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1. Executive Summary
The prevalence of mental health issues in correctional facilities represents a challenge for
correctional facilities across Canada. There is general acceptance that a high percentage of
inmates in Canada have a mental health issue, and that the percentage is continuing to increase.1
In Ontario, the Ministry of Community Safety and Correctional Services (the Ministry) is
committed to ensuring that Ontario’s correctional system is responsive to the needs of inmates
with mental illness. This commitment is demonstrated through the Ministry’s response to the
September 2013 Ontario Human Rights Commission settlement related to Christina Jahn. As part
of a settlement between the Ministry, Ms. Jahn, and the Ontario Human Rights Commission, a
Public Interest Remedies document has been developed that outlines 10 actions the Ministry has
undertaken in an effort to better meet the needs of inmates with mental health issues.
Through this document, the Ministry has responded by committing itself to understanding how
to best serve female inmates with Major Mental Illness, recognizing the unique needs of these
women, and the context that often leads to their involvement with the criminal justice system.
The Ministry’s response includes key considerations related to how female inmates with Major
Mental Illness should be provided services, and the type of facilities within which these services
should be located.
This Report addresses these considerations by outlining a recommended Service Delivery Model
for female inmates with Major Mental Illness, and providing Facility Design Options for ensuring
female inmates can be provided with an appropriate level of mental health services.2
As outlined in the Public Interest Remedies document detailing the Ministry’s commitment
towards improving the responsiveness of Ontario’s correctional system to the needs of female
inmates with Major Mental Illness, this report has been prepared in consultation with mental
health experts.
Through a public request for proposals process, OPTIMUS | SBR was selected to support the
Ministry in identifying a potential Service Delivery Model and Facility Options for female inmates
with Major Mental Illness. The OPTIMUS | SBR team included consultants with a range of
experience in the field of mental health; the team was supported by a forensic mental health
subject matter expert, Dr. Philip Klassen. Dr. Klassen is a distinguished and well-respected
member of the forensic psychiatric community and is experienced in working with correctional

1

Schizophrenia Society of Ontario. (2012). Provincial Correctional Responses to Individuals with Mental Illness in Ontario: A
Review of Literature. Retrieved from: http://www.schizophrenia.on.ca/getmedia/c2af5aea-1bf8-40fd-86ad1fd9b928f40a/Provincial_
2 The Objectives of this report are to provide the Ministry with insights, evidence-based research, and options towards better
serving female inmates with Major Mental Illness. In doing this, the Ministry will not only satisfy its commitment
under item one of the Public Interest Remedies, but also clearly understand a path forward for improving the care and
treatment options of female inmates in Ontario
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systems across Canada. One of only 100 forensic psychiatry sub-specialists certified by the Royal
College of Physicians and Surgeons of Canada, he is currently the Vice-President of Medical Affairs
at Ontario Shores Centre for Mental Health Sciences as well as an Assistant Professor at the
University of Toronto’s Faculty of Medicine in the Department of Psychiatry.
In preparing this report, the OPTIMUS | SBR team engaged multiple stakeholders including:
mental health and corrections subject matter experts, service providers, Ministry and correctional
facility staff, and female inmates. The stakeholder consultations served to identify opportunities
to enhance the way in which correctional services are provided to female inmates with Major
Mental Illness and to support the development of recommendations. The process of stakeholder
consultations included site visits to provincial, federal, and Ministry of Children and Youth Services
operated correctional facilities. These consultations were supplemented by research into leading
practices in the provision of mental health services and a review of correctional services practices
used by select external jurisdictions.
Recommendations and Options
Inputs from stakeholder consultations, leading practices, and experiences from comparable
jurisdictions led to a number of evidence-informed recommendations specific to the identification
of a Service Delivery Model and Facility Options for best serving female inmates with Major
Mental Illness. Findings, Recommendations, and Options were reviewed and validated with the
Ministry project team, select stakeholders, and mental health subject matter experts.
Service Delivery Model
Service Delivery Model Overview
Two Service Delivery Models are provided for considerations –
the Full Graduated Model and the Partial Graduate Model. The
Full Graduated Model offers a Stabilization Unit and Step-Down
Unit, and the Partial Graduated Model includes only the
Stabilization Unit. Both Service Delivery Models are described in
detail below. The Service Delivery Models are made up of three
elements:




Foundational Principles;
Core Processes; and
Model Components.

