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Preface

The Institute for the Study and Treatment of Delinquency

The Institute for the Study and Treatment of Delinquency (ISTD) is a non partisan, non
campaigning body.  The Institute aims to foster inter-agency and inter-disciplinary collaboration
n the fields of education, training and research and in the administration of criminal justice. Both
a charity and a company limited by guarantee, ISTD operates from a position of principled
objectivity, based upon the findings of research.

Founded in 1931 as The Institute for the Scientific Study of Delinquency to ‘initiate and promote
scientific research into the causes and prevention of crime’ the Institute set out to ‘establish
observation centres and chinics for the diagnosis and treatment of delinquency and crime’. Direct
nvolvement In treating patients begun in 1933 with the opening of what later became the Portman
Clinic, ceasing in 1948 when the NHS took over. Since then the Institute’s educational role has
taken on increasing prominence, becoming affiliated with King’s College London in 1993.

X 4




The Complementary Medical Treatment Programme at HMP Coldinglev: An Evaluation

Acknowledgements

This report has been made possible by the culmination of the effort of countless individuals.
Particular thanks are owed to the staff and therapists of Complementary Medical Services for
Prisoners for their unfailing support of the study. Thanks are due specifically to Maureen
Mulligan (Director), Julian Perry (Deputy Director), Edith Jones (Administrator), David Plimmer
(Coldingley Unit Manager) and to the unit ordetly.

ki

A
1 would also like to thank the staff of HMP Coldingley for their support in facilitating the study,
especially to John Smith (Governor), Sue Noble (Discipline), Ben Casey (Health Care Centre),
Brian Ashworth (Security), Roy Greenhough (Operations) Gill Langtree (Personnel), Geofirey
Clarkson (Chaplaincy) and Brenda Syzdell (Human Resources). | should also like to express my

gratitude to the Secretarial Staff, Maureen Legg and Pam Turner, for their invaluable practical
advice and patience.

In addition to the staff of Coldingley, I would like to acknowledge the contributions of Michael
Marcum (Deputy Sherriff, San Francisco Sherriffs” Department), Muin Daly (A.R.T.S., USA),
Rebecca Rees (Research Council for Complementary Medicine), Simon Mills (Centre for
Complementary Health Studies, Exeter University), Dr Kate Thomas (Medical Care Research
Unit, Sheffield University), Gail Bradley (Exeter Prison), Dr Charles Clark (Dartmoor Prison),
and Brian Elmes and Bob Milton (Wandsworth Prison).

Finally I wish to express an enormous debt of gratitude to my ISTD colleague, Carol Martin, for
her unfailing support, both practical and emotional, and her invaluable expertise and assistance
in both questionnaire design and editing. To this end I should also like to thank Dr Peter Milligan
(Kings College London) for his advice on statistical analysis.

SIMON MARSHALL



The Complementary Medical Treatment Programme at HMP Coldinaley: An Evaluation

Summary

Complementary or alternative medicine is generally defined as those medical systems, practices,
interventions and applications that are not currently part of the dominant or conventional medical
systems. In May 1996, the Prison Service spomsored the introduction of a small pilot
complementary medical treatment programme at HfP Coldingley, an adult male medium security
prison in Surrey, in South-East England. The complementary medical programme is operated by
an independent organisation called Complememéry Medical Services for Prisoners (CMSP). This
report describes the findings of an evaluation by the Institute for the Study and Treatment of
Delinquency (1ISTD) of the scope, operation, and perceived benefits received by both staff and

inmates treated by CMSP. The study takes the form of a qualitative outcome evaluation. It was
not intended to examine the clinical efficacy of complementary medical treatments.

Emploving a mixture of participant-observation, statistical analysis, and literature reviews, the
report examines the treatment modalities offered by CMSP, therapist training, the scope and scale
of service delivery, patient demographics and the impact of complementary medicine on other
areas of the prison. In addition, a questionnaire survey of 50 patients (35 inmates and 15 staff),
representing half of those inmates and staff who had received complementary medicine and were
still in the prison at January 1998, was carried out. The cohort was selected by proportional
sampling of patients by the number of treatments received

Conclusions

The pilot complementary medical treatment programme is unique both in terms of the scope and
scale of service delivery. It is a multi-faceted service offering both a holistic complementary
medical alternative to the prison health care centre and a stand alone therapeutic treatment
programme. One of the greatest problems with evaluating therapeutic interventions is the lack
of consensus of the required level of proof of their efficacy and value. In terms of programme
integrity, a number of themes identified by the ‘what works’ literature as being successful in
changing offenders’ attitudes and behaviour are present in the ICMTP. In terms of the efficacy
of the programme, four-fifths of all patients interviewed believed they had ‘benefitted’ from

treatment while over three-quarters expressed a positive sense of well being since completing
treatment.

The study was extremely useful in clarifying the relationship between complementary and
conventional medicine, suggesting that patients use CMSF as both complementary and alternative.
This is supported by evidence that the introduction of complementary medicine does not appear
to have significantly altered demand on the prison health care centre. This suggests that CMSP
is meeting a demand not previously addressed by conventional medicine. Since it appears t0
address a slightly different client group from the health care centre it is unclear whether any
savings could be made from conventional medical budgets to pay for complementary medicine.
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The inconclusive findings from statistical analysis of treatment levels and associated behaviour
make it difficult to conclude whether the impact of complementary medicine on order and control
may be quantified. In the absence of such evidence the main benefits of complementary medicine
on Coldingley are qualitative. Benefits include:

e pain relief

e increased self-confidence

e greater personal control

e increased sociability, in particular improved staff-inmate relations
e stress reduction y

o improved general behaviour .

e improved morale ,

e amore pleasant and constructive’working environment

The importance of these benefits should not be underestimated since research has identified that
a positive ‘climate’ is the most important factor in maintaining order in category C prisons
(Marshall 1995,1997).

Four factors were identified as deserving attention if CMSP is to continue or expand service
provision. These are:

e public relations

e patient monitoring

e complaints procedures
e continuity of care

While 50% of those questioned believed therapists should be payed, it is extremely uniikely that
the Prison Service could afford to fully fund complementary medicine at CMSP’s predicted
treatment costs per prisoner. Possible methods of alternative funding, such as match funding are
therefore recommended. Based upon the evidence from the research literature, expansion of
complementary medicine throughout the Prison Service might target young offenders and female
prisoners.

Sixteen recommendations for the possible improvement and expansion of treatment Services are
offered. These are summarised below:

e The creation of an advisory committee with responsibility for identifying existing
complementary medical provision throughout the Prison Service as well as for
disserninating examples of good practice

e The creation of a complementary medical advisory board at Coldingley to act as a
regular forum between CMSP and interested parties in the prison

« Introduction of a formal independently adjudicated mechanism for dealing with
complaints about treatment services

o Investigation of the mantras used during meditation

e Better advertisement around Coldingley of CMSP and services they offer

e Clarification of the referral process for inmates and staff
e Introduction of induction workshops for new staff and inmates explaining the nature,

v
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broad application and perceived benefits of the various therapies offered

e The provision of regular staff only clinics

e Introduction of an additional local training course for new therapists dealing with
prison culture

e A detailed audit of patient overlap between CMSP and the health care centre

e Re-examination of CMSP’s mechanisms for recording and calculating monthly
treatment returns

» Re-examination of the mechanism for the delivery of appointment cards 1o inmates
on the wings

» Comparative evaluations of the work of CMSP at Feltham and Downview

e Alongitudinal study of the impact of Cor}mléﬁic‘mary medicine on offending behaviour

e Introduction of a pilot semi-residential intensive complementary medical treatment
programme at Coldingley Y

e Re-examination of mechanisms for funding complementary medicine

In addition to these recommendations. guidelines for the formulation of a contract to provide
complementary medicine are offered in appendix C.
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1 Introduction

1.1 Background

Alternative medicine is generally defined as those medical systems, practices, interventions and
applications that are not currently part of the dominant or conventional medical systems (Ernst
1993, Chez and Jonas 1997). Such therapies are generically termed natural medicine. Where this
naturopathic tradition differs fundamentally from conventional medicine, or the allopathic
tradition, is in intent. Whereas conventional medicine aims to identify and treat symptoms of
fliness or disfunction (the law of disease or disease model) natural medicine sees symptoms as
manifestations of underlying causes of illness or disfunction which if treated should remove the
symptoms (the law of cure or quality of life model). The ultimate goal of natural medicine is
therefore to restore health as opposed to simply providing cure from disease. ~The subtle
differences between these two states is clarified by the World Health Organisation’s constitution
(1946) which states:

Health is a state of complete physical, mental and social well being and not
merely the absence of disease and infirmity.

Alternative medicine has been practised for over 3,800 years. Even the most recent widely
introduced treatment, homceopathy, dates back to the 1820s. Yet despite pre-dating modern
medicine, the naturopathic tradition is usually defined by its relationship to the allopathic tradition.
In the United States, where healthcare is overwhelmingly dominated by private practice, the term
alternative medicine is most commonly used, whereas in the United Kingdom, where
conventional medicine is centralised under the National Health Service (NHS), the term
complementary medicine is preferred. Often whether a therapy is considered complementary,
alternative or conventional will depend upon the practitioner. When spinal manipulation is used
by a physician it is generally considered conventional medicine. However, if the same treatment
is provided by a specialist on referral, such as a chiropractor, it is likely be considered
complementary, whereas if the practitioner is an independent osteopath it may be viewed as
alternative therapy. The reasons for this lie in intent. Whilst the naturopathic tradition aims to
treat the whole person holistically (i.e. both body and mind) it is possible for some
complementary medical techniques, in particular manipulative therapies such as osteopathy, to be
used non-holistically as a stand alone treatment modality.

The last 30 years has witnessed increasing public interest in complementary healthcare.
Conservative estimates suggest that in the United Kingdom alone as many as 10 million people,
equivalent to approximately one-fifth of the entire population, have used complementary
medicine (Mills er al. 1997). This figure is comparable with similar estimates elsewhere which
suggest that 20-30% of the Western World regularly visit a complementary therapist. Although
patient interest continues to outweigh scientific interest (Ernst and Kaptchuk 1996), research
suggests that conventional medicine is becoming more receptive (BMA 1993). A UK national
survey of access to complementary healthcare through general practitioners (GPs), carried out
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on behalf of the Department of Health, estimated that 45% of GPs have recommend or endorsed
complementary therapy (Thomas ef al.1995). The report also found that 21% of GPs regularly
refer patients to therapists which equates to approximately 750,000 complementary treatments
a year. Figures are even higher in the South-West of England where 68% of GPs had been

involved in complementary medicine, 55% had recommended it and 16% practised it themselves
(White et al. 1997).

For all the apparent growing popularity of complementary medicine there has been no new major
scientific evidence of its efficacy or safety (Ernst ef al.1995b, Hentschel 1996, Mills et al. 1997).
The continuing skepticism of the majority of conventional practitioners and the public is based
upon a number of factors: a general ignorance abeut complementary medicine, concern over the
qualifications of therapists, lack of clarity abput the potential dangers of various therapies,
incomplete data about the costs involved and a fear that the patient will not receive the full care
they need (Perkin er al. 1994, Ernst and Kaptchuk 1996). There is also concern over the
definitions such as the difference between a ‘therapy’ and a ‘technique’(Mills er al.1997).

The need for more research and education about complementary medicine is therefore paramount
if it is to gain wider formal acceptance and attract large scale funding (Lavalley and Verhoef
1995, Ernst and Kaptchuk 1996, Chez and Jonas 1997). However, traditional reductionist
medical research methodologies are ineffectual in evaluating complementary medicine (Ernst
1993, Lavalley and Verhoef 1995). In particular there is a propensity to over-interpret findings
(Ernst 1993, 1996). This is due to two main factors. First, and foremost, complementary
medicine is drug free. It is not therefore easy or reliable to administer placebo treatments to &
control group. Secondly, complementary medicine is ‘person-centred” in approach - the treatment
modality is matched to the individual by building up a life history - the same treatment may not
therefore necessarily be given to patients with the same presenting symptoms, as the underlying
causes may differ. This is not to suggest that research into complementary medicine is impossible
as an impressive number of methodologically good trials have been carried out using techniques
such as double blind trials (Ernst 1996). Research is not therefore impossible, but more sensitive
techniques need to be developed for reliable medical trials. The most effective way to overcome
these methodological flaws is by concentrating upon outcomes research (Lavalley and Verhoef
1995) or by examining harmful or useful practices (Chez and Jonas 1997).

1.2 Complementary Medicine in Prison

Conservative estimates suggest that different forms of complementary therapy have been, or are
currently being, used in around 30 of the 135 prisons in England and Wales. This includes a
representative cross-section of establishment types and prisoners ranging from sentenced adults
to young offenders and remands. A variety of pilot initiatives have been implemented such as
nutritional supplementation at Portland and Aylesbury YOIs and the use of acupuncture to
support withdrawal from addiction at HMPs Bristol, Wandsworth and Hollesley Bay. Ina recent
much publicised and otherwise fairly damning inspection report of Dartmoor prison, the Chief
Inspector, Sir David Ramsbotham, singled out for praise the introduction of acupuncture into a
drug-free wing to help ease withdrawal problems, explaining ‘Many state they found it enabled
them to relax and cope with the penal environment” (HM Prison Inspectorate 1998). Such
isolated incidents of positive public recognition are rare. Inview of headlines such as *J ail lullaby
to help convicts fall asleep, prison plan angers victims’ (The Express, January 27 1998) - written
in response to alleged plans, supported by Sir David Ramsbotham, to expand a hypnotherapy
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Initiative for insomniac inmates at Littlehey prison in Cambridgeshire - the Prison Service has been
understandably cautious about disclosing information about complementary or alternative therapy
work n prison. Very little is therefore known about existing pilot work in this country and the
benefits of previous complementary medical interventions. As a result the majority of prisons are
unaware of existing models on which to base complementary medical service provision.

In common with the majority of regime evaluation work (Ditchfield 1990) the literature on
complementary or alternative medical interventions, whilst by no means extensive, has been
dominated by the United States. By far the most common therapy to be found in a criminal justice
setting is acupuncture. The widespread use of acupuncture in the treatment of addiction dates
back to the 1970s. An evaluation by the University:of California at San Francisco of the ‘Sisters
In Sober Treatment Empowered in Recovery” (SISTER) drug rehabilitation programme at the
female county jail, found a 7% reduction in recidivism of those who had taken part after one year.
One of the programme elements identified as being most effective with the women was
acupuncture. Of those not rearrested on release 93% had participated in the acupuncture scheme,
run by 40 volunteers from Acupuncture and Recovery Treatment Services (ARTS) (McKinney
and Campt 1996). Research suggest that acupuncture based diversion programmes are also
highly effective (Moon and Latessa 1994). A court acupuncture diversion programme in Miamj
has reduced recidivism rates for addicts from 68% to around 1% (NADA 1990).

Evaluative penal research has also examined spiritual healing, meditation and yoga programmes
focussing on improving self-awareness and self-esteem (e.g. Bunk 1979, Waldram 1993). An
evaluation of a transcendental meditation programme (TM) at the maximum security Folsom State
Prison, found that those who had taken part in the programme showed reduced anxiety,
neuroticism, hostility and insomnia compared to a control group (Abrams and Siegel 1978).
Gelderloos (1991) similarly found that TM programmes could not only provide immediate relief
from distress but could also produce long-term improvements in well-being, self-esteem, personal
empowerment, and other areas of psychophysiological health. Rhead and May (1986) found
meditation was particularly effective used with inmates with psychosis. Evidence suggests such
programmes also have a positive impact upon subsequent recidivism (Bleick and Abrams 1987).

