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Aims and method Community forensic mental health services (CFMHS) in England
were developed to reduce reliance on hospital care for this population, but provision
varies. It is unclear whether standard setting work has increased consistency.
Freedom of information requests were therefore sent to 50 National Health Service
Trusts in England, to examine the population, staffing, treatment provision and
organisation of CFMHS.

Results Data were provided for 32 CFMHS, of which 59% were part of secure
hospital-based services and 41% were standalone services working in parallel with
general services. There was variation in aspects including professional composition,
functions, the settings from where CFMHS accept referrals and long-term approach
to patients subject to special restrictions under the Mental Health Act 1983.

Clinical implications CFMHS continue to vary, especially in their interface with
services other than forensic hospitals. This may impede standard setting and
empirical evaluation. Different approaches to centralising oversight may be needed
for standardisation.
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Forensic mental health services provide specialist treatment
to people who pose a serious risk of harm to others in the
context of a mental disorder.! The treatment pathway in the
UK is based around the secure hospital system, where
treatment is provided in low-, medium- and high-secure
settings for people detained under civil or criminal proceed-
ings parts of the Mental Health Act 1983.! The pathway is
complex and interfaces with many other services.

In England, community forensic mental health services
(CFMHS) developed over the past three decades as a
community extension to secure hospitals, with emphasis on
supporting those leaving secure hospital,? addressing long-
standing concerns about overly institutionalised care for the
forensic population highlighted in the 1992 Reed Report.?
More recently, NHS England’s New Care Models programme
further emphasised community forensic care, as part of goals
to provide care in the ‘least restrictive setting, as close to
home as possible and with a stronger focus on recovery’.*

The development of CFMHS in England was rapid and
ad hoc, led by local need® and with variation in what CFMHS
provide, to whom and how services are organised.® This may
be particularly the case for more peripheral functions, such
as advising other services.? Two models have typically been
described: those in which forensic clinicians work within
general mental health services, referred to as integrated
services, and those in which they work separately in a parallel
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service that is operationally distinct from general mental
health services.>” However, there is some variation in how
these labels are applied.? Further, not all models fit this
categorisation, such as ‘outreach’ models whereby in-patient
secure hospital teams provide ongoing community care, and
a tiered approach whereby functions interfacing with general
services range from advice only, through to shared working
and full handover of care coordination to forensic services.

Considerable efforts have been made to develop clinical
standards for CFMHS in England,? which could better
facilitate quality oversight, development and research into
the effectiveness and resource implications of different
components. However, the extent to which consistency has
been achieved, or to which early conceptualisations of
models remain relevant, is not well understood. This study
therefore aimed to examine current provision of CFMHS
in England by surveying these clinical services, to under-
stand their population, staffing, treatment provision and
organisation.

Method
Data collection

Data for this cross-sectional study were collected via Freedom
of Information (FOI) requests. Use of FOI requests is a
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recognised research method for accessing data held by public
institutions.® The information requested (Supplementary
Material) was based on previous similar surveys>® and agreed
among the research team, which included community forensic
clinicians, of whom one (M.T.) was previously involved in
standard-setting work.? We asked respondents to summarise
their service organisation in a more granular manner than
previous descriptions, as either (a) operating as part of secure
hospital-based forensic services; (b) a standalone community
forensic team that works in parallel with general adult
services; (c¢) forensic clinicians working within non-forensic
teams as an integrated service or (d) other.

Relevant mental health teams were identified through a
briefing from the Royal College of Psychiatrists,” supple-
mented by a search undertaken by the Nottinghamshire
Healthcare NHS Foundation Trust Library and Knowledge
service. The FOI requests were then directed to relevant NHS
Trusts in March 2023, and followed up in July 2023 for those
who had not responded.

Analysis

Data were collated, stored and analysed using PSPP statistical
software.!” Descriptive statistics were used to summarise the
data. Chi-squared tests were used to test for associations with
different service structures. Structured survey responses were
supplemented by referral and policy documentation, which
was reviewed to provide more granular detail where necessary.
As this scoping exercise did not involve patients or patient
data, research ethics approval was not required.

Results

FOI requests were sent to 50 NHS mental health Trusts in
England. Forty Trusts (80%) responded. Of these, 31 (78%)
have a CFMHS of some description. One Trust reported that
they have two services (one of which specialises in forensic
intellectual disability) and thus submitted a response for
each. Therefore, we describe findings relating to a total of
32 CFMHS.

