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Forensic behaviours has developed significantly in the UK. Despite this, research on the young people within secure
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settings remains limited. Adolescents in secure settings exhibit higher levels of mental disorders and have
complex needs. This study aims to compare the demographic characteristics of patients discharged from an
adolescent medium secure unit (AMSU) to different discharge destinations: community, another hospital, or

Methods: A retrospective study was conducted using data from 155 patients admitted to a UK AMSU from 2008 to
2021. Demographic data, clinical information and Millon Adolescent Clinical Inventory (MACI) scores were
extracted from electronic health records. A descriptive statistical method was used to report observational dif-
ferences in patient characteristics between discharge locations. Statistical analysis included Chi-squared tests and

AVOVA testing.

Results: Patients discharged to different settings exhibited distinct demographic and clinical characteristics.
Those discharged to custodial settings were predominantly male and often transferred from custodial settings.
Those discharged to other hospitals were mostly females with a diagnosis of Borderline Personality Disorder. The
community-discharged group had a higher frequency of admissions from other hospitals under civil sections.
Multiple variables were found to be statistically significant in relation to discharge location including gender and
age at discharge. Findings of the MACI were not statistically significant in relationship with discharge location.
Conclusions: The study enhances understanding of healthcare transitions from AMSUs. The influence of di-
agnoses, particularly personality disorders, and their connection to admission duration is explored, as is the
influence of this on transitioning patients across care settings. The impact of trauma-informed, attachment
focussed models of care in regards transitions from AMSUs is also examined. Despite diversity in discharge lo-
cations, self-reported personality questionnaires show consistent outcomes, demonstrating psychological simi-
larities across groups. Further research is needed to understand post-discharge trajectories enabling targeted

interventions and improved care pathways.

1. Introduction disorders and high-risk behaviours has evolved into specialised forensic
mental health services. These services operate at the intersection of

In the United Kingdom (UK), the provision of psychiatric healthcare mental health and the legal/criminal justice systems, encompassing

to address the mental health needs of young people with mental work in prisons and other secure or closely supervised environments, as
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well as community-based interventions to identify and support high risk
individuals with mental health needs. These teams offer therapeutic
interventions while providing specialist formulation, care planning and
risk management advice to other services.'

Over recent decades, significant development in these services has
led to the establishment of specialist community teams, in addition to
adolescent medium and low secure forensic psychiatric hospitals.' These
secure hospitals are integral parts of the secure estate within the UK,
alongside detention facilities under the Youth Justice system, and Secure
Children’s Homes. The term '"secure estate" encompasses settings
restricting a young person’s liberty such that they cannot leave at will,
incorporating additional security measures beyond what’s available in
open residential, educational or mental health units.? Both medium and
low security psychiatric hospitals employ heightened levels of physical,
procedural and relational security measures compared to standard
adolescent psychiatric hospitals.

Secure units primarily admit young people who pose the highest
levels of risk to others, including potential for physical harm, sexually
aggressive behaviour, or maladaptive fire setting with the potential to
endanger lives. Patients include those who have committed serious of-
fenses, as well as those with complex presentations primarily associated
with challenging behaviours, being a risk to themselves and others, self-
harming tendencies, and vulnerability. Adolescent secure units admit
patients from 12 to 18 years, all of whom are detained under the Mental
Health Act 1983 as amended 2007 (MHA). Admission can occur regard-
less of whether the patient has a history of committing an offence. In
cases where an offence has been committed, admission is possible,
irrespective of the issue of criminal responsibility at the time of the
offence.

Adolescents admitted to secure settings exhibit notably higher levels
of mental disorders, emotional dysregulation, emerging personality
disorders, and neurodevelopmental needs compared to their counter-
parts in the community.> Consequently, substantial resources are
required to meet their highly complex needs.” Despite this, research on
adolescents within secure settings remains limited, and there exists a gap
in understanding the transitions of the adolescents from these secure
settings.>® Understanding these areas is crucial, as the decisions
regarding a young person’s discharge destination upon leaving an
Adolescent Medium Secure Unit (AMSU) are primarily guided by the
treating healthcare team and their assessment of the young person’s
mental health and risk profile. This includes those who are subject to
sections of the MHA requiring judicial approval for alterations in the
level of restriction, as it is the healthcare team’s duty to make recom-
mendations to facilitate these decisions. To date, research within
adolescent medium secure settings has primarily focussed on retro-
spective cohort studies examining the clinical and personality charac-
teristics of admitted patients and investigating differences between
female and male patients.>>~” However, long term outcomes for those
discharged from AMSU’s remain unknown, as well as potential dis-
tinctions among cohorts transitioning into the community, another
hospital setting, or custody.