Research in criminal justice settings has also found that inmates are more susceptible to
therapeutic change than those in the community. Suggestive techniques, such as hypnotherapy
and neuro linguistic programming, have been found to be particularly effective. Researchers have
attributed this to the fact that inmates have generally poorer verbalisation skills (Curreen 1995)
and are subjected to greater sensory deprivation (Wickramasekera 1970, Deforest and Johnson
1981). Inmates are therefore particularly responsive to sensory therapies such as music therapy
(Hoskyns 1998). Evidence would also seem to suggest that such therapies work particularly well
with juvenile offenders (Kappes and Thompson 1985).

Overall the penal research literature demonstrates that a number of complementary therapies, in
particular acupuncture and meditation, work exceptionally well with prisoners in treating
addiction and psychoses. However, these projects have largely been confined to therapies being
used in isolation as interventions in other regime programmes. No attempt has been made to

integrate therapies on a unitary basis to provide a holistic alternative to traditional prison
healthcare.
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1.3 Complementary medicine at Coldingley

HM Prison Coldingley is a purpose-built male prison near Bisley, Surrey, in the South East of
England. Built on the former site of a Shaftsbury Home for boys it opened in 1969 as a prototype
‘industrial prison’ providing a regime built around a 40 hour working week. It aimed to provide
purposeful work through contract and pay wages comparable to those found in the community.
Originally built for high-security prisoners (category B), Coldingley was down-graded to medium-
security in 1993. It now serves as a category C training prison “with an industrial bias” (HM
Prison Inspectorate 1996) for 294 male prisoners. All inmates at Coldingley must be fit for work,
a condition of staying at the establishment set out in-the compact signed by inmates on their
arrival. Consequently, the healthcare centre will pot therefore support long-term palliative care

(long-term suppression of conditions with drugs) and will not therefore issue either opiates or
ephadrines. '

In May 1996, the Prison Service sponsored a pilot project to introduce a small amount of
holistically-based complementary health treatments at Coldingley. The project was designed to
treat both staff and inmates and is operated by Complementary Medical Services for Prisoners
(CMSP), a charitable organisation based within the establishment.

1.4 Aims and objectives of the study

This report describes the findings of an evaluation by the Institute for the Study and Treatment
of Delinquency (ISTD), on behalf of the Prison Service Directorate of Operations (South), of the

complementary medical treatment programme at HM Prison Coldingley. The terms of reference
were as follows:

The Directorate of Operations South wishes to evaluate how useful holistically-
based complementary medical health treatments have been to staff and inmates.
The Directorate wishes to be informed as 10 how the scheme actually operates,
the qualifications and training of the specialist staff and prisoners and any
evidence relating 1o effects on standard healthcare services.

It is not the intention that the researchers should physically screen prisoners or
staff to assess any improvements in health or general fitness, but researchers
might wish to consider questioning subjects in relation to reduction in stress
levels or general well-being.

The evaluation is therefore more criminological in nature than medical; focussing not on the
efficacy of complementary medicine but instead on a qualitative analysis of patient satisfaction.
The specific aims of the study were as follows:

L To describe fully how the system works in practice, recording the numbers of clients
involved in the project and the level of contact, with particular reference to any
difficulties which have been encountered in the implementation of the scheme

ii. To report on the qualifications and training of the therapists who provide the treatments
and to describe what professional support is available to them
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1il.
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To identify the various alternative or complementary health treatments given to both staff
and prisoners over the past twelve months

To establish whether these treatments on the whole have proved beneficial to individuals,
in terms of perceived improvements to health, changes in lifestyle patterns, reductions in

stress and general well-being

To describe how the incorporation of the complementary health treatments have impinged

" on the usage of the normal healthcare services within the establishment

g
To compare the costs of provision of Holistic treatment with traditional healthcare
provision within the establishment

.
u

To make recommendations in regard to the value of the project and its continuation or
€xXpansion

. To advise how a contract for the provision of complementary medicine could be

constructed

The study timescale was four months, commencing in January 1998.
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2 Treatment Programme

2.1 Complementary Medical Services for Prisoners

Complementary Medical Services for Prisoners (CMSP) was formally created in May 1996. It
was founded as a result of the work carried out indepéndently by its present director, Maureen
Mulligan, a cranial resonance practitioner. Miss Mulligan is a member of the Council of the
Cranial Osteopathic Association (CCOA) and a director of the European Institute of Cranial and
Complementary Medical Practitioners working within Prisons (EICCOAP), a training and
accreditation organisation for staff and complementary medical practitioners working within
prison environments. CMSP was founded to build on 12 years of experience of working with
prisoners by creating a formal programme of drug free holistic complementary medicine which
could be used within any adult prison or young offenders institution in the UK. The programme

aims to treat stress, trauma, addiction, abuse and patterns of control violence and offending
behaviour.

In addition to its director, CMSP has a full-time deputy director (Julian Perry), an administrator
and a finance director. CMSP has six trustees, representing interests both within and outside of
the Prison Service, and three patrons:

e The Institute for Complementary Medicine

e Audrey Hallam OBE

e Swami Brahmarishi (Sanysain Yogi)
In January 1997, the Institute for Complementary Medicine offered to act as a host charity for
CMSP until such time as independence is obtained through registration with the Charities
Commission.
2.1.1. Aims and objectives of CMSP

CMSP’s statement of purpose states that the organisation exists to:

Promote health, self-esteem and quality of life for people within the prison
system through a professional Complementary Medical Service.

Undertake research, evaluation and full clinical trials where appropriate 10
demonsirate the ¢fficacy of CMSP's treatment approach and to advance the role
of complementary medicine in prisons and the wider community.

[ts stated formal aims and objectives are:

e To provide an Integrated Complementary Treatment programme to address patterns



The Complementary Medical Treatment Programme at HMP Coldingley: An Evaluation

of control, violence and addiction and related psychoses

e To provide a range of complementary medical treatment practices to meet the needs
of the client group

e To provide a professional structured training programme and to co-work with
outside complementary medical programmes as appropriate

.« To encourage recognition of the role of complementary medicine in addressing
criminal behaviour

~y
b
-

e To implement after care programmes 10 assist with on-going life skills after treatment

«

e To provide drug free treatment to prisoners and staff

e To promote services open to all regardless of race, disability, gender, colour, ethnic
and national origin, religious belief, age, criminal record and HIV or Aids status

e To develop a training centre for complementary medicine practitioners and holistic
counsellors who will receive training, education, supervision and support

e To undertake research and evaluation with appropriate ethical considerations,
protocols and methodologies to demonstrate the efficiency of treatments

2.2 The Coldingley pilot project

The purpose of the creaticn of the unit at Coldingley was, ‘to establish within prisons a structured
integrated complementary medical treatment programme (ICMTP) to provide assessment within
prisons and crisis intervention for those having drug, alcohol and other addictive and stress related
disorders” (CMSP 1997). In doing so, CMSP aimed to:

e Reduce stress levels
o Assist in the removal of the addictive drive at its root
e Tackle behavioural disorders.

By addressing these issues CMSP aims to work towards giving patients the opportunity to regain
self-esteem and dignity. In the spirit of holistic therapy the programme was offered to both staff
and prisoners. This decision is based on the principle that each member of staff is responsible for
a greater number of inmates, therefore treating a single member of staff is likely to have an
indirect impact on a greater proportion of the prison than treating a single prisoner. Treating both
groups in tandem should therefore have the greatest possible impact.

2.3 Treatment services

CMSP operates two treatment services: the integrated complementary medical treatment
programme (ICMTP) and crisis intervention or pre-admission. The former is the core treatment
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programme for patients who wish to work on themselves whilst the latter is a complementary
alternative to an outpatient clinic providing emergency intervention and short term treatment. All
treatment is approached from a transpersonal perspective which may broadly be described as
‘detached attachment’. This approach teaches therapists to deal with patients as individuals whilst

remaining professionally detached. It aims to encourage life histories to emerge naturally and be
treated without personal prejudices interfering.

2.3.1 Crisis intervention (pre-admission)

The purpose of crisis intervention is to provide drug-free treatment for prisoners and staff with:

e Suicidal states

= Behavioural disorders

o Stress (including anxiety, insomnia, migraine, backache, digestive disorders and
mood swings) :

s Abuse (including physical, sexual, emotional and spiritual abuse, i.c. self-harm).

Treatments are tailored to the specific needs of the individual which may, or may not, include
counselling. More typically, treatment consists of small courses of manipulative therapies such
as osteopathy, reiki, stress management and acupuncture. This form of short-term intervention
is often a pre-cursor to encouraging patients to go on to the intensive programme (ICMTP). For
this reason it is also referred to as ‘pre-admission’. If a patient is considered in a state of
‘emergency crisis’ they will be seen intensively everyday until such time that it is felt they have
passed the worst. Patients on pre-admission to the [ICMTP will generally receive 1-3 treatments
per month.

2.3.2 The integrated complementary medical treatment programme (ICMTP)
The ICMTP is a comprehensive therapeutic treatment programime designed to address:

patterns of control
patterns of violence ;
patterns of addiction A
related psychoses.

-

The ICMTP is a 12 week course consisting of an individually devised programme, formulated
after an assessment process, alternating one-to-one ‘transpersonal’ counselling with appropriate
manipulative therapies. In addition to individual sessions, patients on the ICMTP also participate
in discussion groups with other patients on the programme. Alternation between mental and
physical treatment modalities is employed as the former can bring powerful emotions (such as
abuse, violence, loss etc) to the surface which if unchanelled would likely manifest themselves as
aggression. Clearly, by itself, this state would not be acceptable in a prison setting. However,
by balancing counselling sessions with courses of ~manipulative therapies, such as cranial
osteopathy, osteopathy, reiki, acupuncture and holistic stress management (see under “Therapies
and Therapists’ for definitions), this aggression can be managed and dissipated. Patients are
therefore termed as being ‘held’ by the therapeutic process whilst they address their own issues

8
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and focus their attention on strengthening their body’s defence systems. Patients on the ICMTP
receive, on average, 1-3 treatments per week. The number of places available on the ICMTP at
any one time is limited owing to the increased demand the programme places upon therapist time.

Both treatment schemes aim to support and enhance detoxification whilst simultancously reducing |
the demand for medication, providing the skills to address low self-esteem and 1o ‘generally
improve the mental, emotional, physical and spiritual health of the client group” (CMSP 1997).
More specifically within a penal environment, the services aim to reduce the rate of offending and
reduce stress related aggression towards staff and within the inmate population.

In addition to the two treatment schemes already operating, CMSP plans in the future to offer
smoking withdrawal, behavioural management and detoxification programmes (the latter in
conjunction with the health care centre). :

)
)

2.4 The treatment process

The CMSP treatment model, demonstrating the integration of the two treatment modes. 1S shown

in figure 2.1. The treatment process consists of distinct phases: referral, assessment, treatment
and aftercare.

2.4.1 Referrals

All clients are self-referrals, as the admission of having a problem is seen as the first step towards
patients taking responsibility for their own health and recovery. Therapists are strictly
discouraged from soliciting patients regardless of whether they feel individuals are in need of, or

would benefit from treatment, unlike in the community. Under certain circumstances, CMSP will
accept referrals from:

e The doctor or other health care personnel
e Wing liaison staff (such as members of the “Safer Coldingley’ drug strategy team)
e Inmates’ personal officers

In exceptional circumstances, any member of staff may contact the unit if they are concerned
about inmates. All approaches must be made to the treatment unit. Inmates approaching
therapists outside of the unit are referred to the office to register for treatment. All patients are
required to fill out a self-completion application form requiring them to list the symptoms they
wish the therapists to look at. Regardless, therefore, of whether patients approach CMSP or are
referred, participation remains by personal choice.

An important part of this process is referral back. CMSP will automatically refer patients for
conventional medical intervention in the event of the discovery of a lump or if a serious cardiac
condition is suspected. This is in keeping with the findings of the research literature which
suggest that virtually all patients (both orthodox and complementary) generally prefer
conventional medicine for serious disorders such as cardiac conditions, tumours and AIDS
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Figure 2.1 An overview of the CMSP complementary treatment model

(Hentschel er al. 1996). In this sense the service, whilst offering an alternative from the point of
view of choice, remains complementary to the prison health care service.

2.4.2 Assessment

Under normal circumstances, all new patients will have an assessment of their needs prior to
commencing treatment. Where urgent treatment is considered a priority as the patient is deemed
to be in a state of crisis, assessment may be foregone until the patient is considered no longer
critical. An assessment session typicallv lasts an hour and consists of one of the more experienced
counsellors guiding patients through a Treatment Survey questionnaire. Separate questionnaires
exist for staff and inmates: Patients are encouraged, where possible, to list up to 6 symptoms
under the headings of mental, emotional. physical and spiritual and to score their severity. This
serves both to compile the patient’s life-history (holistic equivalent of a conventional medical
patient history) and to qualify the extent of their illness or need by asking them to score the
severity of their condition. In addition to providing valuable therapeutic information this
symptomatic protile also supplies important baseline data for research assessment (patients are
again asked to re-score their symptoms at the end of their treatment).

For many patients assessment is the first opportunity they have had to discuss personal issues with
anvone and therefore the assessment process can be therapeutic in its own right.  The assessment
process is also used as an induction. describing the precise nature of the services CMSP offers
together with the requirements of the patient such as the level of commitment expected. Patients
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are then asked if they still wish to proceed.
2.4.3 Treatment

Following assessment, a group discussion takes place with other therapists and a suitable course
of treatment is devised. The patient will then be referred to an individual practitioner for
treatment. Appointments are allocated on an as soon as possible basis depending upon therapist
availability and which treatment modality is most appropriate (i.e. ICMTP or crisis management).
All appointments are logged on an appointment sheet and appointment cards are issued indicating
the date, time and therapy. Treatment clinics take place four to six days a week, depending upon
the availability of therapists, with a morning c}inic’ﬂrozﬁ 8.30am until 12.00pm and an afternoon
clinic from 2.00pm until around 4.00pm. Sessiops vary 1n length according to the nature of the
particular therapy and the working preference”of the therapist, but typically treatments last
between three-quarters of an hour to an hour. In so far as it is possible, appointment cards are
distributed to inmates through the wings at least two days before the clinic. Staff are typically
informed of appointments in person or by telephone as staff time is more limited and greater
flexibility is required. At the end of each treatment the patient is required to sign a form to
acknowledge they have been treated.

2.4.4 Aftercare

Upon completion of either treatment programme, patients will undergo a further assessment to
decide whether continued treatment is merited. However, the precise role and influence of the
patient in this decision is unclear. In the case of those undergoing crisis intervention re-assessment
may result in them being placed on the ICMTP. Patients are free to reapply, effectively beginning
the process from the start again, at any point after completion of treatment. In the case of
inmates, aftercare will tend to focus on treatments with a view to developing their role in society,
particularly after release.