Description and organisation

A variety of names have been adopted for services:
community forensic team/service (n =13, 41%), specialist
community forensic mental health team/service (n=7,
22%), community forensic mental health team/service
(n=6, 19%), outreach and liaison service (n=4, 13%),
intensive recovery support (n=1, 3%) and integrated
community forensic psychological pathway (n=1, 3%).
Summary descriptions of these services were either being
part of secure hospital-based forensic services, i.e. operating
as an extension of these services regardless of referral source,
rather than a standalone team (n =19, 59%); or standalone
services working in parallel with general services (n =13,
41%). Physical team bases also varied, with 15 (47%)
operating out of a secure hospital unit environment and
eight (25%) having access to their own separate community
clinical base (either solely, or in addition to other bases).
Others use shared community sites or non-clinical/adminis-
trative settings. For most services (n=20, 63%), the
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Tier 1

Single assessment, advice and/or
consultation/liaison

Tier 2

Period of assessment with the referring team
retaining responsibility, to inform risk-management
plans

Tier 3

Agreed period of shared responsibility, with referring
team retaining lead role

Tier 4

Full care coordination/medical oversight taken on by
CFMHS

Fig. 1 Example of four-tier community forensic mental health service
(CFMHS) model describing interface with referring service.

geographical catchment area for the community forensic
team mapped directly to that of the NHS Trust; however, ten
services reported a larger catchment area (31%) and two (6%)
reported a smaller catchment area.

Descriptions of the role of services illustrated a range of
functions not captured by structured responses, including
‘in-reach’ services to forensic wards, and Trust-wide
‘scaffolding and advice’. Of the nine services that provided
this level of detail on their operating model, six described
tiered referral responses, typically with levels of service from
advice to handover of care (Fig. 1).

Staffing and patient ratios

Table 1 summarises the clinician composition of included
services. Almost all services reported having designated input
from psychiatrists, psychologists and community psychiatric
nurses, with variation in the presence of input from social
workers, assistant psychologists and occupational therapists.
In the two services in which there is no specific psychiatric
time embedded in the community team, medical oversight is
from the in-patient consultant psychiatrist. There was
significantly higher occupational therapy provision in those
services that were described as being operationally inte-
grated with secure hospital services rather than standalone
parallel teams (x2=11.37, P <0.001). Other professionals
represented were education, training and employment
workers in seven services (22%), speech and language
therapists in four services (13%) and pharmacists in three
services (9%). Seven services (22%) had peer support
workers with lived experience. Where a specific target
caseload per full-time equivalent staff member was reported
(n = 26 services), these targets typically ranged from 10 to 20
for care coordinators (with one outlier reporting 70), but
were more variable for consultants, ranging from 15 to 90.
These did not significantly vary by service description.

Referral criteria and processes

All but one service reported specific policies or guidelines
regarding referral procedures into the CFMHS, and most
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Table 1 Clinical professional composition of community forensic services
Service part of secure Standalone service working
hospital-based services in parallel with general services Total
(n=19) (n=13) (N=32)
Professional represented in service n (%) n (%) n (%)
Psychiatrist 17 (89) 13 (100) 30 (94)
Psychologist 18 (95) 12 (92) 30 (94)
Assistant psychologist 15 (79) 5(38) 20 (63)
Community psychiatric nurse 18 (95) 13 (100) 31(97)
Social worker 14 (74) 1 (85) 25 (78)
Occupational therapist 12 (63) 10 (77) 22 (69)
Professional FTE Mean (s.d.) Mean (s.d.) Mean (s.d.)
Psychiatrist 23(1.8) 1.7 (D 2.0 (5
Psychologist 1.6 (0.9) 1.4 (1.0) 1.6 (0.9)
Assistant psychologist 1.2 (0.6) 1.1 (0.6) 1.2 (0.6)
Community psychiatric nurse 7.4 (5.2) 6.6 (4.6) 7.1(4.9)
Social worker 4.7 (4.9) 230D 3.6 (3.8)
Occupational therapist 2.5 (0.7) 1.2 (0.5) 1.9 (0.9)
Target patient number per 1.0 FTE staff Mean (s.d.) Mean (s.d.) Mean (s.d.)
Care coordinator 14 (3) 20 (17) 16 (1)
Consultant psychiatrist 32 (15) 52 (22) 41 (20)

FTE, full-time equivalent.