To begin addressing this knowledge gap, the objective of this paper is
to compare and contrast the characteristics of patients discharged from
an AMSU, focussing on three destinations: i) discharge to the commu-
nity, ii) transfer to another hospital, or iii) placement in a custodial
setting. Enhancing the understanding of these patients and the differ-
ences among those transitioning to different discharge destinations will
contribute to a more comprehensive understanding of transitions from
medium secure adolescent hospitals.

2. Methods
2.1. Study design

This retrospective study was designed using data gathered from 2008
to 2021 at the AMSU at Southern Health National Health Service (NHS)
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Foundation Trust.
2.2. Clinical setting

The AMSU is part of the UK’s network of medium secure forensic
adolescent hospitals. It cares for mixed-gender adolescent patients pri-
marily from the southern region of England. Consisting of 20 beds, the
unit admits adolescents who have either come from custodial settings or
presented to a hospital with evidence of posing a risk to themselves and/
or others to an extent that cannot be managed in lower security settings.
Since its establishment in 2008, the AMSU has admitted over 160
patients.

2.3. Data extraction and management

A sample size of 155 patients meeting the study’s eligibility criteria
was obtained. These criteria included patients admitted to the unit who
had subsequently been discharged, from its opening in 2008 until May
2021. Eight patients were deemed ineligible as they were still inpatients.
No other exclusion criteria were applied. Data were extracted from the
electronic health records (EHRs) of all eligible patients and recorded in
an Excel template. Statistical analysis was conducted using TableOne, an
open-source package in Python.® Discharge destination’s relationship
with categorical variables was analysed using Chi-squared test of inde-
pendence, while continuous variables were analysed using the one-way
ANOVA test.

2.3.1. Ethical considerations

As a service evaluation, NHS Trust approvals were obtained before
conducting the study. Since the data used in this study was extracted
from routine clinical records, patient consent was not required. Access to
patient data for the purpose of this evaluation, was restricted to the
researchers affiliated with the AMSU, who had previously established
access.

2.4. Variable selection

Demographic data collected included biological gender, ethnicity,
child-care status, age at admission and discharge. The childcare status
was defined in relation to looked after children (LAC). In the UK, LAC
refers to children who have been in the care of their local authority for
over 24 hours. This is primarily due to parents being unable to meet a
child’s needs, the parents own needs preventing them from providing
adequate care or due to the child being at significant risk of harm from
another. LAC include those subject to a court-directed care order, where
the local authorities take legal responsibility for the child (Section 31
Children Act 1989), children looked after by the local authorities with
voluntary agreement from their parents with parental responsibility
remaining with the parents (Section 20 Children Act 1989), and Care
Leavers, legally defined as individuals who have been in the care of the
local authority for a period of 13 weeks or more spanning their 16th
birthday. All children in custody awaiting trial automatically become
LAC under UK law, for these children, their LAC status was recorded as
that prior to them entering custody.

Clinical information extracted from EHRs included duration of stay,
the section of the MHA under which they were detained, diagnosis,
referral source, and details of discharge, including place of discharge
and MHA status at discharge, and Millon Adolescent Clinical Inventory
(MACI) scores.” Diagnoses were provided by Consultant Psychiatrists
based on a multidisciplinary team assessment, using ICD-10."°

