Treating multiple incident post-traumatic stress disorder (PTSD) in an inner city London prison; the need for an evidence base
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Abstract

Background: Mental health problems have been found to be more prevalent in prison populations and higher rates of post-traumatic stress disorder (PTSD) have been found in sentenced populations compared to the general population. Evidence based treatment in the general population however has not been transferred and empirically supported into the prison system.  Aims: The aim of this manuscript is to illustrate how trauma focused work can be applied in a prison setting. Method: This case report
 describes a two phased approach to treating PTSD starting with stabilisation, followed by an integration of culturally appropriate ideas from narrative exposure therapy (NET), given that the traumas were during war and conflict, and trauma-focused cognitive behavioural therapy (TF-CBT).  Results: PTSD and scores on paranoia scales improved between start and end of treatment, these improvements were maintained at a six month follow up.  Conclusion: This report illustrates successful treatment of multiple incident PTSD in a prison setting using adaptations to TF-CBT during a window of opportunity when individuals are more likely to be free from substances and live in relative stability.  Current service provision and evidence based practice for PTSD is urgently required in UK prisons to allow individuals to engage in opportunities to reduce re-offending, free from mental health symptoms. 
Introduction
Prevalence of PTSD in prison

Mental health problems have been found to be more prevalent in prison than community populations with a systematic review identifying prisoners to be several times more likely to have psychosis and major depression (Fazel and Danesh, 2002).  A further review (Goff, Rose, Rose & Purves, 2007) in sentenced populations suggested worldwide current rates of PTSD ranged from 4% to 21.4% review.  This is unsurprising given that other international prison studies have found high levels of exposure to traumas in a lifetime (e.g. 50% of sample had experienced six or more; Abram et al., 2004), high levels of physical abuse and/or neglect when growing up (Weeks & Widom, 1998) and unwanted childhood sexual experiences (Dutton & Hart, 1992).
Looking to the UK and London prisons specifically there is little data on prevalence rates of PTSD. With London prisons drawing from inner city areas, it is likely populations will be demographically and economically diverse.  Studies on inner city London boroughs find populations are multi-culturally diverse, with 35% of those in Lambeth, for example, being born outside the UK (Power et al., 2007).  A recent community study of an inner city population in South East London estimated the prevalence of current PTSD to be 5.5% (Frissa, Hatch, Gazard, Fear & Hotopf, 2013), where 78.2% of the sample reported lifetime trauma and more than a third reported trauma in childhood.  These prevalence rates are high when compared to the national data of 3% (McManus, Meltzer, Brugha, Bebbington & Jenkins, 2009), with possible explanations including sampling within an inner city area which can be associated with high levels of deprivation and more violent crime or including individuals who may have migrated from countries in conflict for asylum or political reasons (Frissa et al., 2013).
Despite research suggesting that rates of PTSD in prison could be high there is limited evidence base to guide assessment and treatment specifically within an adult prison setting in the UK.  Exploring the current evidence base, Heckman, Cropsey and Olds-Davis (2007) carried out a review of PTSD treatment in correctional facilities which included eight studies. Two used exposure approaches (Eye Movement Desensitisation and Reprocessing; EMDR, and traumatic incident reduction), two used cognitive approaches (cognitive behavioural expressive therapy and cognitive processing therapy) and two used skills based approaches (seeking safety and hypnosis). The review concluded that the studies possessed many methodological weaknesses and also had disappointing outcomes. It recommended that with high rates of traumatic disorders in prisoners being found, it was imperative that the progress of PTSD treatment in the general population was transferred and empirically supported into the prison system.  Little research appears to have been published since this review aside from a case study which details improvements in chronic PTSD following prolonged exposure for two juvenile sex offenders (Hunter, 2010); results are however restricted by the case study method, and secondly a trauma psycho-educational group showed improved symptomology in prostituted women (Ward & Dominique Roe-Sepowitz, 2009).  Using more of a system-based approach, interesting ideas have been implemented by Rogers and Law (2012) on a specialist complex needs unit in a young offender institute (YOI) in the UK.  Treatment focuses on “complex trauma” presentations, where PTSD may not fully conceptualise an individual’s difficulties, when trauma has occurred within the context of disrupted early attachment, social and emotional deprivation and difficult family dynamics. Rogers and Law (2012) guide treatment through the integration of ideas from evolutionary understanding (“fight or flight”), attachment and childhood brain development.  Through training and shared formulation they enable the caregiving system (e.g. prison staff) to become therapeutically involved on the unit by helping to co-regulate the young person’s distress.  Individual trauma work may only follow when a sense of safety and security has been established in the young person.
Adapting existing trauma focused treatments to a prison setting
With the limited evidence base for treatment within a prison setting, adaptations to recommendations in the general population may need to be transferred in.  Currently TF-CBT and EMDR are seen as evidence-based treatment by the National Institute for Clinical Excellence (NICE, 2005). For individuals with difficulties managing emotional distress, recommendations suggest that sessions focus on stabalisation before trauma-focused treatment begins (NICE, 2005).  Given the possible exposure to multiple traumas in childhood and possible emotion dysregulation through adverse attachments, additional PTSD treatment components may need to be considered when planning treatment in a prison. Skills Training in Affective and Interpersonal Regulation (STAIR) has shown promising results in increasing individuals’ ability to regulate emotions before trauma focused work (Levitt & Cloitre, 2006) and Imagery Rescripting (ImR) has shown successful results in treating childhood trauma memories in personality disorder (Artnz, 2011), amongst other presentations.  A randomised control trial (RCT) is currently underway comparing STAIR followed by ImR to solely ImR (Raabe, Ehring & Kidt, personal communication). NET (Schauer, Neuner, & Elbert, 2005) has been found to be effective in treating multiple traumas which may include war and conflict (Robjant & Fazel, 2010) and can also be used as one component of a wider cognitive behavioural intervention (Mueller, 2009).  This treatment has been designed to be easily implemented in refugee camps and delivered in unstable settings, which potentially makes it suitable for use in prisons. 
Contextual factors to consider in prison