(n =29, 91%) use a referral form. All services accept referrals
from in-patient forensic services, and 12 (38%) reported that
the CFMHS automatically accepts patients discharged from
these services. Around two-thirds (n=20, 63%) accept
referrals from general adult community mental health
teams, 56% (n=18) accept referrals from non-secure
in-patient services and just over half (n =17, 53%) accept
referrals for people in prison. Three-quarters (n = 24, 75%)
accept patients with a primary diagnosis of a personality
disorder. Twenty-six services (81%) mandate structured risk
assessment for entry into the service, in most cases using the
Historical, Clinical, Risk Management Scale-20 (HCR-20).
Other structured assessments utilised include Risk for
Sexual Violence Protocol (RSVP), Spousal Assault Risk
Assessment (SARA) Guide, Sexual Violence Risk-20 (SVR-
20), Structured Assessment of Protective Factors for
Violence Risk (SAPROF) and local Trust risk assessment
measures.

In the 12 months from January to December 2022, the
number of referrals received by services ranged widely, from
10 to 239 patients (mean 79, s.d. 59), and was significantly
more for those services operating as part of secure hospital
teams compared with standalone teams (x2=4.85,
P <0.028) (Fig. 2). Acceptance rates for individual services
ranged from 15 to 100% (mean 62%, s.d. 28). Of the two
services with 100% acceptance rates, one was a service
operating as part of secure hospital services and only
accepting forensic in-patients requiring community follow-
up, whereas the other was a standalone service that
accepted referrals from both general and forensic services.
Overall, there was no significant difference in acceptance
rates between service types.
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Legal status

Four services (13%), all of which operate as part of secure
hospital services, do not have any informal patients under the
care of the team (i.e. patients not subject to any community
supervision frameworks of the UK Mental Health Act 1983).
All services accept patients under the expected relevant legal
frameworks, i.e. community treatment orders and condi-
tionally discharged patients. With regards to the long-term
management of patients subject to special restrictions under
Section 41 of the Mental Health Act 1983, managed in the
community under the conditional discharge framework,
12 services (38%) reported that these patients would remain
under the care of the CFMHS, whereas 20 (63%) reported
that there would be a step-down pathway to move toward
transfer to a general community mental health team when
the risk management was deemed to no longer require
specialist forensic involvement.

Service and treatment provision

All services endorsed case management as a core role of their
service, alongside, in most cases, liaison with justice agencies
(n =27, 84%). Psychological interventions were provided by
nearly all services (n =30, 94%); however, the modality of
treatment offered varied between services (see Table 2 for
data for the 17 services that provided this information). Some
services also reported offering more generic psychoeducation
(n=4, 24%) or offence-related interventions (n =6, 35%).
Around a third (n =11, 34%) specified that some additional
treatment is provided through outside agencies, such as
substance misuse treatment.
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Fig. 2 Box plot showing range, median and interquartile range of number of referrals in 12 months to community forensic mental health services, by

service type.

Table 2 Psychological interventions provided by 17
community forensic mental health services
that provided this information

Treatment modality n (%)

Dialectical behavioural therapy 12 (71)

Cognitive-behavioural therapy 11 (65)

Schema therapy 8 (47)

Cognitive analytic therapy 6 (35)

Compassion-focused therapy 5(29)

Eye movement desensitisation and reprocessing 5(29)

Mentalisation-based therapy 3 (18)

Acceptance and commitment therapy 2 (12)

Out-of-hours provision

Fourteen services (44%) stated that there is a specific
arrangement for out-of-hours provision for the service, and
the remainder operated a service between 09.00 h and
17.00 h, Monday to Friday only. Thirteen services provided
information on the out-of-hours arrangements, and this
took a variety of forms, with eight services operating their
own on-call cover, and others accessing Trust-wide out-
of-hours or crisis services.