Foundational Principles and Core Processes represent the
The Foundational Principles & Core Processes
starting point of recommendations for the Ministry. They outline are consistent across both Model Options.
the operating principles and actions that will support the Service
Delivery Model to meet the needs of female inmates with Major Mental Illness. Foundational
Principles and Core Processes are the same in both model options.
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Model Components illustrate the physical elements of where female inmates could be
housed/provided services (i.e. building, units, and infrastructure) and the types of services
offered. The Model Components are what differ in the two Service Delivery Model options.
Foundational Principles
Foundational
Principles
are
the
underlying principles based on evidenceinformed practices that enable and
support the success of the Service
Delivery Model and Facility Options.
Implementation of these Foundational
Principles is critical as they promote a
necessary shift in the culture of
correctional institutions towards a more
therapeutic
and
recovery-based
approach. Institutional culture will
govern the nature, and ultimately
outcomes of actions and decisions
regarding female inmates with Major
Mental Illness. The organizational culture
within female correctional facilities
should align to the objectives and goals of providing a high-quality level of care in addition to
ensuring control and custody. The Foundational Principles take into consideration gendersensitive approaches and best practices. Recommendations include:
Core Processes
The Core Processes build on the Foundational
Principles and represent key processes that are
recommended regardless of whether the Full
Graduated Model or Partial Graduated Model is
selected by the Ministry. Evidence suggests that
implementation of the Core Processes in and of
themselves will improve care and lead to a
decrease in the occurrence of maladaptive
behaviours associated with Major Mental
Illness. Recommendations include:
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Model Components
The Model Components are based on a
graduated approach to delivering services. This
approach emphasizes the need to consider the
specific needs of an individual, and to provide
the necessary services in the most appropriate
care setting possible based on those needs. The
Model Components are encompassed in two
Service Delivery Model Options that have been
identified for consideration in this Report – a
Full Graduated Model and a Partial Graduated
Model. Both models include General Population
and an option to transfer those with the most
intensive level of need to an Alternate Setting.
In addition, the Full Graduated Model offers a
Stabilization Unit and Step-Down Unit, while the Partial Graduated Model includes a Stabilization
Unit, but no Step-Down Unit.
The Model Components are the specific units/care settings within the two Service Delivery
Models that provide services to female inmates with Major Mental Illness. The recommended
Model Component are provided below; descriptions of each of these Components follows.
1. General Population Units: As much as possible, female inmates with Major Mental Illness should
be served in General Population Units. With the Foundational Principles and Core Processes in
place occurrences of maladaptive behaviours that can be associated with Major Mental Illness
are expected to decrease and correctional facility staff will be better suited to support inmates
with Major Mental Illness when such behaviours do arise.
2. Stabilization Unit(s): A stabilization unit is intended to meet the need of female inmates with
Major Mental Illness who require intensive mental health services, including those who may be
exhibiting self-harming behaviour. The goal of this unit is to stabilize female inmates with Major
Mental Illness so that they can re-integrate into the General Population. Within the Full
Graduated Model, it is expected that female inmates with Major Mental Illness may re-integrate
into the General Population via the Step-Down Unit.
3. Step-Down Unit(s): The Step-Down Unit is intended to meet the needs of female inmates with
Major Mental Illness who require specialized mental health services that cannot be met within
the General Population. The Step-Down Unit is intended for inmates who are not considered a
danger to themselves or to others. While there are higher levels of supervision than in the
General Population, the intensity is less than that in the Stabilization Unit.
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4. Alternate Setting (for high intensity care): Inmates whose needs cannot be met within the
General Population, Stabilization or Step-Down Unit will be assessed for transfer to an alternate
facility that can provide the required level of Intensive Care

Service Delivery Model Recommendation
It is recommended that the Ministry consider implementing the Full Graduated Model in
addition to the Foundational Principles and Core Processes.