Aside from adapting community based treatments into prison, certain contextual factors also need to be considered.  Imprisonment is likely to impact on the usual coping strategies that individuals have available to them, for example, substance use can be a common way of “blocking out” memories and regulating high levels of emotional distress.  Removing this strategy and arriving into a ‘high threat, low trust prison environment’ (Harvey & Smedley, 2012) could lead to increased levels of hyper vigilance, hyper arousal and mental health symptoms. Gang involvement is also rife within the London prisons and with large numbers of offenders on each wing, the risk of grudges being settled and the need to fight for survival may be high. Increased hyper-vigilance, or the need to be “on guard”, may be functionally appropriate given the setting, although for those already experiencing hyper arousal this can be unsettling, with frequent triggers for the threat system and activation of trauma memories. A common dilemma is whether to intervene with trauma focused treatment when the individual’s situation is considered unstable.  This applies to prisoners as well as to the many asylum seekers in this country.  Could treatment provide some respite from memories, which may have increased with low mood, hopelessness about their situation, reduced access to coping strategies and being in an environment that activates their threat system. Or is it too risky to start treatment when possible transfers to other establishments may happen unpredictably leading to the end of treatment?  Further research into carrying out trauma focused work in this setting may help overcome some of these ethical dilemmas.   
Prison mental health teams should be equipped to effectively detect and formulate what support individuals might need to cope with their symptoms of PTSD. In the UK prisons government policy led to the provision of prison healthcare being transferred over to the NHS to ensure all prisoners received equivalence of care (Department of Health & HM Prison Service, 2001).  Multi-disciplinary mental health teams were developed with a remit to deliver specialist treatment for severe and enduring mental illness. The importance of early detection of mental health symptoms has also become apparent, especially when the risk of suicide has been found be at its highest during the first few weeks in custody (Liebling, 1994). A screening tool has been developed to gather information when individuals first arrive into prison (Grubin, Carson, & Parsons, 2002) however limited time, high volumes of new arrivals and lack of staff training can mean prison psychiatry morbidity remains undetected and untreated (Birmigham, Mason & Grubin, 1996).  The London Early detection And Prevention (LEAP) team, an innovative early detection service in a prison setting, was set up (Guy’s and St Thomas Charitable Foundation, Grant number G080704) following a successful feasibility study (Jarrett et al., 2012) to assess and treat mental disorder in prison.
Although PTSD is thought to be highly prevalent in prisons the typology may differ; across prisons, (e.g. inner city), by types of prisoner held (e.g. foreign national), by types of trauma experienced (e.g. developmental, civil wars, gang involvement) and by early attachment relationships (e.g. disrupted).  Without further research it is hard to know if this case would be a “typical” presentation, however these factors must be considered to ensure effective assessment and conceptualisation of traumatic responses so the appropriate intervention is offered. 