Discussion

This study provides a contemporary overview of CFMHS in
England. By submitting Freedom of Information requests to
50 NHS Trusts, we have examined service organisation,
function, referral criteria and aspects of operations. A core
finding is the demonstration that a simple binary description
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of CFMHS as either being integrated with general mental
health services or existing in parallel to them, no longer maps
sufficiently well to practice. A more relevant categorical
distinguisher instead appears to be whether services are
primarily extensions of secure hospital teams, although this
is also an oversimplification. CFMHS continue to vary, and
we discuss here three key areas of heterogeneity, with
implications for future service development and research.
First, despite the existence of national service
standards,? CFMHS in England vary widely in core aspects,
including their operational integration with secure in-patient
and general adult services, clinician composition and even
service name. This aligns with findings from the Royal
College of Psychiatrists’ standards report, which also noted
significant divergence in CFMHS models across regions.>*
Variation likely reflects local commissioning arrangements,
and the development of services ad hoc in response to local
need. However, such variation in fundamental characteristics
can also contribute to ongoing ambiguity regarding service
roles and remits, evidenced elsewhere in our findings, and
complicate the development of coherent referral pathways.
The limited information available on out-of-hours provision
suggested this was also heterogenous. This is an area of
further complexity in terms of the interface with general
services, and approaches to crisis care themselves vary.!?
Second, there was marked variation between CFMHS in
the practice of accepting referrals from different clinical
settings, with a considerable minority of CFMHS not
accepting referrals from community or in-patient general
adult services, and only around half of CFMHS accepting
referrals directly from integrated mental health teams in
prison. The latter finding is concerning, given the well-
recognised challenges associated with managing serious
mental illness on release from prison'® and evidence that
mental illness is a key risk factor for reoffending and
reincarceration.* This would seem an issue in urgent need of
consistency and standardisation. Such variation in approach
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to referrals from different clinical settings likely contributes
to uncertainty among referrers about what CFMHS provide.
This is further demonstrated by the wide range of acceptance
rates by CFMHS, with a lower bound of 15%. Such differences
will be linked to variation in local commissioning arrange-
ments and their evolution in the past decade, with, for
example, the focus of NHS England’s Mental Health Secure
Care Programme on reducing length of stay in secure
hospital and therefore emphasising community support for
those leaving these settings.

Third, there remains variation in the approach to
conditionally discharged patients subject to restriction by
the Ministry of Justice, with around 60% of services being
geared toward progressing this patient group to step-down to
general mental health services. This mirrors other work
finding that around a third of all conditionally discharged
patients were managed by general mental health services in
one English NHS Trust.'® This specific issue is central to the
function of CFMHS; has important resource, service capacity
and risk-management ramifications; and is an area of
uncertainty and increasing discussion.'

Implications for research and service development

Although some variation in specific local arrangements is
inevitable and appropriate, the extent to which the core
structure and function of CFMHS in England continues to
vary by area suggests that there is a further need for central
standardisation. Referral pathways and the approach to the
management of conditionally discharged patients may be
especially important. The extent of current heterogeneity in
core elements of CFMHS organisation and practice is a
potential barrier to national benchmarking and service
evaluation. Further, despite no longer being a nascent model,
the findings suggest that CFMHS continue to lack a
consistent core identity for what service they should be
providing and to whom. Efforts to standardise may therefore
need to begin with consultation to achieve consensus on what
CFMHS are, and to what they should aspire in terms of key
outcome measures and patient and carer experience.

Currently, there is a limited evidence base to underpin
efforts to standardise models or provide evidence for the best
practice elements, or ‘active ingredients’ of CFMHS. This
deficit is not unique to the community part of forensic
mental health services.'” Addressing this shortfall would
need to involve drawing upon increasingly well-developed
research methods for examining complex health service
interventions.'® This should include careful consideration of
issues such as the fidelity of model implementation and
relevant outcome measures. To what extent, for example,
fuller integration with general mental health teams improves
continuity of care and collaboration,’ or to which hybrid
models?® mitigate concerns about fragmentation from wider
mental health services,? remain important questions for
empirical exploration. Internationally, community services
and evidence are likewise mixed.??~24 In the USA, a forensic
assertive community treatment approach has evolved as best
practice, with some evidence for improved forensic outcomes
such as days in prison.2° Understanding of effectiveness has,
however, similarly been hampered by a lack of stand-
ardisation in structure and operation.2°
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A related, overarching question is the weighting given to
the mixed roles of CFMHS. Currently, service standards in
England describe the first core function as being to provide
case management for people who ‘present a significant risk of
serious harm to others related to their mental disorder,
particularly those leaving secure care, for whom the risk is
best managed by specialist forensic mental health services’.?
Core common elements of CFMHS directly address this role,
such as having risk thresholds for access, comprehensive care
planning and joint working across sectors.?’” However, one
potential source of model variation is how secondary functions
such as providing ‘liaison, advice, specialist interventions,
educational and skills development’ to general mental health
services are achieved, and the extent to which these functions
are emphasised by individual services. The findings of this
study are timely in the context of renewed consideration of the
provision of community psychiatric care in England, particu-
larly for those with complex needs and experiencing severe
and enduring mental illnesses.?® A recent independent
mental health homicide investigation made recommenda-
tions around the appropriate distribution of resources to
meet the needs of patients with serious mental illness, with
consistency in the oversight of care.?° The boards responsi-
ble for planning and coordinating local services in England
have also recently been asked by NHS England to review
whether arrangements are sufficiently developed in terms
of assertive community models of care.’° Although the
potential resurgence of, for example, assertive outreach
teams®! are not a substitute for CFMHS, clarification and
standardisation of the functions of CFMHS needs to be
approached in the context of this evolving community
landscape.