Facility Options
The Service Delivery Models are closely tied to Facility Options as they can be implemented in any
number of physical locations. It is suggested that all facilities include a General Population Unit.
Various Facility Options could be considered for Stabilization Units, Step-Down Units and the
Alternate Setting.
Stabilization Units and Step-Down Units could be considered for:
1. All female correctional facilities
2. A select number of female correctional facilities
3. A stand-alone Treatment Centre
An Alternate Setting (for high intensity care) could be considered for:
1. Existing Forensic Hospital(s)
2. A Stand-Alone Ministry Schedule 1 Treatment Facility operated in partnership with a
forensic hospital
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The diagram below provides an overview of the Facility Options for the Full Graduated Model

Facility Option Recommendation
It is recommended that the Ministry consider implementing the Full Graduated Model within
select female correctional facilities. Consideration should also be given to a stand-alone
Ministry Schedule 1 Treatment Facility in partnership with a forensic hospital.
The recommendation for the Ministry to consider a stand-along Schedule 1 Treatment Facility
for those that require the highest intensity of care has been made with the recognition that
ideally, over time, the Ministry of Community Safety and Correctional Services and the Ministry
of Health and Long-Term Care continue to build relationships that would enable care of these
higher need inmates to be provided within a Forensic Hospital setting. This is supported
through other jurisdictions such as Alberta and the United Kingdom. It is recognized that this
will require significant change to policies and procedures for both Ministries, and as such is
suggested as a longer-term consideration.
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In deciding on Facility Options for both the Graduated Model and a Schedule 1, the Ministry will
need to consider operational and fiscal realities. This may include examining opportunities to
adapt existing facilities that are currently owned and operated by the Ministry, and/or exploring
external facility options that might be well-suited to a Graduated Model of providing care to
female inmates with Major Mental Illness. Other considerations in determining the number and
location of facilities may include identification of where the greatest need exists, identification of
the number of beds required, and cost/feasibility of retrofitting. When specifically considering the
location of a Schedule 1 Facility in partnership with a forensic hospital it is suggested that a
competitive RFP process be used. This will enable the Ministry to ensure the best value for money.
Conclusion
This Report outlines the recommended Service Delivery Model and provides Facility Options for
the Ministry to consider as they move forward with ongoing efforts to improve the responsiveness
of Ontario’s correctional system to the needs of female inmates with Major Mental Illness. The
full Report details key findings associated with the Stakeholder Engagement, Literature Review,
and Jurisdictional Scan undertaken to ensure an evidence-based approach to recommendations.
Each of the Foundational Principles, Core Processes, and Model Components are outlined in the
full Report and justified through links to the Stakeholder Engagement, Literature Review, and
Jurisdictional Scan. The full Report also provides a detailed assessment of the Full Graduated
Model and Partial Graduated Model as well as the Facility Options.
The Report recommends moving forward with the Full Graduated Service Delivery Model with
five Foundational Principles and five Core Processes. The Report further recommends that the
Ministry considers implementing this Service Delivery Model in select facilities with the highest
need individuals being served in a Stand-Alone Schedule 1 Facility. The Recommendations
contained within the full Report support a path forward for the Ministry on how to best serve
female inmates with Major Mental Illness.
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2. Context and Objectives
2.1 Background
The Ministry of Community Safety and Correctional Services (the Ministry) has publically
committed to improving Ontario’s correctional system to ensure it is able to address the needs of
inmates with mental illness. A key part of this ongoing commitment is demonstrated in the
September 2013 settlement which the Ministry entered into with the Ontario Human Rights
Commission and Christina Jahn, which will result in improvements to the provision of services and
care for female inmates with Major Mental Illness. The settlement resulted from allegations by
Ms. Jahn that she was placed in segregation for 210 days while at the Ottawa-Carleton Detention
Centre and that the Ministry discriminated against her by failing to accommodate her mental
health needs. As part of a settlement between the Ministry, Ms. Jahn, and the Ontario Human
Rights Commission, a Public Interest Remedies document has been developed that outlines 10
actions the Ministry has undertaken in an effort to better meet the needs of inmates with mental
health issues.3
This report addresses facility considerations related to Remedy One. Through a public request for
proposals process, OPTIMUS | SBR was selected to support the Ministry in addressing this Remedy
by identifying a potential Service Delivery Model and Facility Options for female inmates with
Major Mental Illness. The OPTIMUS | SBR team included consultants with a range of experience
in the field of mental health; the team was supported by a forensic mental health subject matter
expert, Dr. Philip Klassen. Dr. Klassen is a distinguished and well-respected member of the forensic
psychiatric community and is experienced in working with correctional systems across Canada.
One of only 100 forensic psychiatry sub-specialists certified by the Royal College of Physicians and
Surgeons of Canada, he is currently the Vice-President of Medical Affairs at Ontario Shores Centre
for Mental Health Sciences as well as an Assistant Professor at the University of Toronto’s Faculty
of Medicine in the Department of Psychiatry.