2.5 Patient records

Each patient has an individual patient file and is allocated a 10 digit treatment case number. The
file contains the individuals™ application, their assessment and a clinical record. The clinical
record form charts individual patents’ ongoing treatment, providing a record of the actual
treatment given at a particular session. Where possible, treatments are recorded in plain English,
as opposed to using the professional terminology of the therapist involved. This is to ensure that
the clinical record may be read and understood by any therapist as it forms a complete
complementary medical treatment history. Therapists are asked only to record information about
an individual that they would be happy for the patient to read in their presence. Therapists are
also discouraged from recording any information that might, in the unlikely event that the file
were seen by a third party, be able to be used against a patient, such as being abused as a child.
Individual therapists may keep their own more detailed records (as required by their own

professional body), if they wish, but must observe the same confidentiality required concerning
all CMSP files.

The relationship between a CMSP therapist and patient is viewed with the same protocols as that

1
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between a patient and a conventional medical practioner. Staff and inmate files are kept
separately in locked filing cabinets in the CMSP office which is Jocked at all times when a CMSP
staff member is not present. Files are kept out of sight at all times when inmates or officers may
be in the office. This includes the unit inmate orderly who is also excluded from being present
during any case discussions. No files are removed from the office and clinical notes are not
released to non CMSP staff.

If requested, under exceptional circumstances CMSP will prepare a complementary health care
report outlining the treatment given and a professional assessment of an individual inmate’s
progress and current state. 1f requested, inmates are required to sign a release form. Inmates arc
discouraged from using these as evidence of accredjfation for parole hearings thereby using
completion of complementary therapy as a ‘card stamping’ exercise. Support for this position is
reflected by the fact that in the two vear period (Agril 1996- March 1998) only three such reports
have been prepared.

At the end of each month therapists are asked to submit a patient return form. This records the
names, case numbers and brief details of all patients they have seen. This enables calculation of
the total number of patients seen, and the number of hours put in by therapists, per month.

2.6 Treatment location

The treatment programme is coordinated from the CMSP unit which is located in a former
principal officer’s office located on Alpha (A) Wing. Prior to January 1998, treatments took
place in a variety of locations around the establishment making service provision heavily reliant
upon vacancies and the good will of the chaplaincy, education and health care. A purpose built
treatment centre was created in January 1998 providing a suite of two individual treatment rooms
and a much larger group therapy room. The suite was created by the works department in liaison
with CMSP by converting part of the dining room which links the four wings of Coldingley’s
Nucleated ‘dog leg” design (Marshall 1995). Lighting, soundproofing and decoration have been
maximised, within budgetary and security constraints, to provide a treatment facility quite alien
from the normal prison environment.

12
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3 Therapies and Therapists

3. 2 Therapies offered by CMSP

It is suggested that there are in excess of 300 different therapies under the umbrella terms
‘complementary’ and ‘alternative’ which, in turn, may be further subdivided into seven major
categories on the basis of philosophy, patient approach and orientation (Chez and Jonas 1997).
In a report to the Department of Health, Mills er al. (1997) identified 14 major and discrete
complementary disciplines in the United Kingdém. Since its creation (May 1996-March 1998)
CMSP has offered 16 different complementary therapies. The therapies, together with a brief
description, are as follows:

Acupuncture: Technique whereby needles are inserted into specific sites on the body
surface, known as meridians, to improve the flow of energy around the body, thus
preventing and treating disease, disability and dysfunction.

Acupressure: Technique similar to acupuncture except pressure applied to specific sites on
the body surface as opposed to inserting needles.

Cranial Osteopathy: Non-intrusive meditative pressure applied to the bones of the cranium

to affect musculature and body fluids encouraging the disturbed area to unwind and return
to its normal state.

Cranial Resonance: A transpersonal treatment designed to address patterns of abuse,
violence, addiction using meditative contact on the cerebro-spinal system. The treatment
is administered by either an individual or group of practitioners working on a single patient.

Holistic Stress Management: The use of a variety of techniques (outlined above and
below) designed to reduce stress and generate a positive impact on health and well being.

Homeopathy: A technique designed to match the totality of a patient’s physical and

mental symptoms to individualised herbal remedies administered in diluted microscopic
doses.

Hypnotherapy: Technique designed to use the unconscious mind to change unwanted
habits and conditions and to explore more helpful patterns of thought and behaviour

Meditation: The use of breathing techniques to relax and focus

Music Therapy: The use of music to assist the individual to focus their creativity and
energy in a constructive manner. Helps to cultivate inner discipline, focus and harmony.

Nutritionai Therapy: The use of supplements and individualised diet to address

13
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deficiencies and chemical imbalance in order to assist in recovery and enhance the body’s
own defences and recuperative pOWCTSs.

Osteopathy: The application of manipulative procedures to the musclo-skeletal system and
soft tissues to address imbalances and stresses within the body and to enhance recovery
from damage and dysfunction. Variation known as chiropractic.

Reflexology: The application of pressure and manipulation to areas of the feet which
directly relate to other areas of the body, to improve the associated organs and systems.

g . . . . . * i s

Reiki: Non-invasive and non-intrusive healing "designed to transmit energy between a
therapist and patient positively stimulating the body and mind. Also known as healing.
Transpersonal Counselling: a person-centred holistic mode of counselling designed to
encourage patients to develop a deeper awareness of their condition and to address
undesirable patterns of behaviour and experiences.

Tai Chi: Movement and breathing designed to focus, calm and help the individual to take
responsibility for their health and well being. Variations include mo1 tal.

Vibrational Medicine: A system delivering energies or vibrations, held in a liquid or solid
matrix, to address physical imbalances and to transmute ‘negative’ traits of mund and

emotion thereby stimulating recovery and allowing for greater receptivity to healing
processes.

The availability of the various therapies is governed at any one time by the availability of the
corresponding therapists.

3.2 CMSP therapists

There are two main categories of therapist working for CMSP: professionals and placement
counsellors. With the exception of management staff (e.g. directors and unit managers who are
salaried from core funding), all therapists work on a voluntary basis. For many of the
professionals this means work for CMSP is carried out on an equivalent to pro bono work done
by the legal profession and is therefore in addition to private practice. For placement counsellors,
working for CMSP is a means of satisfying the practical requirement of their training qualification.
The skill base and backgrounds of therapists therefore varies tremendously, as does their
availability - ranging from full-time to one day a month.

Each therapist may be a practitioner of more than one therapy. Furthermore practitioners may
practice their particular therapies in a variety of formats according to their training body and
milieu - there are numerous possible counselling techniques just as there are many sub-categories
of osteopathy and acupuncture. Appendix A contains a full list of therapists who have treated
patients at Coldingley, together with their principal therapy, for the period May 1996-
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Figure 3.1 CMSP therapists at Coldingley by specialism

January 1998. Of those still registered with CMSP on January 21 1998, 47 therapists have
treated patients at Coldingley on either a short or long term basis. Of these, two-thirds were
female (66%) and one-third male (34%). Figure 3.1 shows a percentage breakdown of
therapists at Coldingley by therapy type. As figure 3.1 demonstrates, each therapy is not equally
represented in terms of the number of practitioners working with CMSP. Two specialisms,
counselling and reiki, account for virtually half of all therapists, with counselling, reiki,
acupuncture, homeeopathy and holistic stress management accounting for over three-quarters
of all therapists. Appendix A also provides details of each therapists’ professional body or
training organisation. However, given the complex nature and background of natural medicine,
understanding of the importance of affiliations requires further qualification.

3.3 Regulating complementary medicine

In comparison with conventional medicine in the United Kingdom, which is governed by a
single body (The British Medical Association), complementary medicine remains largely
unregulated. Unlike the majority of other developed countries, United Kingdom law does not
require that complementary therapists be registered with the state in order to practice (Stone and
Mathews 1996). As a consequence, much of the public demand for natural medicine 1s being
met by practitioners without statutory legislature, recognisable training qualifications,
professional standards or insurance (Mills er al. 1997).
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practitioners to raise standards and gain professional status. However. without formal obligation,
virtually anyone may set up their own training programme and professional body without
sanction, answerable only to their clients. For example, while homa:opathy achieved formal
recognition in the National Health Act (1950) and to date five NHS hospitals in Bristol, Glasgow,
Liverpool. London and Tunbridge Wells have specialist homaeopathic wards, the title was never
protected by statute and therefore anyone can practice and call themselves a homozopath (Mills
et al. 1997).

The Government has been relatively slow to call for the regulation of complementary medicine
under a single cohesive umbrella organisation. At present the majority of training organisations
are independent stand alone bodies with each 111€Lap‘};’having a number of different associations
and societies. For example, in the case of reflexology, membership of different organisations
tends to reflect specific training and technigues used (Mills er al. 1997). Whilst many are
professional bodies whose members include conventional practitioners, others are so small and
ad hoc in nature as to negate the value of membership or certification. Similarly, while some
disciplines now offer independent degree courses at, or validated by, universities others require
as little as a single day to qualify. The majority of professional groups provide professional
indemnity and public liability cover for their members. The cost of such cover is generally very
low in comparison to conventional medical practitioners’ insurance. While this means that
virtually anyone may insure themselves as a complementary therapist it also reflects the lack of
litigation, and therefore implied malpractice, in this area (Mills er al. 1997).

Self-regulation varies considerably by discipline. For example, virtually all healers recognise the
Confederation of Healing Organisations (CHO) as their single governing body. Osteopathy and
chiropractic have gone even further protecting their titles and providing external and internal
regulation of their activities. The Osteopaths Act (1993) requires that from 1998 all practising
osteopaths register with the General Osteopathic Council. It will therefore become a criminal act
to practice unless registered and those found guilty of malpractice may be struck off. Table 3.1

shows the comparable national professional organisation of the main complementary disciplines
offered by CMSP in order of size.

Table 3.1 National organisation of complementary medicine by discipline *

Discipline Number of organisations Date oldest Number of therapists
organisation
founded

Complementary Other  Total Complementary  Other  Total
Reflexology 6 1 7 1852 5273 900 6173
Acupuncture 6 2 8 1960 1749 2085 3834
Hypnotherapy 11 0 11 1950 3006 - 3006
Osteopathy 4 3 7 1911 2325 88 2413
Homeeopathy 3 2 5 1943 1497 507 2004
Healing 10 3 13 1884 1400 - 1400

(Source: Mills er al. 1997, Figures are based upon returns to a national survey and do not therefore necessarily include every organisation )
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In the absence of statutory regulation, umbrella complementary organisations offer some degree
of reassurance by encouraging developing standards and maintaining a list of recommended
therapists. However, in the United Kingdom there are in excess of six umbrella organisations, the
largest being: the British Complementary Medical Association (founded 1989), the Council for
Complementary and Alternative Medicine (founded 1986). The Institute for Complementary
Medicine (founded 1982), and the Research Council for Complementary Medicine (founded
1983) (see appendix B for a list of addresses). The 1CM also administers the British Register of
Complementary Practitioners and the British Council of Complementary Medicine. The situation
is somewhat different in the United States where in response to concerns about safety, the
National Institutes of Health (the medical research arm:of the US Government) created a central

Office of Alternative Medicine (OAM) which pubhshcs a directory of alternative health care
associations.

As a result of the professional state of complementary medicine, whilst CMSP demand evidence
from volunteers of proof that they have a qualification to a level required to practice their chosen
specialism, less weight is attached to formal qualifications than to practical experience, aptitude
for working in a penal setting and credibility with the patient group. A great deal of importance
is therefore placed by CMSP upon supervision and training.

3.4 CMSP therapist training

All therapists, regardless of whether fully qualified or on a placement, follow an identical
induction and four stage training process. This consists of:

L Iniroduction - therapists are introduced to the aims and objectives of CMSP and the
principles under which they work

1. Security - therapists are given an introduction to the dangers of working in a prison by a
Prison Service uniformed security officer and advised on good practice. Therapists are also
shown a video and given a talk on suicide awareness.

ui  Person-centred approach - therapists are trained to work transpersonally and are taken
through the treatment process themselves and asked to examine personal issues such as
their own motives for wishing to work in a prison environment.

v.  Specialist training - therapists are provided an opportunity, on retreat, to learn new skills
and develop specialist training in their chosen treatment areas

Induction courses last a full day. Training modules 1 and 2 (introduction and security) together
form another full day, as does module 3. Module 4 is a residential weekend. All therapists are
required to complete modules 1 and 2 (a minimum of 2 days), before they are allowed to work
In any capacity in one of the three treatment units. In addition, therapists are required to present
physical evidence of qualifications from relevant governing bodies, in the form of original
certificates, before being allowed to practice. As modules 3 and 4 represent a much deeper level
of commitment, these training courses are optional. Therapists who demonstrate an aptitude for
working in a prison environment and wish to become more involved in CMSP are invited to sign
up for these courses when they feel ready. Therapists’ relative strengths and weaknesses are
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assessed during training and initial placement and they are then allocated to cases as appropriate.
All core training takes place at Feltham Young Offenders Institution and is facilitated and licensed
through the European Institute of Cranial and Complementary Medical Practitioners working
within Prisons (EICCMPP).

Therapists on placements are governed by the same criteria as fully qualified therapists and are
supervised both by CMSP and by an appointed fully-qualified therapist from their training or
governing body. Such placements are normal practice for many disciplines (such as counselling)
and are used to ensure newly qualified therapists, generally having undergone a number of years
assessed theoretical and practical training, have a support network when they begin working in
the field and not for teaching purposes per se. pa”

£
K

On-going holistic support, education and supexﬁ'vision are compulsory for all CMSP staff and
therapists ensuring skills and techniques are of a uniform standard and conform to the
organisation’s stated aims. Therapists therefore effectively remain under supervisory probation.
for the duration of their time with CMSP. At present, the training schedule provides one
introduction and one induction session per month. All therapists are required to have completed
the first two stages of training before they are allowed to work in any capacity in the treatment
unit. In addition to therapists, CMSP offers to train medical practitioners and prison staff who
are interested in complementary medicine.

3.5 Professional support

In addition to CMSP’s patrons and affiliated bodies, a number of holistically based complementary
medical organisations have offered professional support. These include:

The Cranial Osteopathic Association

The British Acupuncture Council

The London Academy of Oriental Medicine and Acupuncture
The Centre for Counselling and Psychotherapy Education
The Society of Homeeopaths

CMSP are also actively encouraging the formulation of standards and codes of conduct by
bringing together experts from the International Institute of Cranial and Complementary Medicine

Practitioners (IICCMP), based in Switzerland and the Council for Integrated Complementary
Heaithcare (CICH).

3.6 Code of care and confidentiality

The importance of establishing and maintaining clear boundaries between patients and therapists
underpins all of CMSP’s work. These cover such areas as security, therapeutic protocol and
confidentiality. This is over and above the standard security checks (i.e. Criminal Records Office
checks) required by the Home Office, and any required locally by the prison, for all staff working
In an establishment.

Such boundaries aim to protect all four parties involved in treatment: the patient, the therapist,
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the organisation and the host prison. For example, the penalty for breaching the security rules of
the prison for a first offence will be the withdrawal of keys, a second or third offence will be met
by termination of their services. Therapists are not permitted to work alone with an inmate in the
treatment suite.  Therapists are advised not to reveal any personal details or to give personal
contacts to inmates or staff or offer to treat them outside of the prison. Similarly, all therapists
arc required to operate a professional dress code appropriate to their particular therapy. In
particular, female therapists working with male inmates are required not to wear excessive make
up or clothing that might be considered provocative. Therapists working with ‘sharps’ (such as
acupuncturists) are required to verbally count needles in and out of a patient (o ensure there are
no losses, over and above standard medical hygiene reguirements for such intrusive implements.

