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2. INTRODUCTION

This document is Volume 2 forming the report from the Prison Healthcare Advisory
Board, submitted on 14 December 2007. It supports Volume 1 which provides Ministers
with a report on the key issues regarding feasibility of transfer.

Volume 2 contains joint contributions on the key issues from members of the Board. It
provides supporting reference material and will be of value for future planning purposes,
should transfer of responsibility proceed.

A glossary of terms and acronyms used in this report has been included at the end of
this document.

3. PRISON HEALTHCARE ADVISORY BOARD

3.1 Role

Ministers expressed an interest in the transfer of responsibility for the healthcare of all
prisoners to the NHS. There are a number of legislative and operational issues to be
addressed before Ministers can decide whether or not they wish to proceed with transfer.
The Prison Healthcare Advisory Board has been established so that the NHS and SPS
can work through the issues in partnership and advise Ministers on the legislative,
operational and financial feasibility of transfer. Thereafter, Ministers will consider what
actions they would wish to take.

3.2 Remit

Specifically, on behalf of Scottish Ministers, the Prison Healthcare Advisory Board will:

e Work with SGLD, Health and Justice Departments to identify the legislative
framework and issues surrounding the transfer of Prison healthcare to the NHS
and to advise Ministers of the possibilities within the existing legislative
framework and any legislative changes that may be necessary

e Scope existing healthcare arrangements (including principles of health care) and
advise Ministers on the implications if healthcare were to transfer to the NHS

e Consider the HR issues for any staff who may need to transfer to NHS
employment and advise on issues and costs associated with transfer to NHS
terms and conditions

¢ Identify the workforce planning and development issues to ensure sustainability
of the services

e Develop a process for identifying existing unmet healthcare needs, and from that
advise on any additional funding that will be required by NHS Boards to meet
these obligations

e Advise on arrangements for 24 hour healthcare that are responsive and
sustainable locally and nationally

¢ Review the healthcare governance arrangements 1 clinical, staff and financial -
and identify risks and a risk management framework covering these
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e Develop a National Framework for Engagement which will set out a clear set of
parameters within which local NHS Boards and the Scottish Prison Service could
work to produce local implementation plans

¢ Recommend to Ministers a formula for budget allocation to Boards to support the
development of their local plans.

¢ If Ministers decide that transfer to the NHS is to proceed, future work streams to
be determined with appropriate joint programme management and
implementation arrangements.

3.3 Membership

The Prison Healthcare Advisory Board membership was as follows:

Chair: Elinor Smith, Non Executive Director NHS Greater Glasgow and Clyde and Non
Executive Director Scottish Prison Service

Scottish Prison Service:

Dr Andrew Fraser, Director of Health and Care: representing SPS Board

Moira McCulloch, Health Services Integration Manager: Programme Lead

Barbara Allison, HR Director: representing SPS Board

Willie Pretswell, Finance Director: representing SPS Board

Eric Murch, Prisons Partnerships and Commissioning Director: representing SPS Board
Stephen Swan, Deputy Director of Prisons: representing SPS Governors in Charge
Kenny Cassells and Mike Grattan: representing staff side SPS

NHS Scotland:

Anne Hawkins, Director of Greater Glasgow and Clyde Mental Health Partnership:
representing NHS Board Chief Executives

Professor Elizabeth Williams, Nurse Director: NHS Tayside: representing NHS Nurse
Directors

Dr Gareth Davies, Medical Director NHS Forth Valley: representing NHS Board Medical
Directors

Alan Gall, Director of Finance NHS Grampian: representing NHS Finance Directors
Patricia Leiser, Regional Workforce Director, West of Scotland : representing NHS HR
Directors

Dick Manson, Director National Development Projects, NSS: lead for wider NHS
including Health Department interests

Anne Thomson, Deputy Director RCN Scottish Partnership Forum: representing staff
side NHS

Scottish Executive Observers

Dr Mini Mishra SGHD 1 Senior Medical Officer: representing SGHD and working with
other Departments of the Scottish Executive

Valerie MacNiven Justice Department

The Advisory Board is able to co-opt other members and advisors as required.