3

Human Rights Tribunal of Ontario, Public Interest Remedies. (2013). Jahn v. Ontario (Ministry of Community Safety and Correctional Services).
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2.2 Context and Objectives of the Report
In light of the agreement with Ms. Jahn and the Ontario Human Rights Commission, and related
Public Interest Remedies, the Ministry has committed itself to better serving inmates with Major
Mental Illness. It is recognized that the Ministry must review and improve its processes for
screening and assessing the mental health of inmates and ensure that appropriate treatment
plans are in place for inmates. Inmates that require mental health services must also have access
to services regardless of their location, demographics, or specific illness. In Ontario, male
offenders with Major Mental Illness can receive treatment at the St. Lawrence Valley Correctional
and Treatment Centre. No comparable treatment centre for female inmates currently exists in
Ontario. While females make up a small minority of inmates in Ontario (7%), 37% do have a
Mental Health Alert identified by correctional facility staff4 5. It is largely recognized that the needs
of female inmates with Major Mental Illness are different than men, and that their mental illness
often stems from a history of trauma. Given this uniqueness, it has been acknowledged within
Ontario that there is a need for a high-quality treatment model of care and facility for female
inmates with Major Mental Illness.
To understand how to best serve female inmates with Major Mental Illness, the Ministry is moving
forward with understanding Service Delivery Model and Facility Design options for ensuring
female inmates can be provided with an appropriate level of mental health services.
This report identifies and reviews facility options related to the services and care provided to
female inmates with Major Mental Illness. The Objectives of this report are to provide the Ministry
with insights, evidence-based research, and options towards better serving female inmates with
Major Mental Illness. In doing this, the Ministry will not only satisfy its commitment under item
one of the Public Interest Remedies, but also clearly understand a path forward for improving the
care and treatment options of female inmates in Ontario. Specifically, the Objectives of this
Report are to:
 Consider the facility options related to:
 Building a secure treatment facility similar in nature to St Lawrence Valley
Correctional and Treatment Centre for male offenders
 Creating secure treatment units for inmates with major mental illness in existing
facilities
 Incorporating a secure treatment unit for inmates with Major Mental Illness into
all new correctional facilities
 Develop a recommended Service Delivery Model outlining the care, treatment, and
movement of female inmates with Major Mental Illness

