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Objectives: There has been a notable increase in requests for psychiatric reports from District Courts for persons remanded to
Ireland’s main remand prison, Cloverhill. We aimed to identify if reports were prepared for persons with severe mental illness
and if they led to therapeutic benefits such as diversion to healthcare. Measures of equitability between Cloverhill and other
District Courts were explored.

Methods: For District Court-requested reports completed by the Prison Inreach and Court Liaison Service (PICLS) at Cloverhill
Prison from 2015 to 2017, we recorded clinical variables and therapeutic outcomes such as diversion to inpatient psychiatric
settings.

Results:Of 236 cases, over half were diverted to inpatient or outpatient psychiatric care. One-third of remand episodeswere admit-
ted to a psychiatric hospital, mainly in non-forensic settings. Nearly two-thirds hadmajormental illness, mainly schizophrenia and
related conditions. Almost half had active psychosis. Cases in Cloverhill District Court and other District Courts were similarly
likely to have active psychosis (47% overall) and hospital admission (33% overall). Voluntary reports were more likely to identify
active psychosis, with over 90% diverted to inpatient or outpatient community treatment settings.

Conclusions: This is the first large scale study of diversion outcomes following requests for psychiatric advice fromDistrict Courts
in Ireland. Requests were mainly appropriate. Over half led to diversion from the criminal justice system to healthcare settings.
There is a need for a complementary network of diversion initiatives at every stage of the criminal justice system to effectively divert
mentally ill individuals to appropriate settings at the earliest possible stage.

Received 16 September 2020; Revised 04 August 2021; Accepted 19 August 2021; First published online 11 October 2021

Key words: Court diversion, court liaison, Prison Inreach and Court Liaison Service, psychiatric court reports, therapeutic
jurisprudence.

Introduction

‘Therapeutic jurisprudence’ involves the use of the law
to achieve therapeutic outcomes (Winick, 2002).
Psychiatric court diversion is broadly defined as the
transfer of personswithmental illness from the criminal
justice system to locations where they may receive
appropriate treatment. Thismay be followed by amain-
tenance phase in which the court maymonitor progress
based on feedback from mental healthcare providers
and other supports. Diversion and liaison services

should be available at all points where people with
major mental illness come in contact with the criminal
justice system, including at point of arrest, in courts and
in remand settings, to provide therapeutic alternatives,
while taking into account risk assessment and public
safety concerns (Birmingham, 2001; World Health
Organization, 2005; Birmingham et al. 2017). High-
quality and timely psychiatric court reports may assist
the Court in identifying these individuals and provid-
ing answers to questions that arise regarding diversion
to healthcare.

Mental Health Court diversion and liaison services
should be a feature of anymodernmental health service
and criminal justice service. It is important to demon-
strate that such services are accessible, equitable and
effective, taking into account the perspectives of rel-
evant stakeholders including patients, carers, courts,
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police and other external agencies. Methodology to
demonstrate such effectiveness may vary depending
on the perspective (e.g. that of judges requesting psy-
chiatric assessments for persons appearing in court
with apparent mental illness). It is particularly impor-
tant that existing services be evaluated, to determine
whether such services should be discontinued, modi-
fied or expanded.

The 2006 blueprint for Irishmental health services ‘A
Vision for Change’ (Department of Health, 2006: 136)
stated: ‘every person with serious mental health prob-
lems coming into contact with the forensic system
should be afforded the right of mental health care in
the non-forensic mental health services unless there
are cogent and legal reasons why this should not be
done’. ‘Sharing the Vision’, the 2020 blueprint for men-
tal health care in Ireland stated that ‘Irelanddoes not yet
have a specific policy to provide for court diversion or
community treatment’ (Department of Health, 2020:
51). Nonetheless, the mental health law in Ireland pro-
vides opportunities for diversion at the point of arrest
and from prison settings. Firstly, Section 12 of the
Mental Health Act 2001 (Department of Health and
Children, 2001) enables An Garda Síochána (Irish
police) to make applications for admission to local
‘Approved Centres’ at the point of arrest where a
member of AnGarda Síochána has ‘reasonable grounds
for believing that a person is suffering from a mental
disorder and that because of the mental disorder there
is a serious likelihood of the person causing immediate
and serious harm to himself or herself or to other per-
sons’. In practice, a general practitioner is then con-
tacted to examine the person, but there may be very
limited access to background information regarding
the person’s psychiatric history at the time.