The MACI is a self-report inventory, specifically tailored for adoles-
cent populations to identify, understand, and predict a range of psy-
chological difficulties. Responses are clustered into three scales:
personality patterns, expressed concerns and clinical syndromes. The
personality patterns scale consists of 15 items examining for the pres-
ence of enduring personality traits and characteristics, with items
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including "oppositional’ and *borderline’. The 8 items in the expressed
concerns scale examine for areas of concern and emotional distress as
expressed by the adolescent and includes items such as ’family discord’
and ’peer insecurity’. The clinical syndromes scale aims to identify
clinical symptoms and potential psychological disorder, it has 7 items
including *substance abuse’ and ’depressive affect’. For each MACI item,
a score of 75 indicates clinical significance, representing the top 15% of
the general population, while a score of 85 indicates clinical promi-
nence, representing the top 10%. As an actuarial measure, statistical
normative comparison can be made between respondents. The MACI has
shown good internal consistency and test-retest reliability.'’ External
validity with other relevant instruments showed high correlations.'!

3. Results
3.1. Demographic characteristics and discharge destination

The majority of patients discharged to a custodial setting were male
(89.9%), while females constituted a larger proportion (59.7%) in the
group discharged to other hospitals. The Chi-square test of indepen-
dence indicated a statistically significant relationship between gender
and discharge destination (p = <0.001) (Table 1). Both age on admis-
sion and at discharge also showed a statistically significant association
with discharge destination (p = 0.022 and p = <0.001, respectively).
There were no substantial variations in ethnicity across the three
discharge groups, with the sample predominately consisting of White
British individuals (81.9%). Chi-squared tests for ethnicity and child-
care status did not show statistical significance.

3.2. Referral and admission factors

Across the entire sample, the highest proportion of admissions were
from secure psychiatric hospitals (36.1%). Young Offenders Institutes
(YOIs) followed closely behind, accounting for 25.8% of admissions
(Table 2a). This pattern was consistent among individuals discharged to

Table 1
Table of Demographic Characteristics.
Overall Community  Hospital Prison p-
value
N 155 69 67 19
Age On Admission, 16.1 15.8 (1.3) 16.2 16.5 0.022
mean (SD) (1.2) (1.1) (1.0)
Age On Discharge, 16.9 16.3 (1.5) 17.6 16.8 <
mean (SD) 1.4 (0.9) (1.1) 0.001
Gender, n (%) <
0.001
Male 86 42 (60.9) 27 17
(55.5) (40.3) (89.5)
Female 69 27 (39.1) 40 2
(44.5) (59.7) (10.5)
Ethnicity, n (%) 0.523
White British 127 55 (79.7) 56 16
(81.9) (83.6) (84.2)
Black/Black British 10 (6.5) 7 (10.1) 3 (4.5)
Asian 7 (4.5) 4(5.8) 2(3.0) 1(5.3)
Other/Mixed 11(7.1) 3(4.3) 6(9.0) 2
(10.5)
Looked after child status, n (%) 0.052
No 76 36 (52.2) 35 5
(49.0) (52.2) (26.3)
Yes - Full Care Order 55 24 (34.8) 20 11
(35.5) (29.9) (57.9)
Yes - Section 20 17 8 (11.6) 6 (9.0) 3
(11.0) (15.8)
Yes - Leaving Care 6 (3.9 6 (9.0)
Unknown 1 (0.6) 1(1.4

Legend. Demographic factors of sample compared by discharge destination.
Chi-squared tests for the following variables may be invalid due to the low
number of observations: Ethnicity, Looked after child status.
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Table 2a
Comparison of Referral Source and Admission Factors to Discharge Location.

