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The changing climate for women patients in medium
secure psychiatric units

AIMS AND METHOD

We conducted a telephone survey of
medium secure units in England and
Wales to determine the distribution
of women patients.

were housed primarily in mixed-
gender units (170 women, 94%). Most
NHS beds in single-gender units were
for men (56 beds), whereas most
private sector beds in single-gender

women in mixed-gender units has
led to units deciding not to admit
women patients and, inadvertently,
more single-gender beds for menin
NHS units than for women.The NHS

units were for women (79 beds).

RESULTS

The survey identified 1836 medium
secure beds, housing 342 women
patients.Women in the NHS

There are two issues defining the current debate on the
provision of secure services for women: women patients
in mixed-gender units are vulnerable; and women in
special hospitals do not require high secure care. Both the
Department of Health and Women in Secure Hospitals
(WISH) are eager to see the services for women
improved. There is strong support for the development of
single-gender units, but this has not been incorporated
into a National Women's Mental Health Strategy nor
clearly promoted by appropriate resource attention. The
authors conducted a telephone survey, as part of a wider
study, of medium secure units in England and Wales to
determine the distribution of women patients and to
explore the impact of the current debate on the provision
of secure services for women. This paper presents results
from the survey and discusses the implications of the
findings.

The study

The authors wrote to all 39 NHS and private medium
secure units listed in the Forensic Directory (Rampton
Hospital, 1998), and one additional private unit that was
not open when the directory was published, indicating
that they would be contacted as part of a telephone
survey. Clinical managers and ward managers were
contacted initially but other members of staff were also
contacted, as deemed appropriate by managers.

The telephone survey was conducted during a 6-
month period (October 1999—March 2000). The contact
people were asked four questions: the number of
women patients on their unit; the total number of beds
on the unit; the patient mix of the unit (single-gender v.
mixed-gender; diagnosis of the patients — mental illness,
learning disabilities and personality disorder; and the
amount of contact with WISH. Spontaneous comments
from respondents were recorded.

CLINICAL IMPLICATIONS
Increased awareness of the often
inappropriateness of services for

units have to rely on private sector
units to provide beds in single-
gender units for women, perhaps at
the expense of effective continuity
of care.

Findings

The telephone survey identified 1836 medium secure
beds, 1628 beds in mixed-gender units and 208 beds in
single-gender units. The Department of Health does not
routinely publish figures on the number of medium secure
beds, so a comparison was not possible. Three hundred
and forty-two women patients were resident in the units
at some point during the 6-month period. Despite the
NHS providing twice as many beds as the private sector,
women patients were distributed quite evenly across the
NHS (184 women, 54%) and private units (158 women,
46%). Almost all women in the NHS were in mixed-gender
units (170 women, 94%), most in adult mixed-gender
units (134 women). Most NHS beds in single-gender units
were for men (56 beds, 71%). There were 23 NHS beds
for women in single-gender units, with most (78%, 18
beds) in personality disorder units. In contrast, the 158
women in the private sector were evenly distributed
between mixed (79 women, 50%) and single-gender
units (79 women, 50%). Sixty-eight of these 79 women
were in mixed-diagnosis single-gender units (see Fig. 1).

The survey also identified differences in the NHS and
private sector’s provision of services to adolescents (ages
15-21 years), aged (over 60 years old) and women
patients with learning disabilities in mixed-gender units.
Most beds (75%) in the NHS adolescent mixed-gender
units were occupied by women, but only one-third (36%)
in private adolescent mixed-gender units. In the NHS
mixed-gender units for people with learning disabilities,
women only occupied 18% of the beds compared with
46% of the beds in the private mixed-gender units for
people with learning disabilities. A further difference was
that in the private sector a separate mixed-gender unit
was allocated to older adults, where women occupied
15% of the beds. The NHS units did not report a separate
mixed-gender unit for older adults.

There were four units (two NHS and two private)
that identified that they were either no longer accepting
women patients or never did. Our NHS contacts noted
that they " . . were no longer accepting women patients
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Private
158 beds _
original
26% of 595 (100%) papers

Mixed gender units
170 beds
15% of 1162 (100%)

Single gender units
14 beds
18% of 79 (100%)

Mixed gender units
79 beds
17% of 466 (100%)

Single gender units
79 beds
61% of 129 (100%)

Fig. 1 NHS and private medium secure beds occupied by women patients in mixed- and single-gender units (October 1999—March
2000). Those beds not occupied by women were either occupied by men or empty.

because their unit was not considered a suitable envir-
onment”. One of the private units had a similar comment,
but noted that they “ . . had plans to open a single-sex
women’s unit in 2001". The other three spontaneous
comments were about the rationale for where women
patients had been housed in the unit and future plans for
services. One contact at a NHS mixed-gender unit noted
"that it was staff policy to keep women patients sepa-
rated to minimise stress for staff, as women patients
seem to copy each other’s self-harm behaviour. The
problem escalates when they are in a group”. The result
was that this unit deliberately housed each of its four
women patients on a separate ward. Two other mixed-
gender units, one NHS and one private, hoped to open a
single-gender women'’s unit in 2000.