CMSP’s Code of Care is founded on five princj;gles. These are:

 All patients are treated with respect

* Within the ‘therapeutic community’ patients can communicate freely without
mterruption, verbal abuse or threat

» Information is stored in confidence

.o Confidentiality of disclosure

e Grievances can be brought to the treatment management.

The therapeutic relationship is based upon trust and confidentiality, both of which are regarded
as basic. The treatment unit is run as a therapeutic community. The nature of a therapeutic
community is well described by Genders and Player in their 1995 book on Grendon:

The therapeutic community gives predominance 1o social learning over
psychoanalytical methods... The community thus functions to provide both an
experimental forum and a social coniext within which Sociopathic disturbances
can be expressed, confronted and explored

A therapeutic community emphasises self-help through peer support and by focussing on
increasing individuals’ responsibility and privilege creating role models out of those more
advanced in the treatment process (Geiger 1993, Cullen 1998). The success of the therapeutic
community at Grendon is well documented (Genders and Player 1985, Player and Martin 1996,
Cullen er al. 1997, Cullen 1998). Patients are informed prior to treatment that although
treatments will be carried out on a one-to-one basis, with the obvious exception of group sessions,
therapists work collectively in the treatment process and therefore their case may be discussed.
Such case discussions, termed processing, are an important part of the holistic process as it
enables a better picture to be formed of the individual as well as providing an opportunity to draw
on the experience and advise of others. Processing is also used to debrief therapists and to allow
them to ‘off-load” the burden of information patients place upon them without breaking the
confidence of the therapeutic community.

The importance of following line-management (through the unit managers to the director or her
deputy) is also strongly impressed upon therapists in training. All grievances, safety and security
concerns are dealt with in this manner to ensure that correct Prison Service channels may be
followed, such as the documentation required to initiate a suicide watch. CMSP are in the
process of developing committee structures to cover: referrals, briefing, accreditation, insurance
and disputes.
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CMSP have few conditions of treatment other than that the individual should be prepared to work
on themselves and assist in their own recovery. From this stems the need for commitment. CMSP
i1s unwilling to treat inmates who consistently fail to attend therapy sessions without prior notice
or subsequent valid explanation (such as having a visit). A first offence is met by a warming. If
patients continue to miss sessions they are removed from the programme and must re-apply and
20 through assessment again if they wish to continue.

The organisation is in the process of developing a unit handbook to cover complementary medical
practices, protocols and ethics to be adhered to within the treatment unit. Once completed, this
handbook will be made available to prison and healthcare personnel who request it.
:)

Standardisation and uniformity in practice are u‘gderiying principles in all of CMSP’s work.
CMSP’s aim is to train every interested therapist equally in the management process to ensure that
all therapists are capable of running the therapeutic unit. Not only does this standardise practice
across the organisation but it also serves to ensure that the treatment process is prioritised above
individuals by making all managers effectively interchangeable. This is particularly important
since in addition to the unit at Coldingley, CMSP have also established treatment units in two
other prisons. The second unit opened at HMP Downview, an adult prison near Banstead in
Surrey in August 1997. The third unit opened at Feltham Young Offenders Institution in
Middlesex in October 1997. Since opening, Feltham has become CMSP’s central office. It has
been suggested that a further 11 prisons have approached CMSP with a view to setting up

treatment units. In addition a2 number of establishments have approached CMSP with a view to
training existing health care staff.
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4 Service Delivery

4.1 Treatment statistics

Mills er al. (1997) estimate that nationally, each complementary therapist sees approximately 80
individuals per year. With an estimated 43,567 complgmentary therapists practising in the UK
this equates to nearly 3 million patients per annum. ,EMSP began treating patients in May 1996.
The total number of complementary medical treatments for the financial year 1997/8 was 3,074,
the monthly mean being 256. This equates to (.9 treatments per inmate for the entire prison.
Over the same period, 854 individuals were treated, an average of 71 per month. This included
248 new patients, with an average of 21 new patients per month.

In the six month period to March 1998, an average of 61 inmates and 8 members of staff were
treated per month. On average there were 17 patients per month on the ICMTP and 235 on Pre-
Admission or receiving Crisis Intervention. In the same six month period the number of therapists
grew from 31 to 47 an increase of almost 50%.

Figure 4.1 shows a comparison of the mean inmate population with both the number of individuals
treated and the total number of treatments for the two year period 1996/7-1997/8. The total
number of treatments since the unit was created in May 1996 is 4,575 with an average of 199
treatments per month. As figure 4.1 shows, service provision has virtually doubled per month in
CMSP’s second year of operation compared to their first. Detailed records of the numbers of
individuals treated are only available from September 1996. The total number of individuals
treated between then and March 1998 is 1186 with an average of 62 patients per month. In May
1997 alone, CMSP treated almost one-third of all inmates in the prison. In both July 1997 and
March 1998 the total number of treatments given exceeded the establishment population.

CMSP figures greatly exceed those for comparable large scale complementary services. The
S.I.S.T.E.R drug rehabilitation programme in California estimates to treat 300 clients per year
with up to 40 voluntary acupuncturists working five days per week (Geiger 1993). Whilst this
does not take into account the scope and scale of therapy received by individual CMSP patients,
it is remarkable for a single treatment unit.

The treatment unit is also remarkable in another manner. Although individuals may choose to
forego further treatment, because of the combination of CMSP’s minimal criteria for being treated
and the fact that therapy is self-referral, the percentage of patients considered unsuitable for
treatment is virtually zero. CMSP estimate that the percentage who approach the unit but then
do not go beyond the assessment is between 1-3%. In these cases, it is usually the patient’s
choice not to proceed as they are not prepared to make the necessary level of commitment that
CMSP require, namely to play an active role in their healing process. Initial evidence suggests
that many drop outs reapproach CMSP at a later date, although more detailed analysis is probably
warranted. This is markedly different from figures for therapeutic communities
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Figure' 4.1 Mean inmate population, number of individuals treated and total number of
treatments 1996/7 - 1997/8

generally, which typically report drop out rates of up to 20% due to unsuitability for treatment
(Cullen 1998). The need to clarify the precise number of patients who drop out of treatment and
their reasons for doing so is an important part of programme evaluation and research. Further
attention clearly needs to be directed to this matter in future as accurate data may be able to
demonstrate significant findings.

4.2 Service constraints

CMSP identify a number of factors which have served to constrain service delivery. These are:

Availability of therapists and therapeutic specialisms
Treatment location and conditions

Delivery of appointment cards

Access to inmates

e o o

Comparing the number of treatments per therapy for the year to March 1998 (figure 4.2) with the
number of therapists per specialism for March 1998 (figure 4.3), it may be seen that three
therapies (counselling, acupuncture and stress management) account for almost three-quarters of
all treatments (73%) and almost two-thirds (62%) of all therapists.  Given the importance of
counselling in the [ICMTP, its predominance is not unexpected. However, in other instances it may
be seen that treatment numbers are disproportionate to the number of therapists. For example,
osteopathy is the fourth most common therapy yet is ranked seventh in terms of the number of
practising therapists.

Rather than reflecting supply and demand, figures 4.2 and 4.3 suggest that the provision of a
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particular therapy is wholly dependent upon the availability of the relevant therapists and the
time that those therapists, as volunteers, can give. On average therapists give 10.8 hours per
month. This figure is higher for counsellors who work a mean of 15.6 hours per month. Other
types of therapists generally work between 2 and 10 hours per month, the average being 5.6
hours. It should, however, be noted that inherently some therapists can treat a greater number
of patients than others, either simultaneously or consecutively, in the same time period. For
example, while a music therapist is able to see ten patients in one hour, a meditation practitioner

is able to make 5 treatments and a counsellor only one.
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The precise course of treatment an individual receives is therefore constrained by supply and not
demand. The likelihood that a treatment programme will be able to match the optimum therapy
for the individual’s needs is, therefore, considerably reduced. In the case of the ICMTP this
problem may be alleviated by the fact that any number of physical therapies may dissipate
aggression brought up through counselling. However, for those seeking complementary therapy
as a form of crisis intervention (i.e. for a bad back) a substitute therapy may negate some of
complementary medicine’s potential effectiveness.

Treatment location and conditions are another area of concern. Whilst others have been
extremely generous in facilitating the use of free spare by CMSP, in particular the Healthcare
Centre, reliance upon coalition for accommodations€lsewhere in the prison often resulted in rooms
being double booked or unavailable at the last minute. Available spaces, such as association and
television rooms, the church hall and dentists room, were often far from ideal for intimate
treatment offering little privacy. In addition, such environments often also carry strong
associations for inmates conflicting with CMSP’s independence from the Prison Service,
conventional medicine or formal religion. Whilst this problem has been largely removed
following the opening of the dedicated treatment suite, a number of occasions still arise where
treatment numbers are limited by space as opposed to therapists.

Whilst the appointment system used by CMSP generally works well, it is subject to the constraints
of working in a busy industrial prison environment. Some concern was expressed by therapists
and inmates that a small number of wing staff were not passing on appointment cards until the
evening or day after appointments were scheduled. Whilst there was no evidence that such delays
were malicious in intent, the issue had been raised with the Governor and appeared to have been
addressed. This was reflected by a sharp decline in the number of such complaints. Nevertheless,
delvery of appointment cards would appear to remain a logistical problem.

All inmates at Coldingley are required to work or take part in full-time education. As a result
mates are therefore widely dispersed around the establishment during the working day.
Although there is a high degree of freedom of movement around Coldingley, the establishment
is heavily zoned (fenced off into locked functional areas). With the exception of those in
education, inmates are therefore unable to make their own way to appointments. For security
reasons sets of prison keys are strictly limited in supply and are therefore at a premium. Initially
this created considerable problems as a shortage meant that it fell to the unit manager to fetch and
return all inmates for their appointments, in addition to escorting therapists to and from the prison
gate, leaving little time to carry out administrative or therapeutic duties. This problem becomes
more acute as the numbers of patients and therapists continue to rise. The situation has, however,
been greatly alleviated by security allocating more keys for therapists on a shared tally basis.

Another area where CMSP has been made acutely aware of the difficulties of running a treatment
service within an industrial prison regime is in getting inmates released from work to attend
therapy sessions. Coldingley’s workshops operate commercial contracts and are therefore under
pressure to meet deadlines and performance targets. In accordance with performance related pay,
it is establishment policy to deduct from the wages of inmates payment for the length of time that
they are absent from the industrial complex. Inmates therefore choose to lose money in order to
attend complementary medical appointments. This suggests a certain degree of commitment and
rebukes some suggestions that inmates use therapy as a strategy for work avoidance.
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Inmates have complained to therapists that industrial staff have been unwilling to release them
for appointments. Instructors have expressed concern over what they see as large numbers of
inmates regularly being taken out of the industrial complex often, they claim, without prior notice
and without inmates being returned. Staff shortages mean that instructors must be taken out of
other duties in order to properly search inmates before they leave. Attempts have been made to
ensure that daily lists of inmates with appointments are circulated to all wing and industrial
workshops. In addition inmates with early morning and afternoon appointments are asked to stay
on the wing and are escorted to work after their treatment. In practice such problems appear to

be minimal but may be placed under greater pressure following the privatisation of the industrial
complex. .

1

4.3 CMSP internal pilot study

CMSP has an ongoing policy of research and evaluation to validate the work being undertaken.
In September 1997 an internal pilot study was carried out looking at the Integrated
Complementary Medical Treatment Programme (IMTP) and Crisis Intervention to assess the
benefits to inmates and staff (Perry 1997). The CMSP study reported that a cohort of 21 patients
(20 inmates and one member of staff) were ‘chosen’ that had each received 3 or more treatments
over the previous 8 weeks. 62% of the cohort were either on the intensive programme or had

completed the main phase of the programme. The remaining 38% had received individually
tailored ‘crisis intervention’ treatments.

Data was collected over a five week period using a confidential 12 question questionnaire (Form
3). Patients were asked to score perceived changes in symptors, interest in treatment, perceived
effectiveness and overall satisfaction. In addition a number of open ended questions dealt with
numbers of treatments, treatment facilities, overall health and the quality of treatment provided.

Four questions lent themselves to quantitative analysis by comparing pre- and post - treatment
changes in scores. 85% of the cohort recorded a perceived improvement in their symptoms.
Almost three-quarters (67%) of all patients recorded above average scores for overall condition
with many selecting maximum scores, suggesting general satisfaction with treatment. 60% of the
sample recorded an active interest in the treatment and complementary medicine with
approximately 15% expressing an interest in training in a therapeutic discipline at some point in
the future. The majority of the sample (70%) believed their treatments to have been effective for
them although what is meant by the term ‘effective’ is not qualified. In terms of overall
satisfaction, all patients recorded scores above average (mean score 6.8). Qualitative analysis
suggested that inmates were generally positive about the quality of treatment and valued the work
of CMSP with many suggesting it should be expanded. Patients were, however, critical of the
environment in which the treatments took place although this has subsequently changed following
the opening of the treatment suite in the converted dinning hall.

The report concludes that, ‘the data provided here gives ample cause to suggest that holistic drug-
free health care has a vital role to play in the health of those in a prison environment. Further that
there is good cause to initiate other pilot studies and more detailed research projects in
examination of the benefit and cost effectiveness of CMSP’s role within prisons. Further research
and evaluation work is therefore justified for the future investment and development of
Complementary Medical Services for Prisoners’ (Perry 1997).
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Whilst the pilot study raises a number of interesting issues and does suggest that further study is
merited, the research also raises a number of problems. No attempt is made to relate overall
satisfaction to the number of treatments given or length of time treated, despite the information
being recorded on the questionnaire. Similarly, whilst the study reports that a high percentage
of the sample developed an interest in the treatment process, it neglects to mention that an equal
percentage indicated they had received no benefit and 5% recorded a negative score. Again no
attempt is made to define what is meant by ‘effective’. This is not to diminish the value of
personal testament as this can be a very effective qualitative measure but only i the
representativeness of that person is taken into account as well as predisposition to complementary
therapy. Overall, the sample size is too small for percentagc scores 10 be meaningful without
indication of their representativeness of the remaining. patmm group or indeed the establishment.

Shifts in scores do not take any account of whether patients were initially sceptical or were
supportive of complementary medicine or other gxtraneous factors, such as parallel participation
in other programmes. Furthermore only a single member of staff was included.

For such an evaluation to be reliable, it must demonstrate the representativeness of the sample in
relation to both the patient group and the prison from which the patients are drawn. The precise
nature 'and duration of treatment also needs to be recorded. Moreover, background

demographical information is required to assess possible pre-disposition to complementary
medicine.
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5 Patient Demographics

5.1 Demographical research

In order to assess the representativeness of patients using the complementary medical service at
Coldingley, it is useful to examine briefly the literaturé’ on complementary patient demographics
for the outside community. Research suggests that“whilst no demographical group is particularly
non-disposed to complementary medicine (Erpst er al. 1995a), it is more likely to appeal o
women and to the young (Ernst er al. 1995b, Furnham and Kirkaldy 1996). The literature also
suggests that those who choose to use complementary medicine in the community are likely to
differ socio-demographically, psychologically and in lifestyle from conventional medical patients;
they are more likely to have a healthy lifestyle, have a higher level of education, and are less likely
to smoke or drink (Hentschel er al. 1996).