Discharge Locations

Overall Community  Hospital Prison p-
value
N 155 69 67 19
Referral Source, n 0.001
(%)
Adolescent general 16 10 (14.5) 6 (9.0)
psychiatric unit (10.3)
Adolescent 12 (7.7) 8 (11.6) 4 (6.0)
psychiatric
intensive care unit
Adolescent secure 56 24 (34.8) 31 (46.3) 1(5.3)
psychiatric unit* (36.1)
Adult general 6(3.9) 4(5.8) 2(3.0)
psychiatric unit
Community - 1 (0.6) 1(1.5)
Children’s home
Community - Home 5(3.2) 3(4.3) 2(3.0)
Community - 1(0.6) 1149
Residential school
Community - 1 (0.6) 1(1.4)
Supported
accommodation”
Secure Children’s 9(5.8) 4(5.8) 4 (6.0) 1(5.3)
Home®
Secure Training 8(5.2) 3(4.3) 2 (3.0) 3
Centre” (15.8)
Young Offenders 40 11 (15.9) 15 (22.4) 14
Institute” (25.8) (73.7)
Section on <
Admission, n (%) 0.001
Section 2" 22 16 (23.2) 6 (9.0)
(14.2)
Section 39 74 36 (52.2) 38 (56.7)
(47.7)
Section 37" 9(5.8) 5(7.2) 4 (6.0)
Section 37/41" 2(1.3) 2(3.0)
Section 47/49’ 19 5(7.2) 4 (6.0) 10
(12.3) (52.6)
Section 48/49" 29 7 (10.1) 13(19.4) 9
(18.7) (47.4)
Length Of Stay, 333.3 253.3 477.6 115.1 <
mean (SD) (326.4) (241.5) (380.0) (97.9) 0.001
Median 246 193 371 77

Legend. Comparison of Referral and Admission factors by discharge destination.
Chi-square test of independence shows significant relation for all the factors (p-
value <0.001), but with a warning that expected count < 5.

Notes

A Adolescent psychiatric inpatient hospitals with additional levels of physical,
procedural and relational security measures.

B Accommodation with support for 16- and 17-year-old looked after children
and care leavers, where they live semi-independently.

€ Licenced by court to deprive adolescents in their care of their liberty. Ado-
lescents are either sentenced or awaiting trial/sentencing through the justice
system or placed due to local authority concerns a person is a serious risk to
themselves or others.

D place of detention for 12-17 years olds, typically used for younger adoles-
cents or older adolescents deemed vulnerable.

E Prisons for 15-21 year olds.

¥ Civil section, allowing for detention for assessment and treatment for up to
28 days.

€ Civil section, allowing for detention for treatment of mental disorder.

" Forensic section, a hospital order imposed when a person is convicted of an
imprisonable offence but is admitted to psychiatric hospital, or placed under
guardianship of a local social services authority, instead of receiving a custodial
sentence.

! Forensic section, the addition of a restriction order to the Section 37,
imposing additional restrictions to protect the public from serious harm.

’ Forensic section, allowing for the transfer of a sentenced prisoner to hospital.

K Forensic section, allowing for the transfer of a prisoner awaiting trial or
sentencing to hospital.
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the community and those discharged to other hospitals. However,
among patients discharged to custodial settings, an overwhelming ma-
jority (94.7%) had been admitted from the youth justice part of the
secure estate, encompassing YOIs and Secure Training Centres (STC) and
Secure Children Homes (SCH).

To be eligible for admission and treatment within an AMSU, all pa-
tients must be detained under the MHA. In the subgroups discharged to
the community and to another hospital, higher numbers of patients were
admitted under civil sections rather than forensic sections (Table 2a).
Forensic sections are those which cover the sections in Part III of the
MHA which informs the management of persons concerned in criminal
proceedings or under sentence, whereas civil sections, are those within
part II of the MHA and provide for someone to be detained in hospital
under a legal framework for an assessment and treatment of mental
disorder. The majority of patients were admitted under Section 3, ac-
counting for 52.2% of community admissions and 56.2% of hospital
admissions. All patients discharged to a custodial setting were initially
admitted under forensic sections, with 52.6% under Section 47/49 and
47.4% under Section 48/49.

Alongside referral source and section on admission, length of stay
was also shown to have a statistically significant relationship to
discharge destination (Table 2a). Those discharged to prison had the
shortest mean length of stay (77 days) while those discharged to another
hospital had the longest (371 days).

3.3. Discharge factors

Among those discharged to the community, 88.4% became informal
patients, while the remaining patients were discharged under a Com-
munity Treatment Order (CTO) (Table 2b).

For patients discharged to custodial settings, the majority were
informal patients, as on return to a custodial setting, Sections 47/49 and
48/49 are rescinded and return occurs as an informal patient. In the
subgroup discharged to another hospital, most patients were under civil
sections at discharge (59.7% on a Section 3). Of the 35.9% discharged
under a forensic section, the most frequent sections were Section 37 and
Section 37/41.