4

Source: Ministry of Community Safety and Correctional Services. Institutional Average Counts from Monthly Snapshots: 2014/15 YTD:
Location, Gender, Supervision Status with Select Alerts.
5 Note: Mental Health Alerts record mental health concerns and can be identified by any staff member supervising the inmate. They do not
identify a formal diagnosis of any mental illness, nor do they identify the severity of the mental health concern, rather they outline
concerns to be taken into consideration while supervising the inmate.
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Provide recommendations surrounding the implementation of a preferred option

In alignment with the Public Interest Remedies, the report considers the provision of 24/7 medical
supervision, and the need for decisions about the treatment and movement of inmates with
Major Mental Illness to be made in consultation with health care providers.
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3. Methodology
This Report takes an evidence-based approach to developing, analyzing, and identifying Service
Delivery Model and Facility Options related to better serving female inmates with Major Mental
Illness. This evidence-based approach has been built on multiple inputs to ensure that a widerange of opinions, expertise, literature, and existing evidence is included for consideration.
Specifically, the primary inputs into the report included a Stakeholder Consultation Process,
Literature Review, and Jurisdictional Scan.

Figure 1 - Report Methodology

The Key Findings from each of these three inputs were used to develop two Service Delivery
Models and multiple Facility Options. The methodology for each of the input sources is
summarized below.
The input sources helped to inform the assessment of the Service Delivery Models and Facility
Options by identifying key criteria and requirements for evaluation. The analysis and assessment
of the Service Delivery Models and Facility Options included ongoing testing and validation. This
involved reviewing and testing model components, and the overall design with:
 Mental health and corrections subject matter experts
 Stakeholder groups during stakeholder consultation
 Stakeholders from the Ministry of Community Safety and Correctional Services, including
the Project Steering Committee and correctional facility staff
Testing and validation efforts helped to ensure alignment between the Service Delivery Model
and Facility Options with evidence-based practices.
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3.1 Stakeholder Consultations
Stakeholder consultations provided insights from a broad range of individuals who were invested
in the outcomes of this project. Stakeholders were identified and contacted by the Ministry to
solicit participation. OPTIMUS | SBR followed up with all invited stakeholders to coordinate
consultations. Participation was through either individual interview, group interview, written
response, or site visit. Stakeholders included those with expert knowledge of mental health
and/or forensics, those with a deep understanding of the Ministry’s operations, and those who
are currently incarcerated or advocates of female offenders with mental health issues.
Stakeholder consultations allowed for the establishment of a comprehensive understanding of
the current state, as well as suggestions and inputs to inform the future state. Where appropriate,
stakeholders were also used to validate findings from the jurisdictional review and literature
review, as well as preliminary recommendations.

3.2 Literature Review
The Literature review was conducted to build on the stakeholder consultations, with the goal of
providing more detailed insights into findings that might influence recommendations regarding
the Service Delivery Model and Facility Options for providing care to female inmates with Major
Mental Illness. This included identifying considerations and influencing factors unique to female
populations. The Literature Review extended beyond corrections to explore how services are
provided to individuals with Major Mental Illness in other settings including acute care, mental
health settings, and long-term care. The objective of the literature review was to ensure that the
Facility and Service Delivery Options Analysis and Recommendations Report has been grounded
in evidence-based practices found in literature.

