO wit
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