P026-027_PSW_Sept09.qxd

28/8/09

08:54

Page 10

Feature
he history and role of forensic social
work was the focus of a presentation to
a Social Work History Network
(SWHN) event earlier this year by James
Lloyd Williams, a member of BASW’s
Forensic Special Interest Group (SIG).
Addressing a meeting titled, Homicides,
Inquiries and Forensic Social Work – Past
Experiences, Mr Lloyd Williams explained how
forensic mental health provision is currently
expanding, located in a wide range of
inpatient and community settings. High,
medium and low secure provision is provided
in NHS, private and independent hospitals,
with forensic patients also placed in
residential units, supported accommodation
and social housing.
He told those present at the meeting, held
in the Social Care Workforce Research Unit,
King’s College London, that in England and
Wales the origin of facilities for people with
mental illness who have offended were forged
in legislation dating from 1573 when powers
to detain a ‘mad man’ who posed a serious
danger to the public were introduced. The
1744 Vagrancy Act made provision for the
detention of mad and dangerous people in
prison, before The Lunacy Act of 1860
allowed for the transfer of the insane from
prison to hospital. In 1863 Broadmoor
Hospital was established, followed by
Rampton in 1912. The insanity defence rules,
often referred to as the McNaughten Rules,
were introduced in the mid nineteenth
century in an attempt to prevent sane people
from pleading insanity in mitigation of their
crimes. A new legal criterion of ‘diminished
responsibility’ was not introduced until many
years later, under the Infanticide and
Homicides Act 1909. Following a review of
mental health and mental deficiency
legislation between 1954-1957, culminating in
the 1958 Percy Report (Rapaport and
Manthorpe, 2009) the Mental Health Acts of
1959, 1983 and 2007 have governed the
detention and treatment of mentally
disordered offenders.
Mr Lloyd Williams explained how, in light
of a number of psychiatric homicides and the
1992 Reed Report, there was an expansion in
the number of medium secure units and beds,
with special hospitals such as Broadmoor and
Rampton brought under NHS control.
Facilities in these hospitals, as well as
designated prisons, have also been developed
for people deemed to have Dangerous Severe
Personality Disorder (DSPD). DSPD is a
relatively recent medically determined
category which broadly encompasses people
considered to be extremely dangerous who
might formerly have been detained, on
grounds of abnormally aggressive or
irresponsible conduct, under the now
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The life &
times of
forensic
social work

Joan Rapaport summarises the contributions of two speakers
to a Social Work History Network meeting, one offering a
through the ages look at the development of forensic social
work and the other a reflection on child deaths rarely
considered by the tabloid press

abolished legal classification of ‘psychopathy’.
It was not until 1969 that a social worker
was appointed to work in Broadmoor, Mr
Lloyd Williams told the SWHN event. The
1975 Butler Report then promoted the
development of forensic social work in
hospitals and the community, paving the way
for social workers to become an established
part of forensic mental health teams.
Combining best practice from probation and
social work these professionals learn by
experience, and to this day there is no special
qualification for the job. However, the BASW
Forensic Social Work Special Interest Group,
inaugurated in 1984, developed a forensic
social work competency framework which
was later adopted by the Central Council for
Education and Training in Social Work
(CCETSW). Since then this SIG has
contributed to the Reed Report, legislative
reform and a range of public protection
policy consultations. Forensic social work has
continued to grow in tandem with the
expansion of forensic services through the
1990s, although it remains a relatively rare

specialism within the profession.
The forensic social worker provides a
detailed social history of the patient’s
childhood and family circumstances,
addressing attachment and systemic issues,
suggested Mr Lloyd Williams. This
professional also provides a contextual
assessment of risk, ever mindful that the main
client, ultimately, is the general public. The
importance of identifying the balancing
factors of client strengths was also recognised
during the presentation, however. Liaison
with outside agencies to inform care,
treatment, monitoring and aftercare was
described as a key part of the forensic social
worker’s role. Home visits, family therapy or
psycho-education, as well as victim work and
assessing safe contact with children, are other
elements of the task. Some patients are never
discharged because of the seriousness of their
index offence.
For those who are allowed to leave the
direct hospital setting – generally under a
‘conditional discharge’ requiring them to
adhere to certain conditions, such as residence