Among all subgroups, the broadest spectrum of diagnoses was
observed in the group discharged to the community (Table 2b). The Chi-
square test of independence showed significant relationships for both
section at discharge and discharge diagnosis in relation to discharge
destination, however interpretation is restricted due to an anticipated
count of 5.

3.4. MACI profiles

Overall, 61% of patients had completed a MACI assessment; 58% of
the community group, 69% in the custodial group, and 63% in the
hospital group. The aim is for assessment to occur at the start of
admission, however practically it would occur as soon as a young person
was willing to or able to engage. Therefore, the MACI results represent
the psychological profiles of young people at varying timepoints in their
admission. Non-completion was seen in cases of patient refusal or
inability to engage due to the severity of their mental health difficulties.
The MACI data are divided into three scales; personality patterns,
expressed concerns, and clinical syndromes.

3.4.1. Personality patterns scales

In the subgroup discharged to hospital, ‘Disclosure’ and ‘Introver-
sive’ were the only items across all subgroups in this scale where the
average exceeded the clinically significant threshold of 75 (Fig. 1). The
Chi-square test of independence indicated that the relationship between
personality patterns and discharge location was statistically non-
significant: X2 (95, N = 23k) = 29.8, p = 0.372.

Table 2b
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Comparison of Factors at Point of Discharge to Discharge Location.

Discharge Locations

Overall  Community  Hospital  Prison  p-
value
N 155 69 67 19
Section on discharge, <
n (%) 0.001
Community Treatment 8(5.2) 8 (11.6)
Order”
Informal” 82 61 (88.4) 3(4.5) 18
(52.9) (94.7)
Section 3 40 40
(25.8) (59.7)
Section 37 12 12
(7.7) (17.9)
Section 37/41 6(3.9) 6 (9.0)
Section 38/41° 1 (0.6) 1(1.5)
Section 45a"” 1(0.6) 1(5.3)
Section 47/49 4(2.6) 4(6.0)
Section 48/49 1 (0.6) 1(1.5)
Discharge Diagnosis, n <
(%) 0.001
F10-F19 Mental and 5(3.2) 3(4.3) 2
Behavioural Disorders (10.5)
due to psychoactive
substance use
F20-F29 Schizophrenia, 44 22 (31.9) 18 4
Schizotypal and (28.4) (26.9) (21.1)
Delusional Disorders
F30-F39 Affective 7 (4.5) 2(2.9) 4 (6.0) 1(5.3)
Disorders
F40-F48 Neurotic, Stress 5(3.2) 3(4.3) 1(1.5) 1(5.3)
Related and
Somatoform Disorders
F60.2 Dissocial 7 (4.5) 1(1.4) 1(1.5) 5
Personality Disorder (26.3)
F60.3 Borderline 31 8 (11.6) 21 2
Personality Disorder (20.0) (31.3) (10.5)
F70-F79 Intellectual 2(1.3) 1(1.4) 1(1.5)
Disabilities
F84 Pervasive 16 4 (5.8) 11 1(5.3)
Developmental (10.3) (16.4)
Disorders
F90 Hyperkinetic 2(1.3) 1(1.4) 1(1.5)
Disorder
F91 Conduct Disorders 7 (4.5) 4(5.8) 1(1.5) 2
(10.5)
F92 Mixed Disorders of 25 18 (26.1) 7 (10.4)
Conduct and Emotion (16.1)
F94 Disorders of social 1 (0.6) 1(1.9
functioning with onset
specific to childhood
and adolescence
No formal diagnosis 3(1.9 1(1.9 1(1.5) 1(5.3)
Discharge Destination, <
n (%) 0.001
Adolescent general 4 (2.6) 4 (6.0)
psychiatric hospital
Adolescent low secure 4(2.6) 4(6.0)
hospital
Adolescent medium 5(3.2) 5(7.5)
secure hospital
Adult general 4 (2.6) 4 (6.0)
psychiatric hospital
Adult high secure 1 (0.6) 1(1.5)
hospital
Adult low secure 4 (2.6) 4 (6.0)
(autism specialist)
hospital
Adult low secure 24 24
hospital (15.5) (35.8)
Adult medium secure 20 20
hospital (12.9) (29.9)
Community - 4 (2.6) 4 (5.8)
Unspecified