Secondly, persons may be transferred from prisons
to a single ‘designated centre’ [the Central Mental
Hospital (CMH)] under Section 15 of the Criminal
Law (Insanity) Act 2006 (Department of Justice,
Equality and Law Reform, 2006). This Act also enables
courts to direct assessment at the ‘designated centre’
under Fitness to be Tried legislation (Section 4), to deter-
mine the presence or otherwise of a mental disorder at
that time within the meaning of the Mental Health Act
2001. Courts do not have powers to direct transfer or
admission to local general hospitals (‘approved
centres’) which are not so designated. There is limited
legislation providing specifically for diversion from
courts to community services for minor offenders with
major mental illness.

In Ireland, such diversion currently takes place
mainly under the Bail Acts (criminal rather than civil
legislation), with the person agreeing to be brought to
an approved centre for assessment as towhether admis-
sion or other healthcare provision is required. The

person typically later returns to court so the original
offence can be dealt with, since diversion is not
intended to be a ‘get out of jail free card’ (Greenberg
& Nielsen, 2002). On rarer occasions, charges may be
dropped, followed by applications for admission under
theMentalHealthAct 2001 in the usualway. Themajor-
ity of diversions are to outpatient services.

Models for delivery of court diversion focus on dif-
ferent settings, including police stations, and through
the courts either through ‘on the day assessment’ in
court or following assessment in remand settings.
There are many descriptions of local or regional
approaches to diversion from courts and other settings
(McInerney & O’Neill, 2008; Davidson et al. 2017; Kane
et al. 2018; Albalawi et al. 2019). Effective, equitable
diversion services require service development at all
stages of the criminal justice system including from
police station, court and remand settings (Birmingham,
2001; Birmingham et al. 2017). Services exist to ensure
that the right patient goes to the right place, with seri-
ous/high risk offenders going to secure settings and
minor/low risk offenders with severe mental illnesses
going to non-forensic community settings. Diversion
services also provide a ‘filter’ to prevent inappropriate
referrals from courts to local psychiatric services. In
developing a court diversion system in Ireland, it was
intended that multiple District Courts would be
enabled to operate as mental health ‘problem solving’
courts, using a ‘liaison’ model.

Since 2006, the National Forensic Mental Health
Service in Ireland has operated an intensive service in
Cloverhill Prison, Dublin, Ireland’s largest remand
prison. The Prison Inreach and Court Liaison Service
(PICLS) aims to identify newly received people on
remand who have need of urgent psychiatric interven-
tions. The PICLS team screens all remands from a
‘catchment area’ of courts serving a majority of the
national population. Persons are first screened by
prison nursing staff and general practitioners, with a
‘second stage’ screen by PICLS staff and approximately
15% receiving a detailed assessment by the PICLS team
(McInerney et al. 2013; O’Neill et al. 2016). This allows
for an equitable approach to identification. There is
extensive liaison with local mental health services
and other agencies from the point of committal, regard-
ing appropriateness of diversion, where there is the
possibility of bail or other noncustodial disposal for
people with severe mental illness. Comprehensive
reports are prepared for courts on request and submit-
ted voluntarily when needed for thosewho are severely
mentally ill. PICLS team members attend courts to
advise and help arrange access to psychiatric healthcare
in appropriate settings. The PICLS service model has
been described in a service manual in multiple itera-
tions (e.g. O’Neill et al. 2017) and its clinical outcomes
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in a series of papers, since the inception of the service in
2006 (O’Neill, 2006; McInerney & O’Neill, 2008;
McInerney et al. 2013; O’Neill et al. 2016; Georgiou &
Townsend, 2019). These outcome studies relate to all
committals to Cloverhill since 2006, not just those for
whom courts requested psychiatric reports.

Over time, there has been a marked increase in the
number of psychiatric reports requested by District
Courts from the PICLS service. The greatest activity
is at Cloverhill District Court which is located adjacent
to the remand prison, the source of most referrals and
with attendance most days by PICLS team members.
We aimed to explore whether this perceived increase
in accessibility to our service has resulted in more inap-
propriate referrals of persons not suffering from major
mental illness or requiring psychiatric intervention.
Further we aimed to determine if the team’s location
at Cloverhill was associated with inequity in timescales
for delivering psychiatric court reports and arranging
diversion to healthcare, which may in turn have a neg-
ative impact on patient care.