The Prison Healthcare Advisory Board is accountable to:

The Health Department Board through Paul Gray, Director of Primary Care and
Community Care,

The Scottish Prison Services Board through Dr Andrew Fraser, Director of Health and
Care
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4. PRINCIPLES OF PRISON HEALTHCARE

4.1 Introduction

Health care in prison has historically been a service apart. The Scottish Prison Service
has borne the duty of general care, and specific duty of health care, in law since the
early 19th Century. More recent developments in policy and practice have highlighted
the disparity in approach to health care and general commitment to equivalence® in
health care, between patients on the inside and the outside. Whilst that equivalence has
been difficult to define and describe, given the different starting points, entitlements,
responsibilities and characteristics of the populations, the Advisory Board accepts the
general principle. The following section sets out further principles of health and care for
prisoners.

Principle of Equivalence

"Prisoners shall have access to the health serv  ices available in the country without discrimination
on the grounds of their legal situation” (Principle 9 of the UN (1990) Basic Principles for the
Treatment Prisoners) .

SPS Statement of Equivalence

Our aim is to ma ke available a range of health services for prisoners which are commensurate
with that available to the general population , Subject to the constraints that being in custody
imposes.

4.2 Basic Principles

Prisoners have the same right to health as everyone else (Coyle, WHO Health in Prisons
Guide 2007). This statement amplifies the WHO principle of health for all, and relevant
ECHR articles. More detail is contained in the Moscow Declaration on Prison Health as
Part of Public Health, 24 October 2003 (Annex 1).

Public health and public safety are dependent on effective prison health and support
services, especially in the areas of communicable disease and forensic mental illness.
This is the conclusion not only of policy commentators, but also the WHO Health in
Prisons Project. ECHR case law underpins the requirement of prisons to safeguard the
health of prisoners - for instance, the most recent case against the Home Secretary on
drug detoxification 2007.

Prisons have a commitment to promote the wellbeing of prisoners - ethical and
organisational aspects of prison CPT of the Council of Europe (1998).

4.3 European Prison Rules

First published in 1973 and revised in 2006, rules relating specifically to health and care
are 39-47. The following extract from Coyle 2007 links them in prose form with brief
commentary:

! See Glossary
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Rules specifically refer to the obligation of prison authorities to safeguard the health of all
prisoners (39) and the need for prison medical services to be organised in close
relationship with the general public health administration (40). Every prison is
recommended to have the services of at least one qualified general medical practitioner
and to have other personnel suitably trained in health care (41). Arrangements to
safeguard health care begin at the point of first admission, when prisoners are entitled to
have a medical examination (42), and continue throughout the course of detention (43).
The commentary to the European Prison Rules refers to some recent developments in
imprisonment with implications for health care. One is the increasing tendency for courts
to impose very long sentences, which increases the possibility that old prisoners may die
in prison. Related to this is the need to give proper and humane treatment to any
prisoner who is terminally ill. The Council of Europe (1998) has also made a
recommendation on the treatment of prisoners who are on hunger strike. In addition to
dealing with the health needs of individual prisoners, those responsible for prison health
are also recommended to inspect the general conditions of detention, including food,
water, hygiene, sanitation, heating, lighting and ventilation, as well as the suitability and
cleanliness of the prisoners' clothing and bedding (44). The European Prison Rules also
recommend making provision for prisoners who require specialist treatment (46) and
those who have mental health needs (47). (Andrew Coyle, WHO Health in Prisons
Guide 2007)

4.4 Principles and Frameworks of Practice

Several texts imply commitment of interests and groups of a political, managerial,
professional, group and individual nature. While most frameworks are international,
legislative and regulatory instruments have been developed closer to home in committing
statutory agencies to specific individual and joint responsibilities.

For politicians and policy makers, there is the need for recognition that prison, and prison
health care within, is an essential public service; that good prison health is integral to
good public health; and that good prison health care can contribute to the health of
communities and the public around the country.

For managers in health, social and offender services, including Prison Governors, there
is the requirement for a corporate and individual prison ethos of care and opportunity, to
access services, to achieve better health, and to be protected from hazards to health.
Services and staff in each service should have parity of esteem, of terms and conditions
of work, of access to information, and opportunities for staff professional development.

To health professionals, the prisoner or offender is primarily a patient. The first duty to
any prisoner who is their patient is clinical. Clinical decision-making and freedom of
action in the patient's interest should be unaffected by their status (UN Principles Against
Torture Inhuman or Degrading Treatment (1982)).

The International Council of Prison Medical Services confirmed this principle when it
agreed on the Oath of Athens (Prison Health Care Practitioners, 1979):

We, the health professionals who are working in prison settings, meeting in
Athens on September 10, 1979, hereby pledge, in keeping with the spirit of the
Oath of Hippocrates, that we shall endeavour to provide the best possible health
care for those who are incarcerated in prisons for whatever reasons, without
prejudice and within our respective professional ethics.