A fundamental element of all CFMHS is the assessment
of risk at the point of referral/assessment. How mental
health services understand the concept of risk, and its
assessment and management, has also been subject to recent
wider scrutiny and recommendations.?®3? At the point of
interface with CFMHS, there is increasing potential for
standardisation and improving consistency, clarity and
transparency. Although evidence for risk assessment tools
used by forensic services is mixed,*® advances in statistical
approaches to risk prediction have now made simpler,
scalable and probabilistic assessments of risk more
accessible.?* There could be a role for such approaches in
improving the identification and referral of those people
under the care of general adult mental health services who
are most likely to benefit from assessment by CFMHS, but
this role in referral and assessment pathways needs
development. Such approaches need to be considered in
the context of defining with greater clarity the extent to
which the role of CFMHS includes reaching out into general
mental health services to reduce violence risk before a first
serious offence occurs, and clinicians exporting their skills
to assist non-forensic colleagues in formulating clinical
risks and potential strategies to mitigate these. There is
considerable potential for improved prevention where risk
sits below the threshold that would warrant a forensic
service assuming responsibility for care. For example, one
in ten people who present to early intervention in psychosis
services perpetrate violence in the first year after contact.®
Guidance to general adult services on use of these
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straightforward probabilistic tools may be a useful part of
lower-tier interventions, such as ‘advice only’, or as part of
multi-professional meetings.

Limitations

This survey was exploratory in nature, and data are limited
to the 80% of Trusts who responded. Interpretation of
quantitative data around referrals and staffing is limited by
incomplete information on catchment area population to
contextualise findings, and the limited granularity on
certain aspects of staffing, such as understanding how
psychiatric input is provided in practice (e.g. the amount of
ringfenced time for community patients in hybrid models
where psychiatrists are also based on hospital units). Details
of specific commissioning and funding arrangements were
also not collected, which is of direct relevance to aspects of
structure and function, including staffing.

Data on multidisciplinary staffing provision were not
contextualised in terms of the caseload numbers for the
service. Therefore, this only provides information on
variation in the size of clinical teams in absolute terms,
rather than the intensity of resource available per patient.
The information collected on caseload numbers for psychia-
trists and care coordinators was also simplistic. Limits on
caseloads has been one way in which CFMHS have been
distinguished from general community services,” although
evidence for the benefits of intensive case management
approaches (with caseloads lower than 20) over standard
case management is limited.3¢ Different study designs are
required to properly examine this aspect, with more granular
information on frequency and nature of contacts and support
provided rather than numbers alone.®”

In conclusion, CFMHS continue to vary both in core
functions, such as the long-term approach to patients subject
to special restrictions, and in the extent to which secondary
functions are emphasised and operationalised, such as the
interface with services in non-forensic hospitals, prisons and
the community. Although this variation can be explained in
part by local needs and commissioning, improved consen-
sus and consistency would support both quality assurance
and the development of an empirical evidence base.
Renewed and alternative centralised approaches from
relevant national bodies are likely required to move toward
such standardisation.

