ADVOCACY IN SECURE SETTINGS  ………

A DREAM COME TRUE?

IT CAN BE A NIGHTMARE!

Apart from my involvement in the setting up of UKAN many others in the field of advocacy will know that I have always passionately campaigned for patients rights in what is called secure or forensic services. When I got involved right at the beginning of Advocacy in Mental Health many of my friends and colleagues in the user movement said I was ‘mad’ to be campaigning for advocacy in secure services when we had hardly any in acute settings, but we all have to have a dream……

Although advocacy services in high secure hospitals (Ashworth, Broadmoor and Rampton) are well established, advocacy projects for medium secure units are still very much in their infancy. There are no generally accepted standards for the provision of advocacy in these types of settings or for this particular client group. Contracts for these services must therefore be very specific and detailed, outlining exactly what is expected of the advocacy service including working protocols and the boundaries and limitations of the advocacy service. If the contract is not specific then this presents problems when trying to measure or monitor the quality of the service or to effectively manage either the service or the contract. Words like ‘appropriate’ should not be used in the context of service provision as these can be interpreted in a wide variety of ways, for example saying that there should be ‘appropriate’ supervision. The contract should clearly state what supervision should be provided including frequency and who should be providing the supervision. Also phrases like ‘undertake quality audit on a regular basis’ are not specific enough as ‘regular’ could be interpreted as monthly or every ten years, the contract should give specific time spans between audits.

The North West Secure Commissioning Team have spent a lot time and effort ensuring that their contracts with advocacy service providers are as robust and effective as possible, ensuring fairness and clarity of roles and responsibilities for all parties. Their contracts are the best I have seen, particularly the contracts that are specifically written for women only services.

These services are so different from acute and community settings that the ‘Pure Advocacy’ model is not appropriate for either secure settings or for users of secure services. There are special requirements of security that have to be taken into consideration, and whilst there is no suggestion that an advocacy service or an advocate might breach security it is important for all concerned that the advocacy service not only abide by the security rules but also understands the necessity for them as sometimes the security may appear to be punitive and unjust. 

There is also a similar issue about the client group and the reasons why they are deemed to be in need of medium secure services rather than services of a lower security. I feel that some training around the clinical issues for this client group and also around risk assessment and risk management is vital for advocates who are going to work in settings which are secure or where the client group predominately have a forensic history. This is to protect both the advocate and the patients, and in some cases the staff working on the units.

The very complicated and specialised needs of forensic patients means that advocacy has to be delivered in quite a different way to acute or community settings, although the basic principles of advocacy still apply. Whilst there still must be confidentiality for the patient concerned, there cannot be ‘blanket’ confidentiality. In forensic services there has to be much more information exchange between the advocate and the clinical staff, including checking many of the issues with the clinical team before action is taken, especially if contacting outside agencies or persons is involved. Once again the contract for the advocacy service has to be much more specific than contracts for acute or community settings. Some clear protocols around boundaries should be drawn up to protect all parties. If these are not in place it creates a possible risk for all concerned including the most important person in this equation the patient.

Advocates in secure settings should not be contacting outside agencies or persons directly, including the patients family, without going through the clinical team or social work department, as due to the complex issues involved for some cases it might be extremely damaging to do so and even put the patients or others at risk. The limitations on the role of the advocate need to be clearly defined as in other less secure care settings it is normal practice for the advocate to contact outside agencies or persons directly, the advocate should also be aware of any clinical reasons for requests not being met so that it can be explained to the patient.

I believe that a lack of information or maybe a lack of understanding of the clinical concerns may lead to an advocate making some poorly informed choices. Most of the problems can be avoided if the advocate and the service provider are properly prepared and the advocate has specific training for working in this type of environment. The service provider and the service commissioners must decide whether they want the advocacy project to restrict themselves to ‘internal’ issues only or if they are happy for the project to contact outside agencies. Either way there needs to be a clear protocol for this, which takes into account the complex clinical issues that are involved when dealing with a forensic patient population. There also needs to be clearly defined channels for challenging clinical decisions the patient does not agree with.

Not only does an advocate need to be properly trained in the clinical and security issues, but staff working in secure services need to be properly prepared for advocacy. Some members of staff have a very good understanding others do not, and some do not want or support the role of advocacy. Some also find that advocacy is challenging and uncomfortable and at times totally unacceptable, but effective advocacy services are sometimes challenging and it does create discomfort at times. If advocacy services were not challenging and questioning there would be no point having them. This however does not mean that the advocacy service should be confrontational, at the same time neither should the service provider always be totally defensive, or even obstructive to the advocate, although there should be, at times, a healthy tension between the two parties. 

Change can only happen if both parties are willing to work in a collaborative way to improve the quality of service delivery for patients, ensure that patients’ views and concerns are heard and patients rights are upheld. To enable this relationship between staff and the advocacy service to be a positive one then staff should undergo ‘Advocacy Awareness Training’ this would need to be ongoing and possibly as part of their induction. 

Staff who have reservations about advocacy in secure services may feel differently if there are clear boundaries to the advocacy role and protocols drawn up to ensure consistent working practices. There needs to be a constant flow of information between the advocate and the clinical staff to ensure that any risk is minimised for all concerned. In practical terms it would mean that the advocate not only informs staff that they are on the ward but also who they intend to speak to so that they can be warned if there is any clinical issues that day and to tell staff before leaving who they have spoken to so that it can be properly recorded on their notes. Staff in turn would have a duty to inform the advocate of any issues that might affect their discussions with patients and any risk issues on the ward.

Problems may well arise if the staff are not properly prepared for advocacy and if the advocate does not understand the very complex and specialised issues for this client group and the secure setting. Support and supervision for the advocate is very important, especially in smaller medium secure units where the advocate may well be working in isolation, it is important that anyone who takes on this supervisory role has an understanding of the complexities surrounding this type of service and that the issues which might arise can be very disturbing and take their toll emotionally. 

I really do not want this article to sound negative, but understanding the very special circumstances that surround this work is important. It also has implications for existing advocacy services when tendering for work in secure services due to the additional support and training needed. There are also implications for commissioners when awarding new contracts. I have worked as an advocate and helped to establish advocacy services in secure hospitals since 1990 and have found the work not only very interesting but also very rewarding. Patients who are detained in secure units need independent advocacy services; often the advocate is the only contact they have with another human being who is not part of the service. I would say to anyone considering an advocacy role in secure services – go for it! But don’t expect it to be like acute or community services, it is very different and in my experience specialist training is vital.

Roberta Wetherell 

(August, 2003)
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