Research suggests that dissatisfaction with orthodox medicine is not the principal reason for
seeking complementary medicine (Ernst er al. 1995a, Furnham and Kirkaldy 1996) and instead
suggests that whilst the reasons people choose complementary medicine are complex, choice is
generally based on a belief that it works (Furnham and Kirkaldy 1996). In a study of 250 patients
n three complementary medical practices, Vincent and Furnham (1996) found that whilst the
reasons for selecting complementary medicine varied according to the nature of the therapy used,
five common factors could be identified. In order of importance these were: a belief in
complementary medicine; the ineffectiveness of orthodox treatment for their complaint, concern
about adverse effects from orthodox medicine, lack of communication from doctors and the
availability of complementary medicine.

Empirical evidence of problems or difficulties arising from complementary medicine is slight. In
a study of primary care physicians in the South-West of England, 38% of respondents reported
adverse effects from treatment most commonly after manipulation (White er al. 1997). This
statistic is a sufficiently high to warrant investigation of difficulties encountered following
treatments amongst CMSP patients.

5.2 Inmate patient demographics for Coldingley

Coldingley has certified normal accommodation (CNA) for 294 inmates. The mean population
for 1997/8 was 295. Treatment data for the period May 1996 to December 1997 was compared
with the mmate roll for January 1998 in order to identify the number of inmates still at Coldingley
who have received complementary treatment. At the time of survey, 101 current and former
patients remained in the establishment, representing just over one-third (34%) of the total
population. Information about sentence length, main offence, age, ethnic group and religion for
both the patient sample and the general population at Coldingley were extracted from the Local
Inmate Database System (LIDS). General data was obtained from pre-formatted LIDS queries
whilst patient sample data was obtained from individual inmate records.
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5.2.1 Sentence length

S A VA

NP e K A Pt

Coldingley CMSP
12 month -2 years ﬂ] 2 years - 3 years

D 3 years - 4 years E 4 years - 10 years

ﬂ:m 10 years - life D life

Senience Length Population CMSP Fatienrs

(%) (N) (%) (N)
12 month -2 years 1.36 4 1.01 1
2 years - 3 years 3.06 9 2.02 2
3 years - 4 years 13.9 41 10 10
4 years - 10 years 60.2 177 66 66
10 years - life 99 28 8.1 8
life - 11.9 35 12 12

Figure 5.1 Coldingley population and CMSP patient sample by sentence length

The average sentence length for adult sentenced males in England and Wales is 16.1 months
(Home Office 1997). As would be expected in a category C training prison, the population of

Coldingley is primarily made up of inmates serving medium and long-term sentences. 95% of
inmates are serving sentences over three years and 82% sentences over four years. The

, years.
percentage of prisoners serving life in both the patient sample and in Coldingley as a whol

LU B B ) [es « IQ
double the national statistic of 6% (Home Office 1997).

¢

Comparing the CMSP patient sample with the rest of the Coldingley population (figure 5.1) it
can be seen that the sample is proportionately representative. This is supported statistically
(Chi-sq=3.6, 5df, p=.61). It may, therefore, be concluded that CMSP patients are unlikely to
differ from other prisoners at Coldingley in terms of sentence length.
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Coldingley CMSP

[ ] 4gainst the person = Theft and dishonesty

= Mororing U] Drugs

M Firearms U1 Criminal damage

[[] Mise.
Offence category Coldingley CMSP Farients

(%) (N) (%) (N)

Against the person’ 28 81 26 25
Theft and dishonesty ’ 33 96 41 39
Motoring * 0.75 2 1 ]
Drugs * 30 86 30 28
Firearms 4 10 0 0
Criminal damage ° 1 3 2 2
Misc. ’ 4 7 0 0

I ABH. aggravated burglary. GBH. indecent assault. manslaughter. murder. rape. wounding. wounding with intent.

2 Armed robbery, Auempted robbery, burglary, conspiracy o commit burgiary, conspiracy 10 comaut robbery.
conspiracy to comnut theft. deception. false insurance claim. fraud. handling stolen goods. other fraud. robbery. theft.

3 Death by reckless driving, reckless driving

4 Conspiracy 10 import drugs. conspiracy 10 supply drugs. customs evasion (drugs). importing drugs. possession
of drugs, possession of drugs with intent (o supply. supplying drugs.

5 Possession of a firearm with intent to use. possession of an offending weapon.

6 Arson, atempted damage, criminal damage.

7 Holding warrant. other criminal offence.

Figure 5.2 Coldingiey and CMSP patient sampie by main offence

5.2.2 Main offence

Figure 5.2 shows a comparison of the CMSP patient sample with the total inmate population by
category of main offence. In both groups three main categories of offence each account for
approximately one-third of the population. Offences of theft and dishonesty constitute the largest
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group (33% for Coldingley and 41% for CMSP patients), followed by drug offences (30% for
both Coldingley and CMSP patients) and offences against the person (28% and 26%
respectively). There is a notable lack of sexual offences from both the sample and Coldingley as
a whole. The sample is statistically representative of the prison (Chi-sq=6.4, 3df, p=.09) from
which it may be concluded that CMSP patients are unlikely to differ from other prisoners at
Coldingley in terms of offence.

This offence profile is not representative of the entire prison population of England and Wales.
Nationally, violence against the person accounts for only 25% of offences for adult sentenced
males, followed by 27% for theft and robbery and 15% for drugs (Home Office 1997). Drug
related offences are overly represented at Coldingley At twice the national average.

5.2.3 Age

The average age of prisoners at Coldingley is approximately 34 compared to 33 for the CMSP
patient sample. This is directly comparable to Grendon where the mean age is around 32 (Cullen
1998)." As figure 5.3 shows, both groups are demographically similar with the majority of
prisoners falling between the age 21-42. Again, the patient sample is statistically representative
of the Coldingley population (Chi-sq=15.6, 19df, p=0.68) from which it may be concluded that
CMSP patients are unlikely to differ from other prisoners at Coldingley in terms of age.

5.2.4 Ethnic group

Ethnic minority prisoners, in particular black prisoners, are over represented at Coldingley.
White prisoners account for 61% of the population, followed by 32% black and 5% Asian. The
comparable figures for England and Wales are 82% white, 12% black and 3% Asian (Home
Office 1997). This is probably the result of Coldingley’s location as there is only one other
traming prison closer to London. Comparing the ethnicity of the CMSP patient sample and the
Coldingley population (figure 5.4) it may be seen that the patient group appears representative.
However, more detailed analysis shows that black Caribbeans, as a sub-group, are over-
represented in the complementary therapy group by 7% whilst black Africans are under
represented by almost 5%. This would seem to suggest that there may be a cultural predisposition
amongst black Caribbeans towards complementary therapy. However, given the relatively small
number of cases involved, one must be careful not to over interpret. Over representation might
equally be attributed to the dynamics of the groups involved and the neighbourhood effect (i.e.
positive feedback from one member of a group encourages the others to attend). Such caution
is borne out by the statistical analysis which found no marked difference between the patient
group and the rest of the inmate population of Coldingley (Chi-sq=1.1, 3df, p=.77). It may
therefore be concluded that no ethnic group is any more or less likely to use complementary
medicine in Coldingley.

This finding is extremely significant. Research on therapeutic interventions in prison has found
that prisoners of African-Caribbean origin demonstrate lower take-up rates than inmates from
every other ethnic group (Genders and Player 1995, Player and Martin 1996, Cullen 1998).
Player and Martin, in their evaluation of the ADT drug programme at Downview prison,
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Figure 5.3 Coldingley and CMSP patient sample by age

Coldingley CMSP

l:[ﬂ Asian D Black [ﬂ] Other D White

Ethnic group Coldingley CMSP sample
(%) {N} (% {N)
Asian 476 14 6 6
Black 3197 94 34 34
Other 2.72 8 2 2
White 60.54 178 58 58

Figure 5.4 Coldingley and CMSP patient sample by ethnic group
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attribute this to greater suspicion of the merits of such programmes and the greater need for first
hand information. Cullen similarly concluded that the low numbers of ethnic minority prisoners
at Grendon is the result of ‘a powerful antipathy for the psychiatric image of the institution”. The
over-representation of black inmates in the CMSP patient sample, in particular black Caribbeans,
might therefore be interpreted as suggesting that feedback about complementary therapy within
the establishment is largely positive.

5.2.5 Religion

There are 20 recognised religious denominations At Coldingley. This number rises to 21 if
Rastafarianism is included although the Prison Service does not recognise this as a religion.
However, while three religions account for almost two-thirds of the population of Coldingley
(Church of England 35%, Roman Catholic 19% and Muslim 14%) nearly one-fifth of the prison
(19%) do not belong to any religion. Comparing patient sample with the rest of the Coldingley
population (figure 5.5) suggests no religious group is any more or less likely to use
complementary medicine. This is once more supported statistically which found that there was
no marked difference between the CMSP sample and the rest of the inmate population (Chi-
sg=2.17, 4Af, p=.7). Again, whilst the number of cases involved are small, it is interesting to note
that half of all the Hindus, Jehovah’s Witnesses, Rastafarians and Sikhs in the prison have sought
complementary medicine.

5.3 Staff patient demographics for Coldingley

Coldingley has a total staffing complement of 182 of whom 173 are full-time and 9 part-time. In
terms of gender, 149 (86%) are male and 33 (14%) female. Although staff information is
recorded in each prison on a computerised personnel system, demographic data is still less readily
available than inmate data using LIDS. It is not, therefore, possible to give as thorough a
breakdown for staff patients as for inmates.

5.3.1 Gender

At the time of survey, 17% of the staff at Coldingley (30) had received, or were receiving,
complementary therapy. Of these, 57% were male (17) and 43% female (13). Figure 5.6 shows
a gender comparison of staff seeking complementary therapy against the total staffing
complement. Statistical analysis suggests that the patient sample is not representative of the entire
staff (Chi-Sg=9.6, 1df, p=.001) from which it may be concluded that female prison staff are more
likely to seek complementary medicine than their male counterparts. This would appear to support
similar findings from the literature for the general population (e.g. Ernst et al. 1995; Furnham and
Kirkaldy 1996). The reasons for this mav be numerous, such as greater health consciousness and
openness in discussing personal problems. In addition, increased stress for female staff working
in a predominantly male environment, thereby having to gain acceptance as ‘one of the boys’, is
widely recognised (HM Prison Inspectorate 1997a,b). Female staff also have a tendency to be
concentrated in positions within the prison that are stereotypically seen as female, such as
education and operational support (ibid). Higher number of female staff seeking complementary
therapy may, therefore, be the result of a ‘neighbourhood effect” with
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Coldingley CMSP

U] Church of England (1] Musitm

£ No Religion B Roman Cartholic

[U Other
Religion Coldingley CMSP sample

(%) (N) (%) (N)

Agnostic 0.68 2 0 0
Anglican 0.34 i 0 0
Bapust 0.68 2 1.01 ]
Buddhist 0.68 2 0 0
Church of England 347 102 29.3 29
Christadelphian 0.34 1 0 0
Hindu/Jain 0.68 2 1.01 1
Jehovah’s Witneness 0.68 2 1.01 1
Jew 1.70 5 3.03 3
Methodist 1.02 3 0 0
Musiim/Moslem 14.1 42 16.2 16
No Religion 18.7 55 21.2 21
Other Christian Religion 0.68 2 0 0
Other non Christian Religion 0.34 1 1.01 1
Pagan 0.34 1 0 §]
Presbyterian 0.68 2 2.02 2
Protestant 0.68 2 0 0
Rastafarian 1.36 - 2.02 2
Roman Catholic 19.4 57 20.2 20
Seventh Day Adventist 0.68 2 0 0
Sikh 1.36 4 2.02 2

Figure 5.5 Coldingley and CMSP patient sample by religion
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Coldingley staff CMSP patients

D Male D Female

Figure 5.6 Coldingley staff and CMSP staff patients by gender

close colleagues recommending therapy to each other.
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6 User Survey

6.1 Methodology

Accepting the problems with using control groups or clinical trials in researching the efficacy of
complementary medicine, it was decided a mix ofsparticipant-observation and face-to face
interviews would illicit the most representative.fesponses from, and about, therapists and the
client group. Therapists were shadowed for a period of one month, during which time the
operational treatment model and structure of the programme were observed. Individual
treatments were not observed as this was deemed too intrusive and likely to break patient-
therapist confidentiality. Current and former CMSP patients were interviewed in order to assess
qualitatively service delivery and perceived outcomes from treatment. Separate questionnaires

were designed for both staff and inmates employing a combination of structured and semi-
structured questions.

In order to demonstrate sensitivity to the holistic nature of the treatment programmes the
questionnaires were designed to collect data on patients’ religious and conventional medical
history in addition to asking about the specific course of treatment undertaken and the perceived
benefits. With the exception of sections dealing with personal and background details and an
additional set of questions for staff in their professional capacity, the structure and questions of
both staff and inmate questionnaires were identical.

Questions were worded in a neutral fashion using plain English and were formulated deliberately
to illicit an ‘open’ or ‘closed’ response. In this manner, every effort was taken to present equal

opportunities for interviewees to express positive or negative opinions according to the
individual’s treatment experience.

All interviews were. conducted by the same researcher with as much informality as possible. A
standard brief introduction was used explaining the purpose of the research, the interviewer’s
background and the study’s prospective audience. The independence of the interviewer from
both the Prison Service and CMSP was also stressed. Confidentiality was assured by anonymity.
Questionnaires were only identifiable by a reference number consisting of the interview number
and date. Questions were read out verbatim to ensure uniformity and minimise the likelihood of
the interviewer leading the interviewee’s responses. Where questions were asked to be repeated
they were again done so verbatim and where called for, a standard example was given in each
case. In light of the intimate nature of the enquiry, interviewees were reminded that they were
free to leave and return to, or to not answer, any questions they felt uncomfortable about,
although in practice no such instances occurred. Subjects were also reminded that they were free
to leave at any time during the interview.

Interviews were conducted on a one-to-one basis in private. All interviewees were approached

individually and asked in person if they would be prepared to take part in the study. Where it was
not deemed appropriate to take part in the study there and then, an appointment was made for the
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interview to be rescheduled.  Whilst the majority of interviews took place in the CMSP treatment
suite, when vacant, interviews were also conducted in wing offices, the kitchen, gymnasium.
education block, works department and industrial workshops; where possible, inmates were not
removed from the industrial complex (zone). A surprising number of inmates, while enthusiastic
to take part in the study, were reluctant to leave work and therefore interviews were scheduled
for free association time. This was testament both to the work ethos of the establishment and the
realistic bonuses that could be earned through hard work.