About the authors

Marie Williams is a Research and Evidence Assistant at Nottinghamshire
Healthcare NHS Foundation Trust, Nottingham, UK. Leah Wooster is a
Consultant Forensic Psychiatrist at Birmingham and Solihull Mental Health
NHS Foundation Trust, Birmingham, UK. Mark Taylor is a Consultant
Forensic Psychiatrist at Nottinghamshire Healthcare NHS Foundation Trust,
Nottingham, UK. John Tully is an Honorary Consultant Forensic Psychiatrist
at Nottinghamshire Healthcare NHS Foundation Trust, Nottingham, UK; and
Clinical Associate Professor in Forensic Psychiatry at the School of Medicine,
University of Nottingham, UK and the Institute of Mental Health,
Nottingham, UK. Daniel Whiting is an Honorary Consultant Forensic
Psychiatrist at Nottinghamshire Healthcare NHS Foundation Trust,
Nottingham, UK; and Clinical Associate Professor in Forensic Psychiatry
at the School of Medicine, University of Nottingham, UK and the Institute of
Mental Health, Nottingham, UK.

6

https://doi.org/10.1192/bjb.2026.10236 Published online by Cambridge University Press

Supplementary material

To view supplementary material for this article, please visit https://doi.org/
10.1192/bjb.2026.10236

Author contributions

All authors conceived the study. M.W. collected and analysed the data. All
authors interpreted the data. D.W. and M.W. drafted the manuscript. All
authors critically revised the manuscript.

Funding

There was no specific funding for this work.

Declaration of interest

None.

References

1 Whiting D, Ryland H, Fazel S. Forensic mental health treatment and
recidivism. In The Routledge Handbook of the Philosophy and Science of
Punishment (eds F Focquaert, E Shaw, BN Waller): 303-14. Routledge/
Taylor & Francis Group, 2021.

2 Kenney-Herbert J, Taylor M, Puri R, Phull J. Standards for Community
Forensic Mental Health Services. Royal College of Psychiatrists Centre for
Quality Improvement, 2013 (https://www.antoniocasella.eu/archipsy/
KENNEY-HERBERT_APR13.pdf).

3 Department of Health, Home Office. Review of Health and Social Services
for Mentally Disordered Offenders and Others Requiring Similar Services.
Her Majesty’s Stationery Office, 1992.

4 NHS England. NHS Mental Health Implementation Plan 2019/20-2023/
24. NHS England, 2019 (https://www.england.nhs.uk/wp-content/
uploads/2022/07/nhs-mental-health-implementation-plan-2019-20-
2023-24.pdf).

5 Latham R, Williams HK. Community forensic psychiatric services in
England and Wales. CNS Spectr 2020; 25: 604-17.

6 Judge J, Mari-Anne H, Fahy T. Survey of community forensic psychiatry
services in England and Wales. J Forens Psychiatry Psychol 2004; 15:
244-53.

7 Humber N, Adrian H, Steve W, Thomas F, Shaw J. A comparative study
of forensic and general community psychiatric patients with integrated
and parallel models of care in the UK. J Forens Psychiatry Psychol 2011;
22:183-202.

8 Savage A, Hyde R. Using freedom of information requests to facilitate
research. Int J Soc Res Methodol 2014; 17: 303-17.

9 Royal College of Psychiatrists. Royal College of Psychiatrists’ Briefing: CQC
Rating of NHS Mental Health Trusts. Royal College of Psychiatrists,
2022 (https://mentalhealthwatch.rcpsych.ac.uk/docs/default-source/
default-document-library/mental-health-watch—cqc-ratings-april-
2022.pdf).

10 Free Software Foundation. GNU PSPP (Version 2.0.1). Free Software
Foundation, 2015 (https://www.gnu.org/software/pspp/).

11 Jewell A, Cocks C, Cullen AE, Fahy T, Dean K. Predicting time to recall in
patients conditionally released from a secure forensic hospital:
a survival analysis. Eur Psychiatry 2018; 49: 1-8.

12 Dalton-Locke C, Johnson S, Harju-Seppénen J, Lyons N, Sheridan Rains
L, Stuart R, et al. Emerging models and trends in mental health crisis
care in England: a national investigation of crisis care systems. BMC
Health Serv Res 2021; 21: 1174.

13 Hopkin G, Evans-Lacko S, Forrester A, Shaw J, Thornicroft G.
Interventions at the transition from prison to the community for
prisoners with mental illness: a systematic review. Adm Policy Ment
Health 2018; 45: 623-34.