While this declaration of principle refers primarily to physicians, it applies equally to all
health professionals.

Partnership principles are of equal importance, particularly bearing on the Scottish
political and social policy landscape. These principles could encompass corporate
affairs, placing services in context and settings, multi-sectoral and multi-disciplinary
working.
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Health policy in custody should be integrated into and compatible with national health
policy (Council of Europe, 1998).

The reasons for this statement are many and act as much in favour of general public
health as for the individuals involved who are, for often very short periods, prisoners. A
series of practical measures are contained in the Moscow Declaration of WHO HiPP,
2004.

The SPS articulated its principles in a Mission Statement. The latter points are
particularly relevant to health and care:

Mission

The Mission Statement of the Scottish Prison Service is:

X to keep in custody those committed by the courts;

X to maintain good order in each prison;

X to care for prisoners with humanity;

X to provide prisoners with a range of opportunities to exercise personal

responsibility and to prepare for release; and

X to play a full role in the  integration  of offender management services.

Prison and health services should be equally committed to success in delivering general
health and care aims, as well as specific health service delivery. Good links, regular
relationships and problem-solving should be effective at every level.

Prison services are very aware of rights and entitlements, and these are relevant to
prisoners as much as corporate partners, alliances, prison staff and contractors. In the
same way, all parties bear responsibilities at corporate level in terms of governance, in
terms of accountability to the public and parliament by being clear about where duties
and responsibilities lie - equally in health care as in prison regimes, health professional
regulators, joint governance bodies and adjudication panels, Inspectorates and standard
setting bodies and, lastly, prisoners-patients' involvement are components too.

Delivering on these principles requires effective systems of governance, monitoring and
assurance, accountability and reporting.

45 Conclusion

Principles of health and care in prison are founded on UN Conventions, and European
declarations of varying sources, chiefly the Council of Europe. These principles are well-
founded in the statements and work of the Scottish Prison Service, its contractors and
health care partners, as it is in the NHS and its work for excluded groups, and for
prisoners through specialist services. While these principles are substantially met under
current arrangements, it remains a challenge to ensure and sustain standards of care
and health practice in modern circumstances and in full. Our long-term aim should be to
develop a measurable needs assessment system and governance framework that
identifies and assures equivalent health care and opportunity across prison walls.

Achieving these principles, in spirit as well as by the letter, will take further effort and is
more likely to be achievable when there is the fullest possible integration of or
collaboration between health, social and justice services.
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4.6 ANNEX 1 WHO Declaration
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Moscow, 24 October 2003  of Public Health
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Report of The Prison Healthcare Advisory Board

DECLARATION ON PRISON HEALTH AS
PART OF PUBLIC HEALTH

(ADOPTED IN MOSCOW ON 24 OCTOBER 2003)

The delegates present at the joint World Health Organization/Russian Federation International
Meeting on Prison Health and Public Health, held in Moscow on 23 and 24 October 2003, took
as the basis of their discussions the fundamental international standards relating to the need for
a close link between public health and the provision of health care to those in prison.

The guiding prindples for this Declaration are the following:
The International Covenant on Economic, Social and Cultural Rights (Article 12):

The States Parties to the present Covenant recognize the right of everyone to the enjoyment of
the highest atiainab le standard of physical and mental health.

United Nations Basic Principles for the Treatment of Prisoners, Principle 9:

Prisoners shall have access to the health services available in the country without discrimination
on the grounds of their legal situation.

United Nations Principles of Medical Ethics relevant to the Role of Health Personnel,
particularly Physicians, in the Protection of Prisoners and Detainees against Torture and Other
Cruel, Inhuman or Degrading Treatment or Punishment, Principle 1:

Health personnel, particularly physicians, charged with the medical care of prisoners and
detainees have a duty to provide them with protection of their physical and mental health and
treatment of disease of the same quality and standard as is afforded to those who are not
imprisoned or detained.

In addition, the delegates noted the Eleventh General Report on the activities of the European
Committee for the Prevention of Torture and Inhuman or Degrading Treatment or Punishment
(CPT) and its statement on state obligations to prisoners even in times of economic difficulty:

The CPT is aware that in periods of economic difficulties (...) sacrifices have to be made,
including in penitentiary establishments. However, regardless of the difficulties faced at any
given time, the act of depriving a person of his liberty always entails a duty of care which calls
Jor effective methods of prevention, screening, and treatment. Compliance with this duty by
public authorities is all the more important when it is a question of care required to treat life-
threatening diseases.