Staff interviews were deliberately conducted prior to those with inmates in order to introduce the
research and interviewer to relevant staff before seeking permission to approach inmates in their
charge. All staff approached were extremely helpfu] i facilitating approaching inmates for the
study. <

e
\
«

6.2 Sampling frame and sample size

At the time of formulating the sampling frame, 30 members of staff and 100 of the 101 inmates
previously identified as having received some degree of treatment and remained. A target sample
of half of each patient group was set (50 inmates and 15 staff) resulting in a total of 75
interviews. A combination of random and proportional sampling was employed. At the outset
of the study a request was made to have no contact with individual CMSP treatment files in order
to reduce the likelihood that selection could not be biased by prior knowledge. The cohort was
selected without consultation with either CMSP or establishment staff. Interviewees were
identified by alphabetically listing all those still in the establishment in descending order of the
number of treatments received. Every second name was then selected for possible inclusion.
Where individuals were not available, the name above or below was substituted. The sample list
was compared with a list of inmates’ earliest dates of release (EDR). Those due to leave the
prison during the sampling period were identified and approached first. Any individuals who were
felt to have some prior knowledge of the study or were familiar to the interviewer as a result of

time spent shadowing therapists were left until last so as to limit potential bias of rest of the
sample.

In practice, the sample size proved to be unrealistic for several reasons. First, Coldingley is a busy
training prison with a constant turnover. In the course of the main survey, conducted during
March 1998, 12 of the target sample were transferred or discharged reducing the sample from 100
to 83. Secondly, the initial refusal rate was surprisingly low given the intimate nature of the study
and its sponsor with only three outright refusals. However, in the latter stages of the survey,
when dealing with those inmates who had received two treatments or less, the refusal rate began
to rise rapidly. A difference in perception between individuals and CMSP as to precisely what
constituted a treatment resulted in a proportionately significant number of inmates declining to
take part in the study as they did not consider their attendance at open group sessions held in the
church as equating to receiving treatment. Once the total number of refusals reached in excess
of 10 and were almost becoming consecutive, it was decided to exclude those who had received
fewer than two treatments. This further reduced the sample to 67. Finally, a sample of 50 were
identified, representing half of all those eligible, 15 staff and 35 prisoners.
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6.3 Pilot study

A small pilot study was undertaken in the last week of February to assess the feasibility of the data
collection methodology and to obtain feedback on the design of the questionnaires (N=6).
Following the pilot the wording of a small number of questions was revised to further clarify
meaning. One question was removed and three additional questions were inserted to further
qualify perceived benefit. The final questionnaires consisted of 67 questions for staff, taking
approximately 30 minutes to complete, and 74 questions for inmates taking between 45 and 60
minutes to complete.

6.4 Results

The 50 questionnaires were coded and analysed using the Statistical Package for the Social
Sciences (SPSS). The results are presented under six headings, corresponding to the section
headings of the questionnaires, these were: patient background, disciplinary history, therapeutic
history, spiritual background, medical background and complementary medical treatment.
Analysis of associations between patients’ responses (correlation analysis) was also carried out.
However, despite revealing a number of statistically significant relationships, given the
representativeness of the sample patients (outlined below) it was not felt that these findings would
greatly enhance the substantive findings that follow. This analysis has not therefore been
included.

6.4.1 Patient background

Personal details, such as age, gender, nationality, and ethnicity in addition to information about
professional and criminal histories, were gathered for the purpose of identifying the demographical
nature of the patient group and the representativeness of the survey sample.

The mean age of the inmates in the survey sample was 3S. The sample is statistically
representative of CMSP inmate patient group as a whole (chi-sq 7.4, 4df, p=.19). The mean age
for staff by comparison was 46 (range 29-61). Examining ethnicity and nationality, 61% of
inmates were white, 28% black and 11% Asian. 81% of the inmate sample were British. Foreign
nationals constituted 19% of the sample, the largest group being Irish (6%) followed by Iranian
(3%) and Turkish (3%). Figure 5.1 compares the ethnicity of the inmate survey sample with the
total patient group. Again, the sample is statistically representative of all inmate patients (chi-
8q=2.3, 3df, p=.5).

‘Examining inmates’ main offence, 33% of the sample had committed ‘crimes against the person’,
30% ‘theft and dishonesty’, 30% drugs and 3% motoring offences. Figure 6.1 compares the
survey sample against the overall patient group. Once more, the sample is statistically
representative (chi-sq=5.5, 4df, p=.24). If we break down the sample by sentence length, 8%
were serving sentences of 3 years of less, 25% less than four years, and over 60% were serving
more than 5 years. 12% of the sample were serving life. While the number of lifers is high
compared to the national average, it is representative of Coldingley. Figure 6.1 shows the survey
sample and total patient group by sentence length. Again the survey is representative of all CMSP
patients (chi-sq=7.4, 5df, p=.19).
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Figure 6.1 CMSP patients and survey sample by ethnic group (inmates)

Over three-quarters (78%) of inmates questioned have had previous convictions. The number
of convictions ranged between 1 and 32, the mean being 7. The mean age of inmates at first
conviction was approximately 22, the oldest being 43. Almost half (45%) were first convicted
before they were 20 and 9% were aged only 10. Over half (55%) had served previous custodial
sentences ( ranging from 1 to 10), the mean number of previous sentences being 2.8. Almost
one-third (29%) had spent time in care. Length of time at Coldingley varied from 4 months to
six and a half years. The average stay at Coldingley was approximately 1.5 years. One-third had
less than a year to serve and 50% less than two years. 11% had over four years left to serve.

In contrast to the inmate sample, all of the staff interviewed were white. 60% of the staff sample
were male (N=9) and 40% female (N=6). Again, this is representative of the gender balance of
the number of staff having therapy overall (57% male, 43% female). 47% were uniformed
grades, 46% civilian staff (e.g. education staff) and 7% other (instruction officer, probation
officer). 20% worked on the wings, 47% in the education department, 13% in operations, 27%
in the industries and 13% in the works department. Service experience ranged from 10 months
to 21 vears. with the mean length of service being 8 vears. Onlv 27% had worked at other
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venswith over (hree-guasters having been at Coldingley more than 3 vears. the averag:
6 years.

Those seeking complementary therapy are broadly typical of the Coldingley population at large.
The criminal histories of the sample suggest that those seeking complementary therapy represent
one of the most damaged, and damaging, groups in society. The breadth and intensity of
problems requiring attention are therefore unlikely to be typical of those experienced by
complementary therapists working in the community.

6.4.2 Disciplinary background

Inmates were asked about their prison disciplinary record. One-third of those questioned had
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Figure 6.2 CMSP patients and survey sample by offence type
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Figure 6.3 CMSP patients and survey sample by sentence length

not had any adjudications on their current sentence. The remaining two-thirds had between 1-31
adjudications, with 4.8 being the mean. Half of those asked had adjudications at Coldingley,
the average being 2. One inmate had 14 adjudications at Coldingley alone. The most common
reasons given for adjudications were for disobeying an officer and other behavioural offences.
Almost two-thirds (61%) said that they had had an adjudication since starting complementary
therapy.

In order to assess likely levels of addiction amongst the sample, inmates were asked whether
they had ever had a positive urine test. 41% admitted they had tested positive in a mandatory
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testing (MDT). One-quarter said they had only tested positive once; 20% had four positive tests
or more. Fifteen inmates explained their drug histories; 11 had tested positive for cannabis, 2 for
opiates alone, and two for a mixture of cannabis and opiates.

6.4.3 Spiritual background

Almost three-quarters of the total sample (70%) considered themselves to be either religious or
spiritual, in whatever way they wished to define either term. The figure was marginally higher for
inmates (72%) than for staff (60%). Asked if they belonged to a particular religion, 47% of
inmates and 75% of staff said yes. Of those who belonged to a religion, 60% were Church of
England, 20% Catholic, 13% Muslim and 6% belonged to other religions. Once again, the inmate
sample is statistically representative of all CMSP patients (chi-sq=8.5, 4df, p=.07).

Patients were asked how important religion or spirituality was to them personally. 41% of mmates
and 13% of staff said it was ‘very important’, 35% and 47% respectively, claimed it was “fairly
important’, 9% and 20% felt it was ‘not very important” and 15% and 20% believed religion or
spirituality was ‘not at all important’. Finally, patients were asked if they had ever tried meditation
before. While almost one-third (31%) of inmates had meditated before, none of the staff
questioned had.

These findings suggests that inmates seeking complementary medicine are more likely to be
interested in spirituality than in formalised religion whereas staff are more likely to belong to a
formal religion. They also suggest that spirituality is more likely to be important to inmates and
they are more likely to be open minded about spiritual matters. This is consistent with findings
that inmates are more open to stimuli as a result of sensual deprivation (Wickramasekera 1970,
Deforest and Johnson 1981). These findings might also possibly be a reflection on the
organisation of religion within prison.

6.4.4 Medical background

Patients were asked whether they had had long-term or serious medical problems. 46% of
inmates, compared to only 27% of staff, said they had. Of those, whilst all of the staff had

received treatment for the condition or problem, only 76% of inmates said their problem had ever
been treated.

A third of the total sample had received some form of counselling before, with the figure being
slightly higher for staff (37%) than inmates (27%). The most common form of counselling for
both groups was for relationships followed by a prison psychologist for mmates.

As a measure of openness, patients were asked whether they would generally discuss personal or
health issues with others. 63% of inmates said they would not discuss issues with staff while a
surprising 53% of staff said they would not discuss personal issues with colleagues. In contrast,
over half of inmates asked (57%) said that they would discuss personal issues with at least one
other inmate.

in-order to determine whether patients chose complementary medicine as an true alternative or
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to supplement conventional medicine, they were asked whether they had used orthodox medicine
at the same time as they were being seen by CMSP. While 40% of staff said they had, only 23%
of inmates had used both. This might be interpreted as demonstrating inmates’ greater confidence
in complementary medicine. 40% of inmates and 20% of staff said that they werc dissatisfied with
the orthodox medical treatment they had received in the past. Many said that this was the result
of a dislike of the drug dependency that they believed conventional medicine condoned. However,
it is equally likely that it is a reflection of the dissatisfaction expressed by prisoners about the
prison medical service, and the health care centre at Coldingley in particular, since inmates have
less choice over their medical options than staff.

Patients were asked whether they had heard of complementary medicine prior to going 1o
Coldingley. Almost three-quarters (70%) of the total sample had heard of complementary
medicine before. Unsurprisingly the figure was far higher for staff (80%} than for inmates (46%).
Similarly while 40% of staff said they had tried complementary medicine before, only 28% of
inmates had. Table 5.1 shows the therapies that patients had tried prior to treatment by CMSP
at Coldingley. Osteopathy was the most common treatment for staff, typically to deal with
industrial or sporting injuries, whilst the most common treatment for inmates was acupuncture,
usually in the treatment of an addiction such as smoking.

Table 6.1 Therapies tried by patient sample prior to treatment at Coldingley

Therapy Staff Inmates All patients
(%) (%) (%)

Osteopathy 50 10 38

Acupuncture 13 40 31

Homgeeopathy 33 30 31

Tai Chi - 10 6

Healing - 10 6

Meing -

6.4.5 Therapeutic background

CMSP is not the only intervention programme run at Coldingley. In common with findings from
other studies (Player and Martin 1996) the majority of inmates had some experience of other
therapeutic programmes before trying complementary medicine. The ACORN Trust runs a drug
and alcohol education programme, the Rehabilitation of Addicted Prisoners Trust (RAPt) offer
a 12 step drug treatment programme and the probation and education departments operate a
cognitive skills based offending behaviour programme. Inmates were asked about which of these
therapeutic interventions they had taken part in whilst at Coldingley. ACORN was the most
common with 48%, followed by offending behaviour with 34% and RAPt with 31%. The majority
of inmates had taken part in more than one programme. This is consistent with Player and
Martin’s (1996) findings for participants in the RAPt programme (formerly ADT) at Downview.
Interestingly, while only 20% did not complete the ACORN course, 23% had not completed the
offending behaviour programme and 46% had not completed RAPt. For the majority of cases the
figure for RAPt was sO high owing to the qumber of inmates asked to leave the course for failing
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to abstain from drug taking.

Inmates were asked to identify the most positive and negative aspects of each intervention they
had taken part in. ACORN came in for particular praisc. In particular inmates liked the one-to-
one counselling and found the course relaxed. informative and down to earth. The ACORN
counsellor was singled out for specific praise and was clearly viewed with a great deal of affection
and respect by the majority of those questioned, many of whom had not even taken part in the
ACORN programme. A number of inmates were also extremely positive about the RAP1
programme, although it was noticeable that many werc currently on the programme. In particular,
inmates appreciated the way it had made them look at, and work on, themselves, describing it as
‘powerful’. One Inmate went 50 far as to say that it ‘teaches you how 10 live’.

Of those who were critical of the RAPt programme, most felt that it was hypocritical. Several
inmates described how they felt they had been unfairly expelled from the programme for
confessing to having used drugs whilst ‘everyone’” was awarc that others in the group were
using and dealing on the wings. Others said that they had ‘faked” a drug or alcohol habit purely
in order to take part in the programme as they had been advised it would improve their parole
chances. The only criticism of ACORN, in contrast, was that the ‘open door’ policy often meant
that you could be interrupted during a personal discussion. ACORN, however, offers an informal,
non-judgemental, drop-in counselling centre with an emphasis on harm-reduction and education.
RAPt, by contrast, expects full-time attendance on the programme which can last for between 3
and 5 months and demands total abstention from drug taking which is enforced through regular
in-house urine testing.

By far the greatest criticism, bordering on vitriol, was reserved for the offending behaviour
programme. Inmates resented being ‘forced’ to do it describing it as ‘boring’, ‘childish’,
‘superficial’, ‘rigid’, and ‘impersonal’. Furthermore the majority felt that attendance was purely
about numbers and making the Prison Service, and Coldingley in particular, look good regardless
of whether it was actually helpful. It was widely described as ‘a card stamping exercise for
parole’. While the Prison Service’s Key Performance Indicator 7 for 1997/8 does indeed set
numeric targets for inmates completing offending behaviour courses (Home Office 1998), it is
useful to place criticism into perspective. The offending behaviour programme is the only
intervention at Coldingley run by the Prison Service, the others are operated by independent
organisations. Similarly, it is the only programme which is effectively compulsory if the inmate’s
offence warrants it and the individual wishes t0 apply for parole. Furthermore, the ‘what works’
literature, upon which the national offending behaviour programme Wwas based, has been
empirically demonstrated to be the most effective form of intervention in reducing recidivism
(McGuire 1995, Vennard et al.1997).

In addition to the programmes at Coldingley, almost one-half of inmates questioned (46%) had
taken part in a variety of programmes at other prisons. The most common Were anger
management (57%) and offending behaviour (29%), the remainder consisting of victim and drug
awareness (14%). Interestingly, only 13% of staff interviewed had been involved in the running
of a therapeutic programme Or been involved in peer or inmate counselling. One might therefore
conclude that while there is a climate of familiarity with, and therefore predisposition towards,
therapeutic interventions, staff are unlikely to have any prior experience of self-analytical
programmes.
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Figure 6.4 Condition for which complementary medicine was sought

CMSP as an alternative to conventional medicine was provided by the fact that while 67% of
staff had previously sought conventional medical help for their principal complaint, 61% of
inmates had not sought conventional help. This pattern is consistent with the findings of
national research which suggests that the overwhelming majority of patients seen by
complementary therapists have not previously seen a doctor (Mills er al. 1997).