Aims

We set out to answer the following four research ques-
tions in relation to patients for whom PICLS psychiatric
court reports were requested by District Court Judges
during the three years 2015–2017:

1. Did requests relate to the key target group (persons
with severe mental illness)?

2. Did reports lead to therapeutic benefits for patients
such as diversion to healthcare?

3. Was there equitability in terms of case-mix, time to
delivery of reports and clinical outcomes between
Cloverhill (the busiest court and source ofmost refer-
rals) and other District Courts?

4. Did clinical profiles and outcomes of cases differ for
cases in which the court requested a report and cases
where a voluntary report was submitted following
screening?

Methods

Service setting

Ireland had a population of 4.76million as at April 2016
(the approximate midpoint of the study period), with
55% living in the province of Leinster, which includes
Dublin, the only major conurbation (Central Statistics
Office, 2017). In 2016, there were 2408 public and pri-
vate psychiatric beds (Health Research Board, 2017)
and a daily average of 3718 prisoners nationally (Irish
Prison Service, 2017). The majority of remand prisoners
were committed to Cloverhill Prison, which receives
committals from a ‘catchment area’ covering the

majority of the population of Ireland (Irish Prison
Service, 2017). Three other mixed remand/sentenced
prisons located in the west and southwest of Ireland
accounted for most other male remands during the
study period (Irish Prison Service, 2017). Over 95% of
committals nationally were male in 2016 (Irish Prison
Service, 2017).

The District Court (equivalent to UK Magistrates
Court) is organised on a local basis and tries summary
offences attracting at most custodial offences of up to
two years duration. The Circuit Court (equivalent to
UK Crown Court) tries more serious offences that
may attract longer sentences (indictable offences)
before a jury. Ireland is divided into eight circuits for
the purpose of this court. Where psychiatric court
reports are requested for the High Court, they tend to
be for the purpose of bail applications where this has
been previously refused at lower court level. The
Central Criminal Court is a criminal division of the
High Court and tries the most serious offences includ-
ing murder.

Cases: Inclusion criteria

A ‘case’was defined as a remand episode for which one
or more reports was completed by the Cloverhill PICLS
team following request from a District Court Judge.
Some individuals had more than one remand episode
for which a report was requested. Where a person
had more than one report during the same remand epi-
sode, these were treated as a single ‘aggregated’ report
for the purpose of analysis.

Reasons for exclusion were voluntary reports,
follow-up reports in the same remand episode; reports
requested by Circuit Courts, High Courts, solicitors or
the Office of the Director of Public Prosecutions (DPP)
(Fig. 1). Of note, a psychiatric court report is usually
required for diversion to community-based hospital
settings, but is often not necessary to facilitate diversion
to forensic hospital and community-based outpatient
settings.

Follow-up reports mainly related to updated
progress and fitness reports for persons for whom hos-
pital admission had been recommended, but there was
no bed identified or available. This included mainly
persons awaiting beds in the CMH and for homeless
people where there were delays in clarifying commu-
nity catchment area responsibility.

While excluded from the main analysis, a smaller
number of voluntarily-submitted ‘on the day’ reports
relating to persons identified as seriously mentally ill
on remand, while charged with minor offences, were
separately described in terms of clinical symptoms
and diversion outcomes (see Table 3 and supplemen-
tary material).
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Data collection

A list of court reports prepared by the PICLS service
from 1 January 2015 to 31 December 2017 was held at
the CMH. This list was cross-checked against a list
maintained by the PICLS team based at Cloverhill
Court and Prison. This second list included voluntary
and other reports completed and was updated daily
on working days. For each report, we recorded the type
(e.g. District or Circuit Court) and location of the
requesting court.

Background factors

Demographic variables recorded included gender and
age at first report. Homelessness and offence typeswere
recorded as binary variables. Homelessness was
defined as not having regular accommodation, rough
sleeping or residence in homeless shelters at the time
of or during committal. Confirmation of housing status
was based on serial team-based assessments and exten-
sive collateral information, including input from the
PICLS housing support worker.

Offence type was recorded as the most serious
offence charged and classified as violent or non-violent.

A violent offence was defined as an act of physical vio-
lence on a person and included homicide, assault, rob-
bery, aggravated robbery, contact sexual offences, false
imprisonment, driving offences involving injury to
others and arson where there was a possibility of injury
to others.