Case illustration

Red was a 22 year old Black African male, who escaped to the UK following a civil war in his country.  Red described positive early experiences with his family however between the ages of eight and ten years old, he experienced multiple traumas, including witnessing the massacre of innocent people, being captured by rebels and losing a very close family member who died next to him from a gun wound.  Red escaped his country at the age of ten and was reunited with his family who had left Africa five years earlier.  Red reported that arriving in the UK was the first time that he had felt safe in years however his teenage years included periods of aggression, school exclusion for fighting and serving three prison sentences. On his fourth sentence Red came to the attention of the LEAP team where he reported suffering with daily nightmares of the horrors he had seen in Africa accompanied by day time intrusive memories and flashbacks.  Red actively avoided reminders of the traumas and said he had never disclosed to anyone what he had been through. Symptoms of hyper-arousal included hyper-vigilance, which understandably increased in prison, irritability and problems with concentration.  Red also described experiencing what he called “mad paranoia” and believed that “everybody” had the intention of being out to harm him.  Red thought this started around the age of fifteen.  To cope with symptoms Red had withdrawn socially from family and friends and smoked cannabis daily to relax and manage physiological symptoms triggered by memories.  Red stayed awake till the early hours of the morning to try and avoid having nightmares.  His distress was exacerbated further by interpreting his symptoms as a sign that he was losing his sanity.
Screening and Assessment
Red initially scored positive on the screening tool (Jarrett et al., 2012) and then a secondary assessment was completed using the following measures: Comprehensive Assessment of the At-Risk Mental State (CAARMS, Yung et al., 2005) which assesses for positive symptoms of psychosis, the PTSD module of the Structured Clinical Interview for DSM-IV Disorders (SCID; First, Spitzer, Gibbon & Williams, 2002); The Patient Health Questionnaire-9 (PHQ9; Kroenke, Spitzer & Williams, 2001); Generalised Anxiety Disorder Assessment-7 (GAD7; Spitzer, Kroenke, Williams & Lowe, 2006), the Clinical Outcomes in Routine Evaluation (CORE-10; Barkham et al., 2013) and the Impact of Events Scale Revised (IES-R; Weiss & Marmar, 1997), a 22-item self-report measure assessing subjective distress to traumatic events.  The Green et al. Paranoid Thought Scales (GPTS, Green et al., 2008) was also completed, a 32 item self-report measure that separates out ideas of social reference and persecution. Completion of the Distress Tolerance Scale (DTS; Simons & Gaher, 2005), a 16 item self-report measure, helped identify perceived ability to tolerate, reappraise, absorb and regulate distress.  Responses range from 1 (strongly agree) to 5 (strongly disagree); with higher scores indicating low distress tolerance (e.g. feeling distressed or upset is unbearable to me).  All self report measures were read out to Red to help him provide responses. He met DSM-IV criteria for PTSD (SCID-PTSD) whilst also scoring on measures relating to paranoia (CAARMS, GPTS).

Formulation 

With the prison population potentially presenting with complexity, extended assessment sessions may be warranted to elicit enough information to develop a formulation and tailored treatment package.  Ehlers and Clark’s (2000) cognitive model of PTSD was used to formulate Red’s presenting symptoms. An adapted vicious flower formulation (Moorey, 2010) was developed collaboratively in sessions to identify key maintaining factors seen to be triggering his “threat system”.  Symptoms were also understood within a prison context where the need to “be on guard” was to some extent functionally appropriate given the context of the prison setting. 
Figure 1: Formulation of presenting symptoms 