BlPsych

Bulletin


https://doi.org/10.1192/bjb.2026.10236
https://doi.org/10.1192/bjb.2026.10236
https://www.antoniocasella.eu/archipsy/KENNEY-HERBERT_APR13.pdf
https://www.antoniocasella.eu/archipsy/KENNEY-HERBERT_APR13.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/07/nhs-mental-health-implementation-plan-2019-20-2023-24.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/07/nhs-mental-health-implementation-plan-2019-20-2023-24.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/07/nhs-mental-health-implementation-plan-2019-20-2023-24.pdf
https://mentalhealthwatch.rcpsych.ac.uk/docs/default-source/default-document-library/mental-health-watch---cqc-ratings-april-2022.pdf
https://mentalhealthwatch.rcpsych.ac.uk/docs/default-source/default-document-library/mental-health-watch---cqc-ratings-april-2022.pdf
https://mentalhealthwatch.rcpsych.ac.uk/docs/default-source/default-document-library/mental-health-watch---cqc-ratings-april-2022.pdf
https://www.gnu.org/software/pspp/
https://doi.org/10.1192/bjb.2026.10236

14

15

16

17

18

19

20

21

22

23

24

25

26

BPsych

Jones RM, Manetsch M, Gerritsen C, Simpson AIF. Patterns and
predictors of reincarceration among prisoners with serious mental
iliness: a cohort study: Modeles et prédicteurs de réincarcération chez
les prisonniers souffrant de maladie mentale grave : Une étude de
cohorte. Can J Psychiatry 2021, 66: 560-8.

Adesola A, Saleem M, Kelbrick M, Halim Z, Nkire J. Conditionally
discharged restricted patients in a general adult community mental
health setting. BJPsych Open 2025; 11: S178.

Saleem M, Kelbrick M, Halim Z, Adesola A, Nkire J, Ansari S, et al.
Conditionally discharged restricted patients in a general adult community
mental health setting. Prog Neurol Psychiatry 2024; 28: €12007.

Tully J, Hafferty J, Whiting D, Dean K, Fazel S. Forensic mental health:
envisioning a more empirical future. Lancet Psychiatry 2024; 11: 934-42.

Skivington K, Matthews L, Simpson SA, Craig P, Baird J, Blazeby JM,
et al. A new framework for developing and evaluating complex
interventions: update of Medical Research Council guidance. BMJ 2021;
374: n2061.

Mohan R, Slade M, Fahy TA. Clinical characteristics of community
forensic mental health services. Psychiatr Serv 2004; 55: 1294-8.

Mohan R, Fahy T. Is there a need for community forensic mental health
services? J Forens Psychiatry Psychol 2006; 17: 365-71.

Khosla V, Davison P, Gordon H, Joseph V. The interface between
general and forensic psychiatry: the present day. Adv Psychiatr Treat
2014; 20: 359-65.

Natarajan M, Srinivas J, Briscoe G, Forsyth S. Community forensic
psychiatry and the forensic mental health liaison model. Adv Psychiatr
Treat 2012; 18: 408-15.

Brett A, Carroll A, Green B, Mals P, Beswick S, Rodriguez M, et al.
Treatment and security outside the wall: diverse approaches to
common challenges in community forensic mental health. Int
J Forensic Ment Health 2007; 6: 87-99.

Beis P, Graf M, Hachtel H. Impact of legal traditions on forensic mental
health treatment worldwide. Front Psychiatry 2022; 13: 876619.

Goulet M-H, Dellazizzo L, Lessard-Deschénes C, Lesage A, Crocker AG,
Dumais A. Effectiveness of forensic assertive community treatment on
forensic and health outcomes: a systematic review and meta-analysis.
Crim Justice Behav 2022; 49: 838-52.

Lamberti JS, Weisman RL. Forensic assertive community treatment:
an emerging best practice. CNS Spectr 2025; 30: e34.

Bulletin

https://doi.org/10.1192/bjb.2026.10236 Published online by Cambridge University Press

27

28

29

30

31

32

33

34

35

36

37

ORIGINAL PAPERS
Williams et al Community forensic mental health services in England

Wark A, Gredecki N. Proposal of a service delivery model for supported
living community forensic services. Leadersh Health Serv (Bradf Engl)
2023; 36: 97-110.