Historical clinical variables, current symptoms and
primary ICD-10 diagnoses

Clinical descriptors were also recorded as binary var-
iables. These included: active psychotic symptoms
identified following committal; lifetime history of psy-
chotic symptoms; lifetime history of substance misuse
difficulties; lifetime history of deliberate self-harm and
lifetime history of contact with community mental
health services. Primary ICD-10 diagnoses were clini-
cal diagnoses made by the PICLS team, based on serial
assessments and extensive collateral, including from
previous treating mental health services.

Clinical outcomes following reports

Final clinical outcomes for persons after completion of
reports included: admission to forensic hospital, admis-
sion to community psychiatric hospital; community

Fig. 1. Flow chart of psychiatric court reports included in the study.
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outpatient treatment arrangements; discharge to prison
primary care and prison transfer arrangements on
sentencing.

Time from request to delivery of reports

Time to delivery of first report was measured in days
fromdate of request in court to the date of court appear-
ance with a report completed (rather than date of sub-
mission of report).

Statistical analysis

All data were entered using Microsoft Excel 2017.
Following completion of data collection, data
were exported to SPSS 24 for analysis. Binary categori-
cal variables were analysed using Pearson Chi Square
test. The mean and median of the time from request
to delivery of court reports were calculated.

Results

All reports: Court types and geographical locations
(Table 1)

In the three years 2015–2017, PICLS Cloverhill com-
pleted 423 psychiatric court reports. There were 120
reports completed in 2015, 145 in 2016 and 158 in
2017. Reports were completed on 277 individuals,
remanded on 328 separate occasions. Of these 328
remand episodes, 29% (95/328) were repeat reports

relating to the same remand episode. These mainly
related to updated progress reports for persons for
whom hospital admission had been recommended,
but there had been no bed made available. Of these,
74 had one follow-up report, 15 had two and six
required three follow-up court reports during the same
remand episode.

Of all 423 reports prepared by PICLS team mem-
bers, 84% were prepared for District Courts, 14% for
Circuit Courts and 2% High Courts, and two reports
were prepared for the Central Criminal Court.
Reports were provided for 32 separate court locations.
Overall, 69% were for courts in the Dublin area, 23%
other Leinster, 5% Connacht/Ulster and 3% for courts
in Munster. Over half (52%) were prepared for the
Cloverhill court complex, 17% for courts in the
Criminal Courts of Justice, Dublin and 32% for other
court locations.

Psychiatric court reports excluded from analysis
(Fig. 1)

Excluded from analysis were 75 follow-up reports relat-
ing to the same remand episode. A further 46 reports
had been submitted voluntarily by the PICLS team
due to immediate concerns regarding mental health.
Also excluded were: 48 reports for higher courts, 15
reports requested by solicitors and three requested by
the Office of the DPP. A brief summary of clinical

Table 1. Psychiatric court reports completed by PICLS in the three years from 2015 to 2017 for each court type and location

All reports (N= 423)

District Court reports
excluding voluntary
reports (N= 236)

Circuit Court
reports (N= 41)

N % N % N %

Court type
District Court 354 83.7 236 100 – –

Circuit Court 57 13.5 – – 39 95.1
Central Criminal Court 2 0.5 – – 2 4.9
High Court 10 2.4 – – – –

Total 423 100 236 100 41 100
Court location
Cloverhill Court Complex 220 52 130 55.1 – –

Criminal Courts of Justice 70 16.5 24 10.2 24 58.5
Other locations 133 31.5 82 34.7 17 41.5
Total 423 100 236 100 41 100
Geographical location
Greater Dublin Area 292 69 156 66.1 24 58.5
Other Leinster 98 23.2 57 24.2 17 41.5
Connacht/Ulster 20 4.7 15 6.4 – –

Munster 13 3.1 8 3.4 – –

Total 423 100% 236 100% 41 100%
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descriptors and outcomes for Voluntary reports and
reports for Circuit Courts is provided in ‘supplemen-
tary material’ online.

Following this process, 236 District Court-directed
reports or aggregated reports were included for analy-
sis (Table 1). Of 236 first reports prepared for District
Courts for a given remand episode, 130 (55%) were pre-
pared for Cloverhill District Court and 106 (45%) for
other District Courts (26 other Dublin Courts, 57 other
Leinster and 23 from other regions).