3.3 Jurisdictional Review
The jurisdictional review explored how other jurisdictions, nationally and globally, approach
caring for female inmates with Major Mental Illness. The jurisdictional review served to identify
leading or common practices and to ensure that operating realities are considered and
incorporated into the Facility and Service Delivery Options Analysis and Recommendations
Report.
Wherever possible, the jurisdictional review involved examining jurisdictions at a regional level,
with a deeper-dive examination into the operations of individual facilities as required to
illustrate/understand the models used. A focus of the review was to understand how various
models for caring for female inmates with Major Mental Illness are implemented at a regional
level and modified/tailored to specific geographic/population needs where required.
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Jurisdictions included in the review were:
1. Correctional Services of Canada
2. British Columbia Ministry of Justice – Corrections
3. Alberta Justice and Solicitor General Correctional Services
4. Her Majesty’s Prison Service (United Kingdom)
5. Australian Correctional Services
6. Ontario Ministry of Children and Youth Services – Roy McMurtry Youth Centre
The jurisdictions reviewed were selected through discussions with the Ministry Project Team. The
inclusion of these jurisdictions was further validated during consultations with stakeholders, and
literature review research both of which highlighted these jurisdictions as leading examples of a
system-level of mental health care for correctional clients and/or as being relevant to the Ontario
context.
The key findings from the jurisdictional review have been used to support an understanding of
how Service Delivery Model options may be implemented in Ontario.
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4. Overview of Current System and Approach for
Serving Female Inmates with Major Mental Illness
The Ministry of Community Safety and Correctional Services operates 16 facilities with female
offender units. Over the 10-month period of April 2014 to January 2015 there were an average of
631 female inmates in these facilities.6 7 Over one-third (37%) of these inmates were identified as
having a Mental Health Alert, most likely upon intake to a correctional facility. Mental Health
Alerts record mental health concerns identified by any staff member supervising the inmate. They
do not identify a formal diagnosis of any mental illness, nor do they identify the severity of the
mental health concern; rather, they outline concerns to be taken into consideration while
supervising the inmate.
The prevalence of a Mental Health Alert is higher for the female inmate population than male
inmates where 22% have Mental Health Alerts. Despite the high prevalence of Mental Health
Alerts among female inmates in Ontario, no consistent model of care or dedicated treatment
facility exists in the province. Whereas male inmates requiring specialized or intensive mental
health services have access to dedicated facilities (Ontario Correctional Institute, St. Lawrence
Valley Correctional and Treatment Centre) female inmates are left with a collection of programs
and services that vary from facility-to-facility and that do not meet the levels of care traditionally
provided through a dedicated treatment location and/or facility.
Throughout the province there are examples of good practices in providing services to female
inmates with Major Mental Illness, and examples of areas where there is room for improvement.
At the Vanier Centre for Women, the Intensive Management, Assessment, and Treatment (IMAT)
Unit has been established to meet the mental health needs of female inmates at that facility. This
Unit provides an example of the current state of mental health services for female offenders in
Ontario. It has been designed with many good practices - multidisciplinary team, regular
meetings, case management based programming, community linkages, and policies avoiding the
use of segregation. However, despite these practices and efforts by staff, the IMAT Unit does not
provide the inmates with the secure level of movement within the unit, have the level of
programing, or the therapeutic milieu of the male-only treatment facility at St. Lawrence Valley
Treatment and Correctional Centre. Whereas male offenders can access the specialised treatment
services offered at St. Lawrence Valley Treatment and Correctional Centre, female offenders have
no comparable destination. Female inmates with Major Mental Illness, requiring hospitalization,
must be transferred to the psychiatric unit of Oakville-Trafalgar Hospital which typically results in