(continued on next page)
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Table 2b (continued)

Discharge Locations

Overall Community  Hospital  Prison  p-
value
Emergency 2(1.3) 2 (2.9
accommodation”
Family Residence 38 38 (55.1)
(24.5)
Residential Care/ 8(5.2) 8(11.6)
Children’s Home
Residential School 3(1.9) 3(4.3)
Secure Training Centre 1 (0.6) 1(5.3)
Secure rehabilitation 1 (0.6) 1(1.5)
unit'
Supported 14 14 (20.3)
accommodation (9.0)
Young Offenders 18 18
Institute (11.6) (94.7)

Legend. Comparison of discharge factors by discharge destination. Chi-square
test of independence shows significant relation for all the factors (p-value
<0.001), but with a warning that expected count < 5.

Notes

A Part of the MHA whereby on discharge a person is subject to conditions
which enables them to be recalled to a hospital if there is deterioration in their
mental health while in the community.

B Not detained under mental health act.

€ Forensic section, an interim hospital order which can be given when a
person is convicted of an imprisonable offence other than murder, where there is
evidence that it may be appropriate for a hospital order under Section 37 to be
made, and allows for a period of assessment to deem if this is appropriate.

D Forensic section, whereby a person is sentenced to prison with a hospital
direction such that an individual is initially detained to hospital for treatment of
their mental disorder before transfer to prison.

E Interim, temporary accommodation supplied by local authority.

F Rehabilitation psychiatric unit for individuals with complex and enduring
mental health needs which focus on longer term support with the aim for
discharge into community settings. Secure units have higher levels of security to
ensure safety and to manage risk.

3.4.2. Expressed concern scales

In this scale, the average score of the items ‘Identity Diffusion and
‘Self-Devaluation’ exceeded the clinically significant threshold of 75 in
the hospital subgroup (Fig. 2). The Chi-square test of independence
showed that the relationship between expressed concern factors and
discharge location was statistically non-significant, X (14, N = 95)
=19.8,p=0.13.

3.4.3. Clinical syndrome scales

This scale had the highest number of items with mean scores
exceeding the clinically significant threshold of 75. In the community
subgroup, ‘depressive affect’ exceeded this threshold, while ‘suicidal ten-
dency’ exceeded it in the hospital subgroup. Additionally, ‘depressive
affect’ in the hospital subgroup was the only item with an average
exceeding the clinical prominence threshold (Fig. 3). The Chi-square test
of independence showed that the relationship between clinical syn-
drome scales and discharge location was statistically non-significant, X
(12, N=95) =10.3, p = 0.588.

4. Discussion
4.1. Patients Transferred to Other Psychiatric Hospitals

The subgroup of patients transferred to another hospital upon
discharge exhibited a higher proportion of females, with Borderline
Personality Disorder emerging as the prevailing diagnosis within this
category. This finding aligns with prior studies of this AMSU population
that found a greater incidence of Borderline Personality Disorder among
females compared with males. >° Notably, this predominantly female
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group exhibited the longest length of stay, corroborating prior research
indicating prolonged admissions for female patients, where there were
higher rates of Borderline Personality Disorder.’

The current clinical consensus, as mirrored in the National Institute
for Health and Care Excellence (NICE) guidance for Borderline Person-
ality Disorder, only favours inpatient treatment in situations of crisis
management where there exists a significant risk to the patients’ life.'?
This approach stems from concerns that hospitalisation may inadver-
tently escalate risks, through acute symptomatic deterioration, and
escalated maladaptive behaviours such as self-harm, violence, and rule
violations, ultimately resulting in prolonged admissions. '®!* This
pattern has been consistently observed at the AMSU, and is supported by
the longer admissions in patients discharged to other hospitals, partic-
ularly where Borderline Personality Disorder is the dominant diagnosis.