Treatments received

The number of treatments received varied considerably for staff and inmates. While almost
three-quarters (73%) of staff had received less than 10 treatments, more than half of inmates
questioned had received over 10 treatments with almost one-quarter having received over 25
treatments. 14% of inmates had received over 30 treatments and 3% had received over 50. The
mean number of treatments for inmates was 17 and 2 for staff. This difference between staff and
inmates is largely explained by their treatment modality. 93% of staff had received crisis
intervention while 40% of inmates questioned had been on the ICMTP.

Figure 6.5 shows the number of treatments received for the whole sample (staff and inmates)
compared to all CMSP patients (again both staff and inmates). Despite a lower proportion of
patients who received less than five treatments (owing to the exclusion of inmates who had only
received one treatment in the sampling frame), the sample is statistically representative of the
whole patient group (chi-sq 28.5, 11df, p=.003). At the time of the survey, just over one-third
of inmates (37%) and approximately one-quarter of staff (27%) were still being treated. The
length of time since patients had begun treatment ranged from a month to two years for inmates
and six to 18 months for staff. The mean length of time, however, was almost 1dentical across
the sample being 9 months for inmates and 11 months for staff.

First impressions of CMSP and the programme varied considerably. While the majority of
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Figure 6.5 CMSP patients and survey sample by number of treatments received

inmates’ impressions were positive (54% positive, 26% negative and 20% neutral), first
impressions from staff were positive and negative in almost equal proportions (47% positive and
40% negative with only 13% neutral). Staff responses ranged from ‘brilliant’, ‘good’, ‘kind’
and ‘“very positively surprised’ to ‘wacky’, ‘strange’, and ‘not listening 1o what 1 wanted’ .
Inmates in turn described their first impressions as ranging from ‘deep’, ‘heavy’, * gobsmacked’
and ‘spiritual’ to ‘a skive’, ‘bullshir’. “bit of a drama’ and ‘a bit twilight zone’. The most
common remark made by inmates was that therapists were sincere, non-judgemental and treated
them as individuals. One long-term inmate commented that it was the first time he could recall
anyone, aside from another inmate, addressing him by his first name and not as a number. This
suggests that while inmates are more likely to be initially cautious in making up their minds
about complementary medicine, staff are more likely to be sceptical and less open minded.

As would be expected from a programme which matches treatment to individual needs, the
treatment experience varied considerably. Again reflecting the different treatment modalities
(i.e. crisis intervention and ICMTP), three-quarters of staff had received up to three different
therapies whilst three-quarters of inmates had experienced up to five. The highest number of
different therapies received by staff was seven whilst 7% of inmates had experienced over 10
different therapies. One inmate had tried all but one of the therapies CMSP offer. Table 52
details the percentage of patients who have received each therapy. The therapies experienced
by staff clearly reflect the principal reason for going for treatment, namely stress, being
dominated by the manipulative therapies (acupuncture 87%, reiki 80%, osteopathy 40%,
reflexology 20%). 1t is further interesting to note that numbers were the same for counselling
as stress management (27%). For inmates, the treatments received reflect the more varied
reasons for attending, with almost half receiving counselling (46%) and a far greater spread
across the other therapies offered.
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Table 6.2 Therapies received by survey sample *

Therapy Staff Inmates All patients
(%) (%) (%)
Acupuncture 87 77 80
Reiki 80 51 60
Homuaeopathy 20 52 42
Counselling 27 406 40
Osteopathy 40 37 38
Reflexology 20 31 28
Meditation 13 29 24
Stress management 27 17 20
Music therapy 6 20 16
Tai chi/ moi tai 0 23 16
Cranial osteopathy 6 17 14
Hypnotherapy 0 9 6
Louise Hay * 0 6 4
Vibration medicine 0 6 4

* Each patient may receive more than one therapy hence percentages do not total
* Self-help group work based around the best selling book by Louise Hay

Individuals were asked which of the therapies they had received they had liked the most and which
they had liked the least. The results are compared in table 6.3.

Table 6.3 Most and least popular therapies *

Most popular Staff  Inmates  All | Least popular Staff Inmates All
therapy (%) (%) (%) | therapy (%) (%) (%)
Acupuncture 42 29 37 | Acupuncture 18 38 48
Reiki 21 34 30 | Reflexology 54 - 25
Counselling 27 17 16 | Counselling 9 15 13
Osteopathy 29 - 9 | Reiki 18 - 8
Reflexology 14 3 7 Moi tai /tai chi - 15 8
Homaeopathy - 3 2 Music therapy - 15 8
Stress management - 3 2 Louise Hay - 8 4

Meditation - 8 4

* Patients could select up to two therapies in each category
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The most striking finding from table 6.3 1s that while one-third of inmates, and half of the staff,
listed acupuncture as their most liked therapy, almost half of the sample said that they had disliked
acupuncture the most. This finding supports CMSP’s ethos that matching therapy to the
individual is vital and that although several treatments may achieve the same ultimate goal, not
all of them will appeal equally. This was the reason why so many therapies were offered. Reiki
was the most popular therapy with inmates (34%). When asked why, virtually all responded by
saying that although they could not even start to explain how reiki worked, they could feel it
penerating heat whilst being treated and felt extremely relaxed immediately afterwards. Both staff
and inmate advocates reported feeling so relaxed while it was being carried out that they could
have fallen asleep there and then. Reflexology was both the least popular, and fourth most
popular treatment with staff, but was barely mentioned by inmates. Reasons given by inmates for
the unpopularity of acupuncture focussed upon pain from needles and, in the case of group
auricular acupuncture, lack of privacy. Not all dissatisfaction with therapies was therefore related
to the therapy itself. A number mentioned the different impact that individual therapists made
when administering the same treatment.

Confidence in the therapists

Confidence in the therapists was generally high. 87% of staff and 88% of inmates said that
therapists always explained exactly what they were doing. 97% of inmates and 87% of staff
trusted the confidentiality of the therapists. This trust was further reflected by 87% of staff and
949 of inmates who said that they felt they were completely open with therapists. Inmates” trust
in the confidentiality of other prisoners being treated by CMSP was less strong (58%). This
reflects a broader trend of distrust of other inmates that dominates prison culture. A number of
staff were concerned at being treated in possible earshot of inmates. Concern was also raised
about the possibility of the CMSP inmate orderly having access to their files. Observation of
CMSP routine, in particular the strict enforcement of security, confidentiality and boundaries,
suggests that such concern is largely unfounded. Furthermore, a number of inmates suggested
that it was the early involvement of certain inmates, such as the orderly, who were considered
influential (the ‘faces”) in the prison that provided the social acceptance for others to go.
Observation of the running of the unit suggests that the respect amongst inmates for the orderly
is one of the principal factors in the smooth day-to-day operation of CMSP. Recognising the
potential difficulties for the unit when this prisoner leaves Coldingley, CMSP is in the process of
encouraging inmates on the ICMTP to become more involved with the administration.

Difficulties encountered

Almost three-quarters of the sample (73% staff and 69% of inmates) said they had experienced
no difficulties with their treatments. This is more encouraging than the findings from the survey
by White ef al. (1997) which found 38% of patients reported adverse effects after treatment.
However almost half (47% staff and 43% of inmates) said that some part of their treatments had
made them feel uncomfortable. The most common complaint for both groups was that they had
experienced physical discomfort from acupuncture. Other common complaints was the lack of
privacy and intimacy afforded by group sessions. Many felt that the minority who were not
committed to working on themselves could easily ‘sabotage” group sessions for those who were.
A number of inmates spoke of ‘feeling fragile’ after counselling or were made to feel
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uncommfortable by counscliing as they felt therapists were “prying”. One of the most common
remarks made by both groups, was the mental and emotional difficulty of going straight from
(reatments back to the prison environment. Many said they continued 1o feel vulnerable 101
periods after treatment and found the stressful surroundings of the wings and workshops difficult
10 deal with. As one inmate remarked, ‘you get all de-siressed only 10 have 10 go straight back
10 the stressful environment that drove you 1o therapy in the first place’.

A significant number of inmates questioned (12%) said that the introduction of a malce reikl
practitioner had made them feel deeply uncomfortable. The gender of the therapists raised a
number of interesting jssucs. Several inmates claimed that onc of the many 1easons they sought
therapy was the opportunity for female company, in particular female conversation. All dismissed
the cynical response that their ntent was sexually motivated. Many highlighted the ‘normalising’
effect of escaping, however bricfly, from the all male environment of the prison. One inmate said
that this brief contact was onc of the few things that made him still feel human. The importance
of a gender balance in creating a ‘normalised’ prison environment and preparing prisoners for
release into society is stressed in the Prison Service’s own guidelines for designing est ablishments
(HM Prison Service 1989).

Almost one-third of inmates said they considered giving up at some point in their treatment. The
comparable figure for staff was lower at 13%. Issues brought up by counselling were the most
common reason cited, although outside factors such as changing jobs within the prison were also
offered as factors in conterplating dropping out. Only two inmates from the sample (5%)
actually gave up. However, even they were able to look beyond their own experience and said
they would still try treatment again if they had other problems and had still recommended it 1o
others. This is a strong testament to the level of belief m complementary therapy.

Almost half of the staff and a fifth of inmates suggested that going for treatment created practical
difficulties. Inmates highlighted difficulties in getiing released, OF collected, from work as well
as delays in receiving appointment cards from wing staff. Staff expressed problems in attending
treatments around work schedules. A number felt that the appointment system was poor and did
not provide sufficient warning of appointments o1 their cancellation. Several spoke of travelling
in especially, only to be told that their appointment had been cancelled. Many staff said that they
would have liked to continued their treatment but CMSP had never offered them any further
appointments. This appears to be the result of a Jack of understanding of CMSP’s ethos of self-
empowerment over health. All patients, whether staff or inmates, are expected to ask for further
appointments. Therapists do not send out reminders or appointments in the same way that
conventional medical clinics might.

Perceived benefits

Belief in the efficacy of treatment appears high. 82% of the sample { 86% of inmates and 73% of
staff) believed they had benefitted from treatment. This compares well with the findings of
CMSP’s own evaluation which reported a similar figure of 85% (Perry 1997). 7% of staff and
3% of inmates felt it was ‘hard io say’ whether they had benefitted as they were still being treated
or would not be able to practice the life-skills they had learnt until after they were released.
Asked to quantify how much they had benefitted on a five point scale, 57% of inmates and 64%
of staff said they had benefitted ‘a lor’. 18% of staif and 17% of inmates claimed to have
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benefitied “enormously”. Some qualificd this further, by explaining they had experienced almost
total relief from muscular or joint pains.

CMSP claims to work with the physical, mental (or emotional). social and spiritual aspects of life.
67% of staff and 75% of inmates said they had benefited physically from treatment. 60% of staff
and 72% of inmates believed they had benefited emotionally. Fewer sugeested they had pained
improved socialisation since having treatment (40% of staff and 55% of inmates) although a fifth
of staff said they were unsure. Finally, 53% of staff and 50% of inmates said they had pained
“spirially” from treatment while 13% of staff were again uncertain. The majority did not equate
spuitual benefit with religion but instead suggested they had gained greater insight, and were maore
confident. of themselves.

Three-quarters of the sample (73% of staff and 77% of inmates) had noticed positive changes in
themselves since having treatment.  Asked how they had changed, 40% said they were more
relaxed, while 20% cited health improvements: ‘it has opened doors that were not open before’
and */ have got rid of my siege meniality’. One inmate said he knew he had changed but could
not describe how or why. One-third (31%)of inmates suggested their attitude towards staff had
improved since having complementary therapy. A similar proportion recognised that their
relationships with other prisoners (37%) and family and friends (34%) had improved. Many
attributed this change to being more self-confident and less easily upset by the actions of others.
These findings are consistent with a number of studies of therapeutic interventions which have
found reductions in hostility to staff (Player and Martin 1996, Cullen e al. 1997. Cullen 1998).

To further qualify perceived benefit, patients were asked to describe the single most important
thing they had gained from having treatment. 22% said they had found ‘pain relief”, a further
22% ciied personal development such as ‘greater self-confidence” and ‘maturiiy’ as being most
important, 20% said they had gained insight into complementary medicine and now knew they had
“a choice’ and ‘alternatives’ and 16% had benefitted from learning stress reduction techniques.

Two other ‘quality of life” questions were posed. First, patients were asked summarise, in one
Or twao words, their current state of mind. 74% of inmates and 61% of staff described feeling
generally positive (e.g. ‘confident’, ‘focussed’, ‘contented’ and ‘on the right track’y. 18% of
nmates and 15% of staff were unsettled, describing their mental state as ‘szable’. Almost one-
quarter of staff (23%), but only 8% of inmates, said they felt ‘siressed’ or had ‘low moraie’.
Patients were then asked to describe how they felt more generally about themselves since having
treatment. 77% of inmates and 60% of staff were broadly positive. 20% of staff and only 8%
were unsettled, while 20% of staff and 14% of inmates were unhappy. A number of responses
from inmates reflected extremely well on CMSP. Such responses included: ‘/ am less worried,
less frustrated and more contented’; ‘I like myself a lot more than I did 6 months a go’; ‘1T am
more in conirol of my emotions than I was when I came in’; ‘I can’t wait until 1 get out and prove
myself (o the doubters’; ‘I am more positive about the future, | care and I feel I have a choice’
and:*/ feel good about myself and I didn’t feel that way wher | came i1°. Negative emotions were
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generally related to stress and continuing physical pain.

Support for the treatment programme
Engagement with the underlying ethos of complementary medicine appears high. Approximately
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half of the sample (53% of staff and 43% of inmates) believed that thelr problems were purcly
physica] before they started treatment. However, 82% of the sample (80% of staff and 88%
inmates) came 1o believe that there were other issucs to address with hindsight. The most
common insight gained was a greates understanding of the ways in which psychological o1
emotional conditions, such as styess 01 angar, could manifest themselves physically m terms of bad
backs, migraine, and insomnia etc. Poor diet, negative attitude and lack of self confidence were
also identified as being underlying causes 0f conditions.

Over half of inmates (55%) said that there was nothing about the treatment programime that they

would wish 10 sce changed. Of those who did wish changes, ‘less group work’, ‘more
consistency'and afiercare’, and “greater choice and involvement in the reaiment process” wWere
the most common suggestions made. A number of inmates had been forced to stop treatment as
ayesult of going on the RAPL programme. For these inmates the most common request was the
ability to carry on with therapy in tandem. The precise reasons for RAPL inmates being asked 10
stop having complementary therapy 1s unclear.

A third of inmates did not feel that staff were supportive of CMSP; a further 31% said that staff
were divided: 6% of prisoners were uncertain. They cited the nicknames staff used to describe
therapists, such as ‘the Witches of Eastwick® and ‘complementary 1er7orisis’, as evidence of a lack
of support. 60% of staff reluctantly acknowledged that their colleages were probably not very
supportive of CMSP. Staff were asked what reputation they thought complementary medicine
had amongst their colleagues. One-third thought complementary medicine had a good reputation
while 27% believe colleagues held mixed views. The remainder suggested other staff felt therapy
was a ‘luxury” and therefore ‘wasted on tnmaie’ who ‘already got 100 much’. Despite the staff
belief that prison culture mitigated against inmates being openly supportive of complementary
medicine, staff generally thought it had a good reputation amongst the majority of inmates. As
one member of staff suggested, ‘they see it as a bif cissyish until they 1y it and then they rave
on about ir’. Staff did, however, question some mmates’ motives for having treatment. While
they acknowledged many went because ‘they were not getiing conventional medical help” others,
they suggested, were simply ‘playing along” or coing purely to ‘get close 0 women’ o1 ‘ger
touched by women’.