Key findings

1. Did requests relate to the key target group
(persons with severe mental illness)? (Table 2)

Background factors
All cases were male. Mean age at time of completion of
first reports requested was 34 years (S.D. 10.7, range 18–
76 years). Approximately half (48%) were homeless.
Less than one quarter (23%) were charged with violent
offences.

Historical clinical variables
Over three-quarters (78%) cases were patients previ-
ously known to community mental health services.
Over half (54%) had a lifetime history of psychosis,
and 90% a history of substance misuse problems.
Almost half (48%) had a history of self-harm.

Active psychotic symptoms
Almost half (47%) had displayed active psychotic
symptoms (delusions, hallucinations or thought disor-
der) in the course of the remand episode.

Primary clinical ICD-10 diagnosis
Two-thirds (64%) had a primary clinical diagnosis of
ICD-10majormental illness. Themost commondiagno-
sis (41%) was of schizophrenia, schizotypal and delu-
sional disorders (ICD-10 F20–29). For 16/236 (6.8%)
patients for whom District Court reports were
requested, the primary diagnosis was of an intellectual
disability. One-third (36%) had a primary diagnosis of
substance use disorder, personality disorder or nomen-
tal illness.

2. Did reports lead to therapeutic benefits for
patients such as diversion to healthcare? (Table 2)

One-third (33%) of the 236 caseswere admitted to a psy-
chiatric hospital. Overall, 67 (28%) were admitted to
‘approved’ acute psychiatric units in the community
and 11 (5%) to the ‘designated’ forensic hospital
(CMH). For 51 cases (22%), community outpatient fol-
low-up was arranged. The remaining 107 cases were
referred to other prison mental health teams on transfer

or sentencing or discharged to prison primary care
and/or addiction services.

3. Was there equitability in terms of case-mix, time
to delivery of reports and clinical outcomes
between Cloverhill and other District Courts?
(Table 2)

Of the 236 District Court reports, 130 (55%) were pre-
pared for Cloverhill District Court and 106 (45%) for
other District Courts.

Background factors
Cloverhill District Court cases were older (mean age
35 v. 32 years, t= 2.62, p= 0.01) and more likely to be
homeless (59% v. 33%,X2= 16.1, p< 0.001). The propor-
tion charged with violent offences did not differ signifi-
cantly between Cloverhill and and other District Courts
(20% v. 26%, X2= 1.00, p= 0.32).

Historical clinical variables
Cloverhill cases were more likely to have a lifetime
history of psychosis than other District Courts (60%
v. 46%, X2= 4.5, p= 0.04). Cases at Cloverhill and other
District Courts did not differ significantly in terms of
previous contact with community mental health ser-
vices, history of self-harm and history of substance mis-
use problems.

Active psychotic symptoms
The proportion of cases in Cloverhill with active symp-
toms of psychosis during the remand episode was sim-
ilar to that in other District Courts (49% v. 45%,
X2= 0.24, p= 0.63).

Primary ICD-10 diagnosis
Regarding diagnostic groupings as listed in Table 2,
there were no significant differences between
Cloverhill cases and those in other District Courts.

Time from request to delivery of reports
Median time from date of request to delivery of first
report on court date was 13 days (interquartile range
8–16 days). The mean time was 13.9 days (S.D. 9.5,
95% confidence interval 12.6–15.1)

Median time from request to delivery of first reports
was similar in Cloverhill and other District Courts at 13
days. Mean times to delivery were also similar (13.5
days v. 14.3 days, t= 0.59, p= 0.56).

Clinical outcomes following reports
Similar proportions of Cloverhill cases and those in
other District Courts were admitted to hospitals (34%
v. 32%, X2= 0.08, p= 0.77). Proportions admitted to
general and forensic hospitals did not differ signifi-
cantly. Proportions referred for community outpatient
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Table 2.Comparison of background factors, clinical characteristics and clinical outcomes for 236District Court-requested psychiatric reports completed by PICLSCloverhill during 2015–2017, with a comparison
of those prepared for Cloverhill District Court and other District Courts

Variables

All District Court reports (N= 236) Cloverhill District Court reports (N= 130) Other District Court reports (N= 106)