This subgroup also exhibited the highest average age at discharge, a
likely consequence of patients remaining within the AMSU beyond the
anticipated transition to an adult hospital. The complexity of their
presentations often hindered the identification of suitable alternative
care options, occasionally resulting in extending their stay past 18 years
of age. The severity of challenges encountered by this subgroup was also
underscored by the MACI profiles. Five out of the six instances where an
average score reached the clinical significance threshold, and the sole
instance of an item’s average score attaining clinical prominence
occurred within this subgroup discharged to other hospitals. This is
suggestive of the level and frequency of complexity that sits within the
group, however the chi-square test of independence indicated a statis-
tically non-significant relationship between all MACI scales and
discharge location. This demonstrates that items within the MACI should
not be used clinically as an indicator as to the likely discharge destina-
tion or be used in isolation to inform transition decisions, however
instead should help inform the understanding of risk a young person
presents to themselves and others, which clinically drives decisions
around discharge.

4.2. Patients transferred to custodial setting

The majority of patients discharged to custodial settings after an
AMSU admission were male. This aligned with fact that that 94.7% of
these young people were initially admitted from custodial settings, a
setting predominantly populated by males. In the year ending March
2022, 97% of children in the secure estate in England and Wales,
encompassing YOIs, STCs and SCHs were male. '°

All patients discharged to custodial settings had been initially
admitted under forensic sections, specifically Section 48/49 or 47/49 of
the MHA. Despite an overall reduction in the number of under 18’s in
custody, the unchanging rate of adolescent prisoners transferred to
psychiatric hospitals in England and Wales suggests an increasingly
complex cohort of offenders, some with severe psychiatric difficulties.'®
The 2022 Mental Health Bill’s proposal of a 28-day time limit for acutely
ill prisoners to be transferred to hospital from prison for ongoing
treatment may lead to an increase in the rate of adolescent prisoners
transferred to AMSU’s in the future.'”

This subgroup exhibited a higher proportion of LAC, compared to the
other discharge settings. Within this group 73.7% were LAC on admis-
sion, 59.7% under full care orders. LAC have been shown to have
experienced high rates of adversity including abuse, neglect, exposure to
violence and inconsistent care, which not only elevate the likelihood of
developing mental illnesses but also is significantly associated with
interpersonal and self-directed violence. '®?? Given the elevated rates of
mental health disorders among LAC and children in custody, it’s possible
that the higher rates of LAC discharged to custodial settings stem from
this shared predisposition.>>>**

This subgroup exhibited the shortest median length of stay (77 days).
Reasons for returning a patient to custody post-AMSU admission are
varied. There may have been sufficient improvement in their mental
health to allow a return to custodial settings, a failure to engage in
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therapeutic work or through the decision of the clinical team not to
recommend a Section 37 hospital order at the point of sentence. Occa-
sionally patients are transferred to hospital to undertake detailed
assessment work that cannot be easily completed in custody and then
returned to custody with recommendations regarding mental health
treatment. The process of returning a child or young person to custody
from hospital has been outlined by the Department of Health and can

occur after a discharge planning meeting has occurred and with the
agreement of the Ministry of Justice or following a sentencing hearing at
court when a Section 37 hospital order has not been made.”® This pro-
cess is quicker than finding a suitable community placement or an
alternative appropriate hospital bed and will be contributing to the
shorter length of stay in this cohort. The prevalence of Dissocial Per-
sonality Disorder diagnoses within this group, which has limited
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evidence supporting hospital admissions for its treatment, and the
availability of custodial discharge options for risk monitoring and con-
trol, may also contribute to the shorter admissions observed in this
subgroup.?°

4.3. Patients discharged to community settings

A substantial percentage (45%) of patients transitioned to commu-
nity settings, primarily family addresses or supported accommodation.
This discharge process can be protracted, involving use of Section 17
leave, which allows for detained patients to be granted leave of absence
from the hospital, before a discharge planning meeting (Section 117
meeting) convenes, involving staff from the AMSU and the receiving
mental health team.