Figure 2: Treatment components

Treatment  

Overview

Red attended bi-weekly forty five minute sessions over ten months with a LEAP clinical psychologist (CC). Following the formulation development, treatment sessions aimed to address the maintenance factors for his distress by helping Red take more control of his threat system.  It was hypothesised that this would allow Red to tackle his treatment goals of reducing his distress from memories and nightmares but also to help with his “mad paranoia”.  Following the DTS indicating difficulties with distress tolerance, the first phase of treatment followed NICE (2005) guidelines around stabalisation.  Sessions offered an explanation for his symptoms (e.g. psycho-education) and increased his confidence in taking control of his re-experiencing symptoms to “switch off” his threat response. Strategies included grounding, stimulus discrimination and using distress tolerance ideas from STAIR (Levitt & Cloitre, 2006).  The second phase of Red’s trauma focused work was informed by culturally appropriate ideas from NET, given the multiple traumatic events from war and conflict (e.g. development and narration of a time line), followed by cognitive restructuring and updating hotspots using TF-CBT. To facilitate learning and retention, overcome self-reported problems with concentration and to increase opportunities for emotional processing (given that sound recording devices are prohibited within prisons so narratives cannot be listened to between sessions).  Initial narration sessions attempted to be longer but could be affected by prison unpredictability (see below).  
Psycho-education – adaptations in prison
Because of Red’s concentration difficulties and limited literacy skills more time was needed to explain concepts such as “fight or flight” and visual handouts were employed to explain his anxiety as the “burglar alarm” of the body.  Vicious flower petals from the formulation helped to identify what could “set off” the alarm (e.g. threat system) whilst also discussing appropriate triggers.  Psycho-education around trauma memories allowed Red to become more skilled in identifying triggers for intrusions, reducing the unpredictability of his physiological response, and allowing him to discriminate between past and present stimuli (e.g. gunshot v banging cell door) reducing his threat response.  It also allowed him the opportunity to try and reduce his “snap” decision to start fighting.  
Working with multiple memories in prison
NET (Schauer et al., 2005) guided the development of a timeline, documenting Red’s complex trauma history and helped the therapist orient chronologically to the multiple traumas.  It also gave Red the opportunity to educate the therapist about his country of origin, explaining cultural beliefs and traditions which helped during cognitive restructuring.  Different colours were used to signify positive and negative events and allowed Red to re-engage with early childhood memories which had been mainly positive before the start of the war.  Even during brief descriptions of traumatic events for the timeline, the strength and intensity of the memories was apparent (e.g. from self reported ratings of how active his threat system was). This provided Red with the opportunity to practice trying to manage the intensity of the memory and informed the therapist about the role they may need to play during full narration.  
Red chose to complete the full narration (from NET) in a classroom situated off the wings and wanted to meet in the afternoons.  The timeline guided the therapist in what could be achieved given that there was only a fixed time frame that Red could be unlocked from his cell.  Prison regime is rigid in its structure and offenders must be returned to the wing at set times.

The therapist slowly helped Red work through the multiple, mainly fear based traumas, using the time line as a guide, and questioning sensitively when Red appeared to struggle to find words to describe what he had witnessed.  Following guidelines from NET, Red was encouraged to give descriptive sensory, cognitive and emotional detail to ensure all elements of the memory were active, allowing detailed context to be added, facilitating the processing so that the memory could become more integrated into autobiographical memory (see Mueller, 2009, for more examples).  Each session ended at a place of relative calm and guided imagery was used to remember feelings of relief or safety.  Identifying these moments had been challenging during the construction of the time line, with the war continuing aggressively. Examples included being close to a family member when sleeping or being comforted after a traumatic event.  At the beginning of each session the therapist would read back the narrative to Red to assist the emotional processing further and allowed him to correct any errors.  Following a full narration from birth to present day, the first time Red had disclosed the true horror of what he had seen, remaining hotspots were targeted using TF-CBT strategies.  More time needed to be spent on the hotspot around the death of his family member due to multiple meanings and understandable feelings of anger also being present.  Red’s appraisal of this intrusion was also influenced by cultural beliefs, attributing the image (e.g. intrusion) to an external source rather the possibility it was an internal re-experiencing symptom from the traumatic event.  This understandably generated more feelings of current threat. Through discussion over sessions Red was able to generate alternative and more compassionate thoughts around his family member’s death, in addition to developing other non-threatening hypotheses around the source of the image.  Both these allowed his threat system to be soothed and switched off, facilitating the processing of his grief.
Treatment outcome
After ten months of treatment Red showed a decline in his PTSD symptoms, with scores changing from 79 to 23 on the IES-R following completion of treatment, which improved further to 6 at the six month follow up. In addition he no longer met the DSM-IV criteria for PTSD.  Subjectively Red reported changes in intrusions, distress and behaviour. Changes included no longer having nightmares and unwanted memories, feeling “more in control of my threat system” and feeling less “paranoid”.  There are no established scale interpretations for the GPTS however scores reduced from 86 to 34 on ideas of social reference (20 at six month follow up) and from 76 to 37 on ideas of persecution (18 at six month follow up).  His involvement in fights dropped dramatically, evidenced by him not only receiving enhanced status but by becoming a wing cleaner, a role reserved for those more trusted by officers.  He said this was because he now felt more in control of his emotions.  