www.basw.co.uk

P026-027_PSW_Sept09.qxd

28/8/09

08:54

Page 11

Feature

September 2009

and treatment plans – the forensic social
worker provides post-discharge support to
the patient, victim and family. Community
social workers, and in some cases probation
officers, are appointed as ‘social supervisors’
to supervise the patient and to provide
regular reports on progress to the Ministry of
Justice. A significant part of the role
comprises report writing for appeals, care
planning meetings and even court hearings.
The SWHN event heard that the work is
both challenging and demanding because in
the forensic field practitioners are “constantly
processing other people’s trauma”. Some
patients, because of their insecure childhoods,
are expert at dividing team members, Mr
Lloyd Williams maintained. Forensic
practitioners also have to cope with the
outcomes of inquiries and high profile media
attention, which are generally of a derogatory
nature. However, he added that in his
experience, the social work supervision
provided in high and medium secure settings
was generally of a high standard.
He went on to explain how, in the vast
majority of cases, the families of the patients
have been known to social services for some
time, perhaps because of abuse, neglect or,
not infrequently, homicides. The patients
have very often experienced serious
childhood traumas, such as emotional,
physical and sexual abuse, and many have
been in local authority care, where in some of
the most extreme cases they have been abused
again by staff or others in authority. The
whole range of mental disorders is present in
this patient group, the SWHN meeting was
told, with a high preponderance of patients
with personality disorders, post-traumatic
stress disorder (PTSD) and addictions.
Responding to questions from participants,
Mr Lloyd Williams acknowledged that
determining the best interests of a child, in
respect of visits to an adult patient in a
forensic unit or rehabilitation where violence
had occurred, was a complicated task. It was
generally a case, he argued, of accepting a low
base line of ‘no harm’. If a mother had
historically harmed a child or other children
in the family, it can still be possible, however,
that she might have recovered to some extent
and contact might therefore be appropriate.
The most poignant cases arise, he said, where
the mother had been severely psychotic at the
time of killing a child and had been unaware
of what she had done. The bereavement
process is fraught with danger, with a very
real possibility of the mother committing
suicide, or at least attempting to kill herself.
In looking to rehabilitate a patient who has
been in hospital for many years, changes in a
patient’s social circumstances are inevitable,
Mr Lloyd Williams suggested. Marriages have
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usually broken down, while families and
communities often recall the person’s index
offence. Not surprisingly, it is often very
difficult to place people who had offended
against or killed their own or others’ children.
In some cases it was necessary to find
placements in areas long distances from their
former homes or offending locations. Where
rehabilitation to the home area is possible,
care still needs to be taken as often the
families of patients have their own problems.
Patients who were previously asylum seekers
pose particular difficulties in respect of care,
treatment and aftercare planning, as there are

often huge difficulties researching
backgrounds and culture, as a result of
political turmoil in their countries of origin.
Observations were made that the forensic
social work role was a last remnant of the
former psychiatric social worker (PSW). Mr
Lloyd Williams considered that forensic social
work was closer to child protection work than
to that of adult mental health, given its
legalistic and high-risk nature.
Forensic social workers and child
protection practitioners share similar client
groups and levels of public protection
concern, the meeting heard.

A positive child protection work view
he Social Work History Network (SWHN)
meeting also heard from Professor
Colin Pritchard, Research Professor in
Psychiatric Social Work at Bournemouth
University, who presented findings from a
study he undertook covering abuse-related
child deaths in the major developed countries
between 1974 and 2006, with a particular
focus on England and Wales (partially
published in Pritchard and Sharples, 2008).
Professor Pritchard emphasised that, contrary
to the current reports in the tabloid media and
adverse comments by some government
ministers, an analysis of data collected over three
decades shows that child protection outcomes
have improved overall, in England and Wales and
internationally. He explained how the concept of
‘baby battering’ had been coined in the US in the
1960s, before highlighting how the death of Maria
Colwell in southern England, a decade later, had
shaken a whole nation. This tragedy and others
that followed in later years – most notably the
high profile case of Victoria Climbié – led to a
series of government initiatives to enhance interagency working.
The nature of child homicides is complex.
Evidence suggests that, as is the case with child
neglect and abuse, its incidence is closely
associated with poverty. Yet Government ministers
have consistently failed to reflect this link.
Furthermore, Professor Pritchard expressed the
view that the often related issue of sexual abuse
had previously been overshadowed by Freudian
interpretations of children’s developmental
behaviour and had only been acknowledged as a
serious consideration relatively recently. He
suggested that over recent years the conceptual
and systemic connections between child
protection and mental disorder had been lost,
despite a number of studies implicating parental
mental illness as a key causal factor in child
homicides. Citing Victoria Climbié as a recent
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example, he pointed
to the transcripts of
her aunt’s evidence
as strongly indicative
of her mental illness.
Yet the press simplistically portrayed the
tragedy as a child
care case. For
Professor Pritchard this exemplified why there
was, and is, a pressing need to recapture the
mental health and child protection interface.
Professor Pritchard offered a positive response
to a concern about attachment theory and feelings
of parental rejection on the part of children when
separated from their families. He cited evidence
that looked after children, when compared with
children excluded from school, fare better in terms
of crime and suicide rates, even though they come
from more difficult family backgrounds (Pritchard
and Williams, 2009). He also emphasised the
importance of reviewing local authority thresholds
for legal intervention, in particular for cases of
neglect which have the potential to end in tragedy
[see Safety Second, PSW August 09]. Pursuing
this theme, one participant asked whether, in ’
endeavours to keep families together, “we have
lost sight of the ‘rescue’ approach?”
It was acknowledged, however, that an
expansion in and development of high quality care
services would be needed if local authorities are to
‘rescue’ more children from adverse home
circumstances that currently fall just below
removal thresholds.
As an aside to the question of funding, it was
interesting to hear Professor Pritchard highlight
the pressure, on occasion, to actually play down
the positive evidence of child protection outcomes.
He quoted a former Director of Social Services:
“Colin, this is good news, but don’t shout too
loudly. If the elected members think we are doing
well, they’ll cut the budget.”
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