G:'DIMS'WIP'PREPHTML hipp-eutope_subdomain'hipp-europe'NEW S'Moscow Dedaration (English).doc
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Report of The Prison Healthcare Advisory Board

DECLARATION

Delegates at the International Meeting on Prisons and Health m Moscow on 23 and 24 October
2003, representing senior staff from prison and public health services across Europe, wish to

draw the attenfion of all countries in Europe to the essential need for close links or integration
between public health services and prison health. Delegates draw attention to the fact that these

problems are topical not only for penitentiary systems in European countries but also for the
whole global community. Delegates also noted previous statements made and mstruments
adopted by the United Nations and Council of Europe on the rights of prisoners.

In all countries of the world, it is people from the poorest and most marginalized sections of the
population who make up the bulk of those serving prison sentences, and many of them therefore
have diseases such as tuberculoss, sexually transmutted infections, HIV/AIDS and mental
disorders. These diseases are frequently diagnosed at a late stage. In addition, no country can
afford to ignore widespread precursors of disease in prisons such as overcrowding, inadequate
nutrition and unsatisfactory conditions.

Delegates noted that penitentiary health must be an integral part of the public health system of
any country. In this connection, it is necessary for both prison health and public health to bear
equal responsibility for health in prisons. The reasons for this are:

e Penitentiary populations contain an over-representation of members of the most
marginalized groups in society, people with poor health and chronic untreated conditions,

drugusers, the vulnerable and those who engage in risky activities such as injecting drugs
and commercial sex work.

¢ The movement of people already infected with or at high risk of disease to penitentiary
institutions and back into civil society without effective treatment and follow-up gives
rise to the risk of the spread of communicable diseases both within and beyond the
penitentiary system. Prevention and treatment responses must be based on scientific
evidence and on sound public health principles, with the mvolvement of the private
sector, nongovernmental or ganizations and the affected population.

e The living conditions in most prisons of the world are unhealthy. Overcrowding
violence, lack of light, fresh air and clean water, poor food and infection-spreading
activities such as tattoomg are common. Rates of mfection with tuberculosis, HIV and
hepatitis are much higher than in the general population.

The situation that has arisen in penitentiary systems in the majority of European countries calls
for a whole range of urgent measures to be carried out, aimed at preventing the spread of
diseases among defainees, carrying out vigorous information and education work among them
and providing them with the means of preventing diseases. The delegates recommended the

following as a basis for improving the health care of all detained people, protecting the health of
penitentiary personnel and contributing to the public health goals of every member government

in the European Region of WHO:

»  Member governments are recommended to develop close working links between the M inistry
of Health and the ministry responsible for the penitentiary system so as to ensure high
standards of treatment for detainees, protection for personnel, joint training of professionals

G:\DIMS'WTP'PREP HTML ‘hipp-curope_subdomain‘hipp-curope NEW S'Moscow Declaration (English).doc
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Report of The Prison Healthcare Advisory Board

in modern standards of disease control, high levels of professionalism amongst penitentiary
medical personnel, continuity of treatment between the penitentiary and outside society, and
unification of statistics.

* Member governments are recommended to ensure that all necessary health care for those
deprived of their liberty is provided to everyone free of charge.

* Public and penitentiary health systems are recommended to work together to ensure that
harm reduction becomes the guiding principle of policy on the prevention of HIV/AIDS and
hepatitis transmission in penitentiary systems.

* Public and penitentiary health systems are recommended to work together to ensure the early
detection of tuberculosis, its prompt and adequate treatment, and the prevention of
transmission in penitentiary systems.

* State authorities, civil and penitentiary medical services, international organizations and the
mass media are recommended to consolidate their efforts to develop and implement a
complex approach to tackle the dual infection of tuberculosis and HIV.

* Governmental organizations, civil and penitentiary medical services and international
organizations are recommended to promote their activities and consolidate their efforts in
order to achieve quality improvements in the provision of psychological and psychiatric
treatments to people who are imprisoned.

* Member governments are recommended to work to improve prison conditions so that the
minimum health requirements for light, air, space, water and nutrition are met.

* The WHO Regional Office for Europe is recommended to ensure that all its specialist
departments and country officers take account in their work of the health care needs and

problems of penitentiary systems and develop and coordinate activities to improve the health
of detainees.

3\ DIMS'WIP'PREP HTML hipp-eutope_subdomain‘hipp-europe WEW S'Moscow Declaration (English).doc

14 December 2007 T 137 Volume 2 of 2