Smith L. President’s Blog. Community Mental Health Framework - Making
the Vision a Reality. Royal College of Psychiatrists, 2025 (https.//www.
rcpsych.ac.uk/news-and-features/blogs/detail/presidents-blog/2025/
03/13/community-mental-health-framework—making-the-vision-a-
reality).

NHS England. Independent Mental Health Homicide Report into the
Treatment of Valdo Calocane. NHS England, 2025 (https://www.engla
nd.nhs.uk/2025/02/independent-mental-health-homicide-report-into-
the-treatment-of-valdo-calocane/).

NHS England. Guidance to Integrated Care Boards on Intensive and
Assertive Community Mental Health Care. NHS England, 2025 (https://
www.england.nhs.uk/long-read/guidance-to-integrated-care-boards-
on-intensive-and-assertive-community-mental-health-care/).

Firn M, Hindhaugh K, Hubbeling D, Davies G, Jones B, White SJ.
A dismantling study of assertive outreach services: comparing activity
and outcomes following replacement with the FACT model. Soc
Psychiatry Psychiatr Epidemiol 2013; 48: 997-1003.

Fazel S, Lennox B. Clinical care for patients at risk of psychosis related
violence. BMJ 2025; 389: r603.

Ogonah MGT, Seyedsalehi A, Whiting D, Fazel S. Violence risk
assessment instruments in forensic psychiatric populations: a system-
atic review and meta-analysis. Lancet Psychiatry 2023; 10: 780-9.

Whiting D, Glogowska M, Mallett S, Maughan D, Lennox B, Fazel S. Use
of a violence risk prediction tool (Oxford Mental lliness and Violence)
in early intervention in psychosis services: mixed methods study of
acceptability, feasibility and clinical role. Br J Psychiatry 2026, 228:
140-9.

Whiting D, Mallett S, Lennox B, Fazel S. Assessing violence risk
in first-episode psychosis: external validation, updating and net
benefit of a prediction tool (OxMIV). BMJ Ment Health 2023; 26:
e300634.

Dieterich M, Irving CB, Bergman H, Khokhar MA, Park B, Marshall M.
Intensive case management for severe mental illness. Cochrane
Database Syst Rev 2017; 1. CDO07906.

Happell B, Hoey W, Gaskin CJ. Community mental health nurses,
caseloads, and practices: a literature review. Int J Ment Health Nurs 2012;
21:131-7.


https://www.rcpsych.ac.uk/news-and-features/blogs/detail/presidents-blog/2025/03/13/community-mental-health-framework---making-the-vision-a-reality
https://www.rcpsych.ac.uk/news-and-features/blogs/detail/presidents-blog/2025/03/13/community-mental-health-framework---making-the-vision-a-reality
https://www.rcpsych.ac.uk/news-and-features/blogs/detail/presidents-blog/2025/03/13/community-mental-health-framework---making-the-vision-a-reality
https://www.rcpsych.ac.uk/news-and-features/blogs/detail/presidents-blog/2025/03/13/community-mental-health-framework---making-the-vision-a-reality
https://www.england.nhs.uk/2025/02/independent-mental-health-homicide-report-into-the-treatment-of-valdo-calocane/
https://www.england.nhs.uk/2025/02/independent-mental-health-homicide-report-into-the-treatment-of-valdo-calocane/
https://www.england.nhs.uk/2025/02/independent-mental-health-homicide-report-into-the-treatment-of-valdo-calocane/
https://www.england.nhs.uk/long-read/guidance-to-integrated-care-boards-on-intensive-and-assertive-community-mental-health-care/
https://www.england.nhs.uk/long-read/guidance-to-integrated-care-boards-on-intensive-and-assertive-community-mental-health-care/
https://www.england.nhs.uk/long-read/guidance-to-integrated-care-boards-on-intensive-and-assertive-community-mental-health-care/
https://doi.org/10.1192/bjb.2026.10236

	Community forensic mental health services in England: mapping provision, structure and function
	Method
	Data collection
	Analysis

	Results
	Description and organisation
	Staffing and patient ratios
	Referral criteria and processes
	Legal status
	Service and treatment provision
	Out-of-hours provision

	Discussion
	Implications for research and service development
	Limitations

	About the authors
	Supplementary material
	Author contributions
	Funding
	Declaration of interest
	References