Among those discharged to the community, a higher frequency of
admissions from other hospitals and under civil sections was observed. A
smaller proportion came from secure settings under forensic sections,
potentially indicating cases where individuals have been admitted while
in custody awaiting trial and their case has been dropped or those who
complete their sentence during admission, enabling community
discharge. The 2022 Mental Health Bill’s proposed introduction of su-
pervised community discharge for restricted patients, may further
enhance community discharge rates for those from custodial settings.'”
Most community-discharged patients were informal while a minority
were subject to CTOs. The limited use of CTO’s might reflect efficacy
concerns across multiple countries.””

4.4. Impact of a Trauma-Attachment Model of Care on Transitions

The AMSU operates based on a trauma informed-attachment
focussed model of care, which recognises the importance of young
people establishing relationships within a system which is able to pro-
vide consistent care. The model aims to minimise caregiver disruption,
enabling young people to experience new relational experiences crucial
for development, similar to those found in healthy parent-child re-
lationships. Notably, caregiver disruption has been linked to increased
rates of restraints, self-harming behaviours, and suicide attempts in
inpatient settings.28

The trauma-attachment model most clearly impacts transitions
within the groups discharged to another hospital and those transitioning
to the community. For those discharged to another hospital, 79% are
discharged to an adult psychiatric hospital, which mandate a minimum
admission age of 18 years. This highlights that for this group, the ma-
jority of discharges occur during the transition from adolescent and
adult healthcare systems. This practice aligns with reports of positive
transition outcomes between adolescent and adult secure services when
stability and security is prioritised, and number of transitions is mini-
mised.29:30

This emphasis on minimising transitions is also evident in the fre-
quency of the young people being discharged directly to a community
setting from the AMSU. This practice contrasts with adult forensic ser-
vices, where such occurrences are infrequent. In adult services, it is
common to transfer patients to lower security settings before community
discharge. This underscores a notable divergence between patient
pathways in adolescent versus adult inpatient secure services.>*>!

4.5. Strengths

This study contributes insights into a specialised field of psychiatric
practice - medium secure services for adolescents. The study extends the
knowledge base of existing research by demonstrating statistically sig-
nificant distinctions in patient characteristics among different discharge
settings from the AMSU. This paper confirms prior findings regarding
diagnosis prominence and length of stay among specific groups, offering
a comprehensive understanding, and how this impacts transitions from
the AMSU.>%” Importantly, this study signifies differences between
adolescent and adult inpatient secure service discharge pathways,
emphasising the practical implications of a trauma-informed, attach-
ment focussed model on transition decisions. Notably, the examination
of MACI scores did not establish statistically significant relationships
with discharge locations.

4.6. Limitations

This study’s strengths could be enhanced by incorporating data from
multiple AMSU’s to improve its generalisability and address the
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difficulties with insufficient minimum expected counts which hindered
statistical test feasibility. Despite this, the findings from this AMSU are
likely to be reflective of other UK AMSU’s due to the wide geographical
area covered by each unit. More caution would need to be used if
applying these findings to settings outside the UK, due to the likely
differences in the structure and functioning of adolescent psychiatric
services internationally. MACI profile results, although informative, are
limited by a completion rate of 61%, potentially not representing the
entire cohort.

5. Conclusion

The study’s findings enrich our understanding of healthcare transi-
tions from AMSUs.

Exploration of the potential influence of diagnoses, particularly
focussing on personality disorders, and their interconnectedness with
the duration of admission enhances understanding of the challenges in
transitioning patients across care settings. Furthermore, the impact of a
trauma-informed, attachment focussed model of care on transition de-
cisions has been examined. Importantly despite the diversity in
discharge locations, there emerges a remarkable convergence of out-
comes from the self-reported personality questionnaires where no sta-
tistical significance was identified. This observation demonstrates the
nuanced psychological similarities that transcend the distinct discharge
groups.

Despite the complexity and elevated risk factors associated with
these young people, the predominate discharge location was to the
community. The imperative for future research is undeniable. As health
care transitions from AMSU to community settings carry inherent risks,
we advocate for in-depth investigation through longitudinal studies or
comprehensive surveillance initiatives. These would enable an under-
standing of the trajectory of these patient’s post-discharge, ultimately
informing the development of targeted interventions and refined care
pathways.
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