Discussion

Any discussion of medium secure units must first
acknowledge the current and historical problem in
defining the term. The Home Office and Department of
Mental Health and Social Security (1975) defined regional
secure units in terms of the type of patients they should
serve, and 20 years later medium secure units were
defined by the length of care and treatment needed to
alleviate the patients’ condition (Special Hospitals Service
Authority, 1995). It was unclear to the authors, and at
times to the units involved in the survey, what criteria the
units used to define them as medium secure. Eastman et
al (2001) are currently investigating low, medium and high
secure units in terms of structural, functional and opera-
tional characteristics. In the interim, it would seem that
the term ‘medium secure unit’ is a historical one that
encompasses units and patients with different designa-
tions.

Concern about the distribution patterns of women
in secure psychiatric units is well documented (Maden,
1996), with previous studies citing female/male ratios of
1:4 to 1:7 in medium secure units (Higgo & Shetty, 1991,
Milne et al, 1995; Murray, 1996). Our figures (342
women) suggest that there are four times as many

women in medium secure units now as there were in
1995 (Special Hospitals Service Authority, 1995).
However, due to inconsistencies in defining medium
secure units, the authors are sceptical about the validity
in comparing ‘real numbers’ of women; some of the
increase may be due to the exodus of women from
special hospitals. However, what is clearer is that women
currently occupy 19% of the beds in medium secure units,
which suggests a 1:5 female/male ratio consistent with
that of the special hospitals (Jamieson et al, 2000). The
lack of clear governmental reporting of the ‘real numbers'’
and distribution of women in medium secure units has an
impact on the management of these patients and the
delegation of limited resources.

The relatively higher numbers of beds for women in
private single-gender units and for men in NHS single-
gender units present different implications. The
comments obtained suggest that, as units become
increasingly aware of the inadequate and often inap-
propriate provision of services for women in mixed-
gender medium secure units, they are deciding not to
admit women patients. This has inadvertently resulted in
more single-gender beds for men in NHS units than for
women. The NHS units have to rely on the private sector
to provide beds in single-gender units for women,
perhaps at the expense of effective continuity of care
and rehabilitation. The absence of a local service can be
detrimental to women’s social networks, and women may
be sent to higher secure facilities than is merited because
there is no appropriate single-gender medium secure unit
within their region. The struggle to find medium secure
units able to provide specific and sensitive services for
women is further complicated by a growing body of
research (Department of Health, 2000) suggesting that a
large proportion of women in medium secure units
require a different type of security from that which is
currently offered. This research recommends less
emphasis on physical security; tall walls and fences, and
more on relational security; staff facilitating women
patients’ containment; and reframing of their emotional
distress. Whether the newly developed and proposed
single-gender women'’s units address these issues is yet
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to be studied. The wider study in which the authors are
involved over the next 2 years seeks to address some of
these questions.

A final issue is the often-neglected small pockets of
women with multiple vulnerabilities. These are the
women who fall outside of the adult and average intelli-
gence patient population located in predominantly male
mixed-gender units. The higher risk of vulnerability for
those women who are under 21 years or over 60 years or
who have learning disabilities is still to be considered, and
as we move towards redistributing adult women patients
into single-gender units we must be careful not to
neglect these ‘minority’ groups within the women's
secure population.

Limitations of the study

The telephone survey was chosen as the least disruptive
and most efficient method of collecting the data. The
data may have some inconsistencies because it was up to
our contact person’s discretion to check the accuracy of
the data that they provided. Also, the survey spans a 6-
month period: there may be a few women patients who
were either discharged or admitted during the course of
the survey. However, because the average length of stay
in @ medium secure unit is 18-24 months, it is unlikely
that there was much patient turnover.

The authors acknowledge the limitations in this form
of collecting data but note that there are few data in this
area. The future reporting of Department of Health,
Home Office and institutional survey statistics by gender
would be most useful.
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C. DIMOND, P. MISCH AND D. GOLDBERG

On being in a young offender institution: what boys on
remand told a child psychiatrist

AIM AND METHOD

To describe the reported experi-
ences of 15- and 16-year-old boys
on remand in a young offender
institution (YOI) as told to a child
psychiatrist. Nineteen remanded
adolescents were interviewed
using the Kiddie-Schedule for
Affective Disorders and
Schizophrenia as part of a study.
During the warm-up conversation
prior to this semi-structured
interview, the boys were given the
opportunity to talk about their
experiences of being in a YOI.
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RESULTS

The boys described experiences of
institutionalisation, including the
deprivation of incarceration and the
intimidation of a‘macho-culture’,
which on occasions verged on the
abusive.Their responses are
described.

CLINICAL IMPLICATIONS

An emotionally deprived prison
environment that lacks appropriate
care for children is likely to contri-
bute to the very high levels of mental
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disorder known to exist in this popu-
lation. A major reform of conditions
for young prisoners has commenced
since this study was conducted.The
prison service and society as a whole
must, however, ensure that the
planned improved living conditions
for children in prison are reached.
Child psychiatry has a very important
contribution to make by providing
mental health care within prison
institutions in order to engage young
prisoners with mental health
problems and their families.
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