6

Source: Ministry of Community Safety and Correctional Services. Institutional Average Counts from Monthly Snapshots: 2014/15 YTD:
Location, Gender, Supervision Status with Select Alerts.
7 Note: This figure includes female inmates classified as: Remand, Provincial Straight Sentence, Intermittent Sentence, Federal Sentence, and
Immigration/Extradition Hold. Figures are generated from one-day institutional snapshots are extracted at an institutional level, oneday per month, always on a Saturday and therefore include intermittent inmates. As such this figure would be higher than an
average daily inmate count.
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short stays and transfer back to the IMAT unit after stabilization with medication.8 This highlights
one of the biggest challenges in the current system – a lack of an overall approach to the care of
female inmates with Major Mental Illness.
The IMAT Unit at Vanier Centre for Women is only a single example in a large and complex system.
This system is one without the level of coordination or consistency required for high-quality care.
Recent work by the Ministry is targeted towards addressing these concerns and those related to
the access of mental health services. The Ministry has identified a number of potential future
investment opportunities such as the ones below, and will investigate the costs, benefits,
efficiency and feasibility of each including:
 Enhancing the services provided by Mental Health Nurses to complement the work of
psychiatrists
 Enhancing the access to, and utilization of telemedicine in all institutions
 Developing and enhancing programs and services that target high risk populations
including aboriginal and female specific mental health concerns
 Collaborating with Local Health Integration Networks to play a larger role in securing
services for female inmates
 Improving partnerships with community mental health agencies
 Linking correctional system clients to community psychiatry services
The Ministry has identified that each of these could play an important role in advancing the
services and care available to female inmates with Major Mental Illness and that further review
into them is required. In addition to these opportunities, the Ministry recognizes that it is
necessary to develop an enhanced overall Service Delivery Model/Model of Care for female
inmates with Major Mental Illness that is developed from a female-centred perspective building
on concepts of trauma informed care, mutually respectful relationships, and the unique mental
health needs of women. It is recognized that the model must also provide a higher degree of
consistency in how institutions care for this group of inmates – including the accessibility to
appropriate treatment locations.
This Report develops the framework of a Service Delivery Model to better serve female inmates
with Major Mental Illness and includes an analysis of options related to specific facility
considerations, including options comparable to those offered to male offenders.

8

Vanier Centre for Women. (2013). Intensive Management and Treatment Unit. The Ministry of Community Safety and Correctional Services
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5. Stakeholder Engagement Findings
5.1 Overview
Stakeholders were engaged to provide insights into the current state of providing services to
female inmates with Major Mental Illness, and to inform recommendations for future state
Service Delivery Model and Facility Options. Stakeholders were identified and invited to
participate by the Ministry. Stakeholders were either asked to participate in a telephone
consultation or to provide written responses to specific questions designed to elicit insights based
on the unique lens of the individual or organization. A list of stakeholders who were invited to
participate is provided in Appendix 2.
In addition to these consultations, stakeholder engagement included site visits at:
 Grand Valley Institution for Women
 Ottawa-Carleton Detention Centre
 Roy McMurtry Youth Centre
 St. Lawrence Valley Correctional and Treatment Centre
 Vanier Centre for Women
Site visits included facility tours to understand structure and design, as well as formal and informal
consultations with administrative staff, correctional officers, and clinical staff (including mental
health providers such as mental health nurses, social workers, psychologists, and psychiatrists).
In total, approximately 60 staff were engaged across sites. At both Ottawa-Carleton Detention
Centre and Vanier Centre for Women, consultations also took place with female inmates with
Major Mental Illness. A total of eight inmates were invited to participate; five chose to participate.
The findings from the stakeholder engagement are described below. To align with the objectives
of this report, the findings are grouped into three major categories: Facility Options, Service
Delivery Model and Core Processes, and Foundational Principles. While Foundational Principles
are not a key objective or deliverable as identified within the Request for Proposal, they surfaced
as a key component for delivering services to females experiencing Major Mental Illness across a
range of settings. Only those themes that were consistently expressed are presented. For the
most part, stakeholders shared the same views, regardless of their organizational affiliation or
professional role; where any differences exist, they are noted.
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5.2 Stakeholder Engagement Findings
Setting the Context
Incarceration of Mental Illness
Stakeholders identified that the presence of major mental illness among women within the
correctional system has increased dramatically in recent years; this was attributed to the closure
of mental health institutions, which has led, many believed, to females with Major Mental Illness
being inappropriately placed in custody for minor offences that do not present a safety risk and
do not warrant incarceration. The justice system, it was suggested, has ended up being the catchall for those whose needs cannot be met through the existing mental health infrastructure as
there is nowhere else for them to go.
Across stakeholder groups it was recognized that there have been numerous challenges in
responding to the needs of females with Major Mental Illness within the correctional system, and
that currently, the system is not equipped to effectively meet these needs and provide the right
“care” to these women. While stakeholders generally felt that opportunities exist to improve
upon the way in which the correctional system responds to females with Major Mental Illness, it
was noted that the first call of action should be to provide appropriate resources, prevention and
support in the community, and to divert these women out of the correctional system.
A Culture of Care
To effectively address the needs of female inmates with Major Mental Illness, stakeholders
suggested that a significant culture shift is needed within the correctional system. Acknowledging
that the focus of corrections is “care, custody and control”, stakeholders across the board felt that
too much emphasis is placed on “control”.9 Control was seen by stakeholders as a trigger to the
maladaptive behaviours that are often symptomatic of Major Mental Illness, which in turn, it was
suggested, leads to ineffective responses such as seclusion and restraint. Behaviours, attitudes,
and the overall approach and framework need, it was suggested, to be reframed and transitioned
from a punitive and custodial model to one that focuses on recovery, rehabilitation, and
engagement. In thinking specifically about female inmates, stakeholders suggested that the
approach to providing services must be female focused and must take into consideration the
history of trauma that many female inmates with Major Mental Illness are said to have endured,
as well as female-specific needs such as sense of community and connectedness, sense of
personal safety, and need for discretion and privacy. There was wide recognition that correctional
institute policies and procedures will need to be overhauled to support the change that is
required.