Much of the staff attitude towards CMSP 1s the result of lack of understanding and
communication. Asked their professional view, as opposed to that of patient, three-quarters of
staff did not feel that the staff as a whole were sufficiently informed about CMSP and the services
they offer. Many drew attention to the fact they had to learn from inmates that CMSP also treated
staff. One-third of those questioned felt that the CMSP unit created problems for staff. Amongst
those problems listed, ‘zimetabling” and ‘taking inmates without warning” Were most commoniy
cited. 20% felt that the fact the unit was run by ‘ouisiders’ created problems, In particular they
felt therapists’ lacked a general appreciation of prison culture. Others suggested therapists’

titudes towards staff sometimes failed to appreciate that they were only visitors to the prison
and failed to take account of staff’s point of view. Several suggested therapists needed more
security awareness and a better grounding in prison sub-culture. CMSP’s incident record does
not, however, uphold this view.

In support of CMSP, the majority of staff (60%) did not believe that complementary medicine
could be provided as effectively by trained staff through the prison healthcare centre suggesting
‘prison politics would get in the way’ and that ‘it would be the first thing 1o be cut back’ in
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expenditure cuts. 1t was also suggested that by practising in the community, independent
therapists would be more likely to bring in new techmques and that independence was vital 1o
complementary therapy’s acceptance by prisoners. This was further supported by mmates who
felt that the majority of the health care staff were Prison Service first and physicians sccond.

Staff were asked how communication and understanding with CMSP might be improved. Over
half of those questioned (55%)., suggested therapists should provide an mtroductory talk and
induction session to brief them about the treatment process and introduce them to the services
offered. One-third (37%) suggested CMSP’s services could be better advertised around the
prison, while 18% suggested that CMSP should offer staff only clinics out of work hours.

Support for complemeniary medicine

Asked for their general impression of complementary medicine as a whole, 86% of inmates and
93% of staff expressed a positive belief. One nmate questioned, suggested ‘everyone should
have some’. The majority of staff believed complementary medicine ‘has a place” in modern
health care with many suggesting ‘it should be avatlable on the NHS™. 80% of inmates believed
that complementary medicine had a positive impact on the prison. A further 17% were uncertain
what the impact had been. Asked to qualify their answer, prisoners suggested * i1 1as had a big
impact’, * there is less rouble and fighting”, ‘less people are stressed” and that * people that use
it are calming down’. One inmate suggested, ‘it has helped people, which prison is not here 1o
do’. Staff were less certain of complementary medicine’s impact. While 57% believed it had
‘reduced overall tensions’ and had a ‘calming effect”, 29% were not sure but generally perceived
a benefit. 7% thought complementary medicine had been ‘disruptive’ by causing ‘reseniment
amongsi siaff who did not know about its introduction’.

All patients in the sample were unanimous in saying that they would recommend complementary
medicine to others. Asked to explain how they would recommend it given that little is generally
understood about complementary medicine, both staff and inmates said they would draw on their
own experience, several suggesting doubters should not ‘knock it uniil they have iried ir", while
one inmate succinctly said ‘its the business, its nawral, if works”. Over half of staff (57%) said
that they had personally recommended an inmate approach CMSP. Staff were again unanimous
in saying that they would have tried complementary medicine if it had been made available earlier
or at other prisons in which they had worked and 949 of inmates said that they, too, might have
ried it sooner. All staff and 97% of prisoners questioned said they would like to see programmes
offering complementary medicine made available throughout the Prison Service, althou gh many
qualified this statement with a need for high standards, integrity and accountability.

Funding complemeniary medicine

A third of staff (who had themselves been treated by CMSP) were unaware that the therapists
were volunteers and not paid. However, only 14% of inmates did not know therapists worked
on a voluntary basis. Asked if they felt this was important, 33% of staff felt it demonstrated
commitment and welfare concern. One-fifth felt it was not important to the patient. 40% of staff
and 51% of inmates believed that therapists should get paid or, at the very least, be reimbursed
for costs. One inmate argued, ‘beuer pay might atiract better therapists’ while another
suggested, ‘pay might atiract more therapists’. One member of staff suggested that staff and

51



| ammmacet

Cidsannind

The Complementary Medical Treatment Programme at HMP Coldingley: An Evaluation

those inmates who were on the enhanced regime could easily afford 1o contribute something.
Another inmate argued ‘they can afford 1o ship people around the sysiem for bad behaviour a
enormous cost. why not use some of that money 1o treai them?”. The majonity of staff believed
that the prison would not have complementary medicine if they had to pay 103 it as it would be
a Jow priority in the current adverse financial climatc.

Impact of complementary medicine on offending

Finally, inmates were asked to assess whether complementary therapy would have any effect on
their offending. Only 40% of those questioned suggesied that the treatment programme had
addressed the issue of their offending. However, in those cases all said that their offence, and
sentencing in general, had arisen naturally in conversation and did not therefore feel that therapists
had an ulterior agenda. This percentage also reflects the fact that inmates on Crisis INtervention
do not necessarily have a counsellor. Inmates suggested treatment had ‘made me think about the
victims™ and “changed my ideas about responsibiliry’. The fact that CMSP’s programme is not
overtly about offending behaviour, though may in due process address the causes of offending,
appears important. The great majority of both staff (80%) and inmates (88%) did not feel that
complementary medicine would work if referral was formalised in the sentence plan. Inmates
cited the example of the level of willing participation in the offending behaviour programme as
a reason why compulsory referral would not work. In its defence, however, a number of mmates
questioned suggested that CMSP’s policy on non-solicitation may sometimes miss those who
need and might benefit from treatment the most.

Over two-thirds of those prisoners questioned believed that complementary medicine would help
them after release. This was either as a result of new life-skills and attitudes they will take with
thermn from Coldingley or because they now know they could seek complementary medicine m the
community as an effective means of dealing with problems. This would seem to lend strong
support to CMSP’s goal of establishing ‘aftercare” units in the community to help ex-offenders
and their families. Of those asked, almost half (45%) said that it was ‘not very likely” they would
reoffend on release. The 14% who claimed that it was “fairly likely’ they would reoffend blamed
this on their nature, circumstance and the failure of the state to offer a realistic alternative to what
they could earn from crime. 41% of inmates in the sample said they would not reoffend. The
reasons given ranged from ‘length of sentence’ to ‘age’, and ‘maurity’. ‘Changed prioriiies’was
another common response, in particular the fact that their children were growing up or their
parents were becoming frail. [t is unclear from mmates’ comments precisely what role
complementary medicine, and CMSP in particular, have played in these decisions.
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7 Impact on the Prison

7.1 Programme interaction

The complementary medical treatment programme at Coldingley does not operate within a
vacuum. This final section looks at the impact the programme’s operation has had on varous
aspects of the prison in the two years since its inception. In particular, the influence of
complementary medicine on order and control, the health care centre, the chapliancy, and other
programmes are examined.

7.2 Impact of complementary medicine on order and control

One of CMSP’s principal goals is 10 encourage recognition of the role of complementary medicine
in addressing criminal behaviour. To this end, the ICMTP aims to reduce the rate of offending
and reduce stress related aggression towards staff and within the inmate population (CMSP
1997). In a report to the Director of Operations South (Prison Service), the Governor of
Coldingley, quoted by Perry (1997), reported that since CMSP started delivering “significani
numbers of treatments’in May 1996, there had been a significant drop in prison disciplinary
hearings (adjudications). The report, dated September & 1997, demonsurated that between
January-March 1996 and June to August 1997 the number of adjudications had virtually halved
(from 339 to 188). More specifically, those resulting from violence, aggression and non-
compliance had more than halved (from 143 to 56). The report concluded that, ‘this constitutes
good evidence that there has been substantial improvement in the level of behaviour of prisoners
at Coldingley over the last 18 months’. Without refuting these statistics, temporal association
is not sufficiently reliable grounds to assume a ‘cause and effect” relationship. For example, since
CMSP began treating prisoners at Coldingley the number of reported drug related mcidents has

risen, yet this circumstantial evidence by itself is not enough to suggest that complementary
medicine 1S responsible.

To examine whether it is possible to quantify the impact of CMSP’s work at Coldingley against
improvements in inmate behaviour and staff sickness levels, monthly report rates were calculated
by dividing the number of adjudications per month by the monthly inmate population. Research
on control in category C prisons has found that the report rate is one of the most meaningful
indices of order (Cookson er al. 1994; Marshall 1995, 1997). Figure 6.1 shows the number of
monthly treatments against monthly report rates and working days lost per month through staff
sickness for the period 1996/7-1997/8. The mean report rate for 1997/8 was 0.09 adjudications
per person, while 7.73 working days were lost per member of staff. As figure 7.1 demonstrates
there does not appear to be an obvious relationship between treatment levels and either order or
staff sickness over this period. Statistical analysis (Pearson’s product moment correlation) found
two significant relationships. During 1996/7 staff sickness dropped as the number of treatments
increased (r=-.7 p=.001). Over the same period, the report rate similarly improved as the number
of treatments rose (r=-.6 p=.001). These findings would appear to
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Figure 7.1 Impact of complementary medicine on order and staff sickness (1996/7-1997/8)

confirm the Governor’s circumstantial findings. However, analysis failed to demonstrate any
statistically significant relationship between treatment and either order or sickness for following
year (1997/8). This, therefore, throws some doubt upon the reliability of the findings for the first
year as any ‘treatment effect” ought to be broadly consistent over the period.

One explanation for this inconsistency may be the calculation of the measures used. The mean
report rate has risen steadily over the past three years, rising from 0.05 in 1995/6 to 0.07 in
1996/7 and again to 0.09 for 1997/8, suggesting an overall decline in order. However, the report
rate 1s an imperfect measure of control since the definition of what constitutes a disciplinary
offence alters over time as does the disciplinary focus. A number of legislative changes have been
implemented since CMSP began treating patients in May 1996, including mandatory drug testing
(MDT) and volumetric control of possessions resulting in greater numbers of incidents related to
drugs and property.

Figure 7.2 shows the number of treatments against a breakdown of adjudications by three
categories of offence: violence (i.e. fighting or assault), behaviour (i.e. bad behaviour, disobeying
rules, absent without permission, denying access, good order and discipline, idleness, and
disobeying an officer) and drugs (i.e. possession of drugs). Statistical analysis again found two
significant relationships. In 1996/7, the number of adjudications for property related offences
declined as the number of complementary medical treatments increased (r=.7, p=.001). During
1997/8, staff sickness rose with an increase in the number of adjudications for bad behaviour
(r=.8, p=.001). Once more, however, these relationships were not supported by evidence from
other years. In the absence of more longitudinal data any relationships observed must be treated
with some caution. Nevertheless, they do suggest that it may be possible to demonstrate that

complementary medicine has a quantifiable impact upon order in the prison.

Finally, treatment data (number of treatments received and whether or not individuals were on the
ICMTP) and behavioural data (number of adjudications both during the current sentence and
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and public holidays). The centie operates 4 dispensary although as a matter of policy will not
jssuc opiates or ephadrnes. 1t cannot therefore support Jong term palliative care such as
prescribing methadonc for drug addicts. The centie operates on the same principle of self efficacy
4 the rest of the establishment. Patients are required 1o take some responsibility for their own
health and seek medical help when they feel 1t necessary.

The last inspection of Coldingley by HM Prison Inspectorate was somewhat critical of health carc
provision (HM Prison Inspectorate 1996). The report criticised a Jack of an in-patient facility (in-
patients being transferred to Bullingdon some 50 miles away) and the limited surgery hours. The
two medical officers were also criticised for not seeing all new receptions within 24 hours of
arrival. The health care centre was also criticised as having an “air of neglecr” as many fittings
were worn and ‘floor coverings were heavily siained” (paras 3.28-3.30).  The report
recommended a programme of redecoration and more effective cleaning. Although the inspection
report is some years old and health care provision at Coldingley has expanded and undoubtedly
been improved, it was in the climate reported by the Inspectorate that CMSP was established.
In light of remarks made, the potential demand for an alternative or complement to the health care
centre would appear to have been extremely favourable.

Figure 7.3 shows the number of patients treated annually by conventional and complementary
medicine (1990/1-1997/8). As figure 6.3 demonstrates. the numbers treated by conventional
medicine have declined steadily from 1990 to 1993 after which 1t has remained fairly constant at
around 5,000 patients per annum, dipping slightly in 1996/7.

A number of significant administrative and policy changes have taken place since 1990. Foremost
amongst these changes was the recategorisation of the prison from category B to category C in
April 1993, considerably aliering the inmate population. The mean sentence length has dropped
and health and fitness of those being allocated is generally better. The introduction of a compact
requiring all prisoners to be fit for work has further altered allocation criteria to the prison. In
addition, levels of employment at Coldingley have risen in conjunction with greatly increased pay
incentives. The number of inmates using the prison doctor in order to avoid work has therefore
dramatically declined. The health care centre staff have also instigated 2 number of policy changes
during this period. In particular, staff now insist that inmates atiend set appointments on time.
Those who register sick and do not turn up for appointments are now charged with a disciplinary
offence. These initiatives have been introduced to try and ‘normalise’ the prison to comparable
levels for the community. Self-reported sickness rates amongst the prison workforce are almost
three times greater than those in the community.

Between April 1997 and March 1998, 2,226 patients were seen by the doctor while health care
centre staff saw 2,786 patients. This total of 5,012 conventional patients cOmpares with 854
patients seen by CMSP, a ratio of approximately 6:1. While this compares favourably to a ratio
of approximately 12:1 for the previous year, complementary medicine does not appear to be
taking significantly numbers of patients away from the health ca
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are Two possible
conclusions may be drawn from this finding: either patients using complementary medicine do so
in tandem with conventional medicine or complementary medicine appeals to a different inmate
demographic from conventional medicine. Given that, on average, HCC staff make approximately
6 referrals to CMSP per month, the truth is probably a combination of these two
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Figure 7.3 Patients treated by conventional and complementary medicine (1990/1-1997/8)

possibilities. This suggests that CMSP has identified a niche and is satisfying a demand which
was nol previously addressed by the health care centre. In this sense CMSP is providing a true
complementary medical service.

Cost comparisons between complementary and conventional medicine at Coldingley are made
difficult by the differing nature of funding. Coldingley pays CMSP a flat monthly rate of
£10,000 (£120,000 per annum) to cover general administration (e.g. postage and photocopying)
and equipment costs, against a forecast cosl of approximately £115,000 per annum for
conventional medicine (including the HCC. dental practice and optician costs). An internal
cost analysis by Prison Service Headquarters of prison health care costs for the category C
estate, found that even taking account of core funding for CMSP, Coldingley’s health care costs
per prisoner has decreased by 7% since 1995/6 to £161 for 1997/8. This compared to a best
performer of -19% (Whatton) and +41% for the worst (Erlestoke). The average cost per prisoner
for type 1 heath care facilities (such as Coldingley) was £186. The gap between Coldingley’s
health care costs and the rest of type 1 facilities has continued to widen in the past three years
going from 3% higher in 1995/6 t0 11% less in 1997/8. At present Coldingley’s health care
costs are 21% less than the average for all Category C establishments.
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