N (%) Mean (S.D.) N (%) Mean (S.D.) N (%) Mean (S.D.)
Statistical test of

difference p-Value

Background factors
Sex – Male 236 (100.0) 130/130 (100%) 106/106 (100%)
Age 33.5 years

(S.D. 10.7)
35.1 years (S.D. 10.4) 31.5 years (S.D. 10.8) t= 2.62 0.01*

Homelessb 112 (47.5%) 77 (59.2%) 35 (33.0%) χ2= 16.09 <0.001*
Violent offencea 53 (22.5%) 26 (20.0%) 27 (25.5%) χ2= 1.00 0.32
Historical clinical variables
Lifetime history of contact with community mental health services 183 (77.5%) 104 (80.0%) 79 (74.5%) χ2= 1.00 0.32
Lifetime history of psychosis 127 (53.8%) 78 (60.0%) 49 (46.2%) χ2= 4.46 0.04*
Lifetime history of self-harm 114 (48.3%) 60 (46.2%) 54 (50.9%) χ2= 0.54 0.46
Lifetime history of substance misuse problems 213 (90.3%) 116 (89.2%) 97 (91.5%) χ2= 0.35 0.56
Current symptoms and primary ICD-10 diagnosis
Active psychosis during remand period 111 (47.0%) 63 (48.5%) 48 (45.3%) χ2= 0.24 0.63
Any ICD-10 Axis I diagnosis other than personality disorder, sub-

stance misuse or no mental illness
152 (64.4%) 88 (67.7%) 64 (60.4%) χ2= 1.36 0.24

ICD-10 Diagnosis F20–29 (schizophreniform disorders) 97 (41.1%) 56 (43.1%) 41 (38.7%) χ2= 0.466 0.50
ICD F30–39 (affective disorder) 25 (10.6%) 13 (10.0%) 12 (11.3%) χ2= 0.11 0.74
Substance use disorder (as primary diagnosis) 26 (11.0%) 13 (10.0%) 13 (12.3%) χ2= 0.31 0.58
Personality disorder (as primary diagnosis) 28 (11.9%) 17 (13.1%) 11 (10.4%) χ2= 0.41 0.52
No mental illness 30 (12.7%) 12 (9.2%) 18 (17.0%) χ2= 3.16 0.08
Clinical outcomes following reports
Any psychiatric admission 78 (33.1%) 44 (33.9%) 34 (32.1%) χ2= 0.08 0.77
Forensic admission 11 (4.7%) 6 (4.6%) 5 (4.7%) χ2= 0.001 0.97
General admission 67 (28.4%) 38 (29.2%) 29 (27.4%) χ2= 0.1 0.76
Community outpatient clinic arranged 51 (21.6%) 28 (21.5%) 23 (21.7%) χ2= 0.001 0.98
Referred to prison in-reach psychiatry team in receiving prison 39 (16.5%) 17 (13.1%) 22 (20.8%) χ2= 2.5 0.11
Discharge to prison GP/addiction services 68 (28.8%) 41 (31.5%) 27 (25.5%) χ2= 1.05 0.31
Time from request to delivery of first report (days) 13.9 (S.D. 9.5)

13 (Median)
13.5 days (S.D. 7.1)

13 (Median)
14.3 days (S.D. 11.8)

13 (median)
t= 0.59 U= 6593
(Mann–Whitney

test)

0.56

a Violent offence defined as an act of physical violence on a person and included homicide, assault, robbery, aggravated robbery, contact sexual offences, false imprisonment, driving offences involving injury to others and arsonwhere there
was a possibility of injury to others.

b Homelessness defined as not having regular accommodation, rough sleeping or residence in homeless shelters at the time of or during committal.

P
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follow-up, discharged to the prison General
Practitioner (GP) or transferred to other prisons did
not differ significantly between Cloverhill cases and
those in other District Courts.

4. Did clinical profiles and outcomes of cases differ
for court-requested reports compared with
voluntary reports following screening? (Table 3)

There were 46 voluntary reports submitted following
screening, regarding patients identified as mentally ill
and in need of treatment, but for whom there had been
no request for a psychiatric report from the court. One
was submitted to the High Court and the remaining 45
to District Courts. Of the 45 District Court voluntary
reports, 84% related to persons identified as actively
psychotic. Almost 70%were diverted to community in-
patient facilities (Approved Centres), with over 90%
being diverted to community inpatient or outpatient
psychiatric settings (Table 3).