Figure 3: Outcome measures at pre, post, three and six month follow up
Qualitative feedback on the acceptability of memory work in prison

To evaluate the process of doing memory work in prison Red was asked for feedback on how he found treatment; “Prison is the most suitable place to do this because you have a clear mind”, “If you really need help you will get things done in prison”, “I wouldn’t have turned up to sessions in the community”, “I felt reluctant to talk about the memories but I thought if I don’t explain to her what’s going on she won’t be able to help me”. When asked what he would advise others about approaching memory work in prison; “It will be difficult, you may need to be pushed, but I felt good about myself after”, “You also need to feel comfortable with the person you are going to do this work with”.  On asking what he found difficult Red said that “it is hard to talk about the memories”, however we agreed that this would be applicable both in the community and in prison.  When asked if he thought it was hard returning to the wing after sessions Red said “some days you feel low, some days you feel sad, some days you feel good that you have got it out of your head”. Again this appeared not to be prison specific, but more related to trauma work itself.  When asked what helped to return to the wing he said “I noticed that you always made me laugh at the end of sessions”. 

Discussion and Reflections
This case study highlights the possibility of successfully treating PTSD within a prison setting using adaptations to conventional TF-CBT.  

As many challenges to treatment are present within the prison it is important that the decision to proceed with memory work is collaborative.  A clear rationale for treatment will need to be shared, ensuring the individual can give their full consent to engaging with memory work.  More time may need to be spent on explaining certain psycho-educational concepts and session length and materials should be tailored to the individual’s needs.  Measuring distress tolerance can inform the design of treatment and what stabilisation may need to occur. In this case integrating ideas from NET provided a useful approach to conceptualising Red’s multiple traumas in their sociocultural context which enhanced the effectiveness of TF-CBT strategies. 

Time restrictions around access to offenders can lead to constraints on predictable treatment sessions, contributing to a feeling of uncertainty, especially when the priority at the end of session is to help re-orientate and soothe an individual before returning then to a noisy and unpredictable wing.  Unplanned lock downs on the wings result in scheduled therapy sessions not taking place. Unpredictable transfers between prisons can lead to abrupt and unplanned endings to therapy.  Therapists must consider how to work within this unpredictable security focused regime, especially when planning memory based work.  

Finding a relatively therapeutic environment for memory work to take place can also present a challenge with options including the wing or appointments in Healthcare which leads to spending time in “holding areas” with other offenders.  For individuals who are hyper-aroused, with lingering trauma memories from treatment sessions, this environment may be considered anti-therapeutic.  Attempting to find a more therapeutic environment may lead to choosing rooms based out on the house block wings which although still prone to disruption may mean more control over session length and returning the individual to their cell directly.   