Discussion

Summary of key findings

Almost two-thirds (64%) of the 236 cases for whom one
or more reports were requested by District Court
Judges had a major mental illness, with almost half
(47%) actively psychotic on assessment. One-thirdwere
admitted to a psychiatric hospital, with approximately
six admissions to general hospitals for each forensic
admission during the study period. One in five cases
were diverted to outpatient community treatment
settings.

Over half of all District Court reports included in our
analysis were prepared for a single court, Cloverhill
District Court, reflecting a centralised process which
has developed over time. Referralswere similar to those
in other District Courts in terms of clinical variables
including diagnosis, prevalence of active psychotic
symptoms and previous contact with local mental
health services. Cloverhill defendants were

significantly more likely to be homeless (60%) com-
pared with defendants in other courts combined. This
may reflect the tendency of the homeless mentally ill
to accumulate in major urban settings (Faris &
Dunham, 1939; Vassos et al. 2012).

The proportion subsequently diverted to commu-
nity treatment settings was similar for both groups,
suggesting that PICLS is enabling multiple courts to
provide diversion functions in an equitable manner.
This indicates that with the assistance of PICLS, all
District Courts have the potential to act as a Mental
Health Court, achieving therapeutic (diversion) alter-
natives to the criminal justice system for appropri-
ate cases.

The mean time from request to delivery of reports
(13.9 days) reflects the time between court appearances
(persons being often remanded for two-week periods).
This delay is regrettable, but does indicate that persons
consequently diverted have major mental illness rather
than the effects of acute intoxication or substance with-
drawal. Provision of voluntary reports allows assess-
ments and diversion outcomes to be submitted at an
earlier stage. In certain clinically urgent situations,
PICLS staff also travel to courts to provide voluntary
verbal evidence to alert courts to serious mental health
issues and diversion options ‘on the day’without a for-
mal report. Capacity to do this depends on levels of
staffing for the service.

Strengths and limitations

This is the first large-scale study of court-directed psy-
chiatric reports and associated diversion outcomes over
a prolonged period in Ireland, and the first to examine
the issue of equitability between District Courts in
terms of service provision. This data differs from pre-
vious papers regarding PICLS patients which describe
outcomes for all patients (including those for whom
diversion was attained following voluntary reports or
oral evidence alone), rather than the subgroup where
a report was requested by a District Court Judge.

Table 3. Comparison of clinical descriptors and diversion outcomes for 45 reports submitted voluntarily to District Courts and 236 reports
submitted following requests from District Courts 2015–2017

District
Court reports

Voluntary
reports

95% CI between
two proportions χ2 test p-Value

Active psychosis 111/236 (47.0%) 38/45 (84.4%) 21.09–52.91 21.24 <0.001
Any mental illness 152/236 (64.4%) 38/45 (84.4%) 5.03–34.97 6.93 0.01
Admission to Central Mental Hospital 11/236 (22.5%) 0/45 10.02–34.98 n/a n/a
General inpatient diversion 67/236 (28.4%) 31/45 (68.9%) 25.3–55.7 27.29 <0.001
Outpatient diversion 51/236 (21.6%) 11/45 (24.4%) −10.42–16.02 0.18 0.67
Any diversion 129/236 (54.7%) 42/45 (93.3%) 23.04–54.16 23.73 <0.001
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This paper only describes persons who were identi-
fied in court by court workers as possibly mentally ill
and for whom a psychiatric report was ordered by a
District Court Judge. All were subsequently remanded
into custody at Cloverhill Prison.

Longitudinal case descriptions for all PICLS
patients, rather than this subgroup, are described in a
separate series of multiyear studies since 2006
(McInerney et al. 2013; O’Neill et al. 2016). There are
likely to be others who could have benefitted from liai-
son services and referral to mental health services who
were not identified and who were released on the day,
with an opportunity potentially missed to re-engage
them with local mental health services.

This paper describes outcomes largely from the per-
spective of the service provided to District Courts.
PICLS aims to provide a patient-centred service,
intended to assist, advise and ‘join up’ all stakeholders
including community mental health teams and other
healthcare providers, An Garda Siochana, the courts,
prisons, probation, housing services and other agencies,
so that patients may access care in themost appropriate
location, as early as possible.

The study was confined to males and to courts
remanding to a single prison (albeit receiving amajority
of male remands nationally). We found no published
data describing diversion for other remand centres in
Ireland other than Limerick Prison (Gulati et al. 2019).
There is a functioning diversion service for female
remands operating from the Dochas Centre in Dublin.

It is beyond the scope of this paper to provide a
detailed recommendation for how a national strategy
for diversion should be configured, including from
remand prisons, courts and Garda Stations, with
approaches to reduce the likelihood of repeat presenta-
tions through provision of community supports over
time. There have been a series of working groups
involving health, criminal justice and social care agen-
cies over the past 15 years, which have attempted to
address these issues.

Conclusions

Government policy expressed clearly in ‘A Vision For
Change’, that forensic mental health services ‘should
be expanded and reconfigured so as to provide court
diversion services and legislation should be devised
to allow this to take place’ (Department of Health,
2006: 140). The 2009 report of the Joint Working
Group on Mental Health Services and the Police
(involving the Mental Health Commission and An
Garda Siochana) developed seven key recommenda-
tions, including implementation of existing policy,
training for An Garda Siochana and development of
District Court Diversion Services (Mental Health

Commission & An Garda Siochana, 2009). The
Interdepartmental Group to examine issues relating
to people with mental illness who come in contact with
the Criminal Justice System in their first interim report,
recommended that ‘An Garda Siochana implement a
diversion policy : : : . for use in suitable cases when they
come in contact with mental illness who may have
committed a minor offence’ (Government of Ireland,
2016: 4), and that relevant legislation, procedures and
protocols be considered. The Group recommended
‘that prison in-reach, court liaison and diversion
services not be put on a formal statutory basis at this
time’ (Government of Ireland, 2016: 4).

The document, ‘Change for the future – A Vision for
Change (AVFC) “refresh”’, in December 2019, described
the existing PICLS service, and stated that ‘While
Ireland does not yet have a specific policy to provide
for court diversion : : : . the process can take placewithin
the existing structures. The effectiveness of the (PICLS)
service depends on on-going resourcing and access to
facilities and services in the community : : : . The other
recommendations of this “refresh” of AVFC may, if
implemented, help in this context’ (Department of
Health, 2019: 70). The 2020 policy document, ‘Sharing
the Vision’, included the recommendation that ‘There
should be ongoing resourcing of and support for diver-
sion schemes where individuals with mental health dif-
ficulties are diverted from the criminal justice system at
the earliest possible stage and have their needs met
within community and/or nonforensic mental health
settings’ (Department of Health, 2020: 103).

At the time of writing (July 2021), a ‘High Level Task
Force on Mental Health and Addiction Challenges of
persons interacting with the Criminal Justice System’

had commenced work to address issues including
development of a pilot Garda Diversion Project, which
was in the advanced planning stage.

When implemented, Police Diversion Services have
the potential to provide identification, support and
diversion to appropriate health and social care at the
earliest point in the pathway for people at times of cri-
sis, many of whom will have mental health difficulties
and related vulnerabilities. Almost one-third of admis-
sions under the Mental Health Act 2001 in 2020 were
initiated by An Garda Siochana (Mental Health
Commission, 2021). For the present, however, there
remain very high numbers of peoplewith severemental
illness remanded to Irish prisons, many charged with
minor offences (O’Neill et al. 2016).

There is scope for applying the PICLS model to all
remand settings and related courts. There is scope for
further enhancement and acceleration of the process
of diversion by expanding PICLS team to enable daily
staffing to certain of the busier key District Courts ini-
tially. The Irish Courts Service has already provided an
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office for the PICLS team in Ireland’s busiest District
Court at Cloverhill.

In a 2017 review of recent progress in diversion in
England andWales, despite developments in diversion
services in recent years (in a jurisdiction where court
and police diversion services are considerably more
advanced than in Ireland), the authors found no evi-
dence that prevalence of mental disorders reduced in
the prison setting (Birmingham et al. 2017). The authors
noted that ‘We need less talk and more action : : : . We
need a national network of diversion initiatives at all
stages of the criminal justice system : : : . (requiring)
evaluation through a robust programme of research’
(Birmingham et al. 2017: 382). We contend that the
remaining and already functioning components of
diversion, such as diversion from remand prisons
and through District Courts, also require adequate
resourcing, particularly where robust outcome data
over extended periods have been demonstrated for
existing service models.
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