Despite the challenges for therapy in prison it also presents many opportunities. Prison allows individual to engage therapeutically at a time when they are more likely to be substance free, enabling therapists to offer alternatives to community based coping strategies.  Literature suggests adverse psychosocial experiences are likely to be common in this population (Singleton, Meltzer, Gatward, Coid & Deasy,1998) with possible disrupted early attachments leading to emotion dysregulation, mistrust of others and highly tuned problematic attachment behaviours previously developed to elicit care (Golding, 2008).  Obtaining detailed personal history that helps to develop a comprehensive formulation, including early attachment experiences and protective factors, help inform what additional support the individual may need before deciding on the appropriate action around memory work and guides interactions in therapy sessions.  Identifying protective factors and positive early attachment experiences will provide valuable information at assessment around emotion regulation abilities and distress tolerance.  Formulating complexities in supervision allows the therapeutic relationship to offer a calm and containing space with the therapist attuning to their needs which is in sharp contrast to the prison environment.  Practical concerns may need to be addressed first (e.g. liaising with other professionals in probation or housing), showing that you are listening and responding to the needs that they are communicating, facilitating engagement.  Ayres and Koch (2009) detail considerations around the therapeutic relationship in a prison setting and provides further helpful suggestions to facilitate the alliance.   
Obtaining consent to work with the wider system can also enhance the provision of care. Healthcare and prison provision can be worryingly segregated and individuals consenting to the sharing of information with wing staff can broaden the care provision.  Some however may be reluctant for this to happen, with many having problems with wing staff who are employed to enforce security. Having a dedicated healthcare wing with specifically trained officers could help to overcome this, as detailed in the chapter by Rogers and Law (2012).  Linking up with the prison service, informing them that treatment of PTSD is taking place, may lead to some rough guidance about how long an offender might be held within the specific prison.  For some there may be the argument to put someone on medical hold, although often this can be over-ruled by population pressures or security concerns. Another advantage is working systemically in a multi-disciplinary healthcare team.  Information and advice on physical health concerns can be addressed, allowing anxiety symptoms to be normalised when medical concerns have been ruled out.  Attending staff handovers could lead to monitoring by nurses between sessions providing the opportunity to co-regulate any increase in symptoms.  Using the wider system to your advantage can be beneficial when planning treatment of PTSD in prison.  
Having a period of time where individuals are more likely to be free from substances and live in relative stability provides a window of opportunity for emotional processing and building alternate coping skills.  The need for validated mental health screening tools in prison is apparent but also the necessity to effectively formulate complexity and co-morbidity of symptoms.  The overlap between PTSD symptoms for example and scoring on measures of paranoia may need to be conceptualised as another element contributing to activation of the threat system.  Hypersensitive threat systems from repeated and prolonged trauma may misinform individuals about real or perceived threat which possibly contributes to feeling overly suspicious about the intentions of others, especially within a prison setting or when involved in gangs.  Interestingly another study found that factor analysis indicated that although paranoia and PTSD were distinct experiences, both were predicted by a strikingly similar range of factors (Freeman et al., 2013).  This overlap needs to be researched further, and what we mean by paranoia in the prison population needs to better understood (e.g. responses could be seen on a spectrum from functionally being on guard, to an overgeneralised sense of threat through to persecutory delusions.  Clinically, an understanding the mechanisms can help when interpreting screening measures and assessment tools and ensuring an appropriate formulation is developed to guide treatment.  Reduction in PTSD symptoms may also lead to reductions in irritability and hyper arousal which could impact on the control individuals feel that they have over their “fight or flight” response.  Choosing not to fight could become a feasible option for individuals and highlights the importance of awareness in the educational system around “angry” young men who repeatedly are involved in fights leading to exclusion and subsequent disrupted education. Formulating their difficulties within a trauma framework may highlight undetected mental health difficulties allowing even earlier prevention of later problems. 
Future Implications
Given the nature of the possible multiple traumas these young men will have endured, expert supervision is needed to oversee high quality treatment delivered by trained therapists.  Current service provision and evidence base within the prison setting is poor and needs to be addressed urgently.  Further research is needed to validate appropriate measures in the prison setting where literacy levels can be low and further research into the need for stabilisation before trauma focused work and the delivery of adapted TF-CBT, guided by early attachment experiences and regulation abilities.  Establishing early detection and prevention mental health teams will be paramount in effectively addressing the needs of offenders who should be receiving an equivalence of care.  Equipping individuals with skills to enhance the management of their emotional wellbeing can lead to an increase in confidence, less reliance on substances to cope and more control over possibly hypersensitive threat systems.  Applying this on their release may help them access the opportunities available to them to engage in a life without offending.
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PhQ9: Patient Health Questionnaire-9; GAD7: Generalised Anxiety Disorder Assessment-7; CORE-10: Clinical Outcomes in Routine Evaluation; IES-R: Impact of Events Scale Revised; GPTS-S Green et al. Paranoid Thought Scales social reference; GPTS-P Green et al. Paranoid Thought Scales persecution.
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