9

Note: This was an observation that appeared to paraphrase the duties of Superintendents, health care professionals, and employees as
outlined in The Ministry of Correctional Services Act, 1990 which states that the Superintendent of a correctional institution is responsible for
the “care, health, discipline, safety and custody”(Part 1, Section 2) of inmates under the authority of the Superintendent. Nonetheless, the
concept of ‘control’, and its perceived emphasis was a consistent theme identified by Ministry and correctional facility stakeholders.
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To support a culture shift, stakeholders noted that any change will need to be consistently applied
across the system with support from the top down. Within the current state it was identified that
while there may be some good practices in caring for inmates with Major Mental Illness in some
institutions, they are occurring within isolated pockets with no or limited ability to transfer and
share knowledge and ideas across correctional facilities. Without a more systematic and
consistent approach, it was noted that there is a risk that the introduction of any new practices
to better serve female inmates with Major Mental Illness will not be successful.
Facility Options
The Case for Separate Mental Health Units
Stakeholders offered different suggestions regarding Facility Options for female inmates with
Major Mental Illness. Most stakeholders suggested that there should be mental health units that
are separate from General Population; however, there were different perspectives about whether
or not this should be a stand-alone treatment facility that only addresses Major Mental Illness, a
mental health unit within existing and / or new facilities, or a community-based setting.
While a stand-alone treatment facility was seen by some stakeholders as being best equipped to
respond to female inmates with Major Mental Illness, it was noted that this may entail women
being far from home, which was widely seen as a considerable drawback. Women, it was noted,
need to be close to home so that they can maintain ties with their community and family
(including their children and natural support systems) in support of improved mental well-being
and more effective transitions back to the community. This was particularly predominant across
stakeholders sharing an Aboriginal perspective, where the idea of being sent somewhere far from
home was associated with the residential school and child welfare models, and the trauma
associated with these. Challenges were also seen with how to manage the remanded population
within a stand-alone treatment facility, as it was noted that those in remand often go back and
forth to court and need ready access to their lawyers; it was suggested, however, that this could
be addressed through use of technology, and, some said, a push towards speeding up sentencing,
particularly for those with Major Mental Illness. A few stakeholders, particularly those who
responded from a therapeutic lens, wondered if the remanded population with Major Mental
Illness could be well served at a treatment facility since it can be challenging to implement a
treatment plan when the length of stay is unknown; others indicated that this should not be a
factor, and that a treatment plan could and should be implemented and handed over to the
community upon discharge from a correctional or forensic facility. Despite some of the potential
challenges associated with a stand-alone treatment facility, some noted that if a stand-alone
facility could provide the best care, this is more important than proximity to home.
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Schedule 1 Treatment Facility
Differing views were also expressed as to whether or not a stand-alone treatment facility should
be designated a Schedule 1 facility;10 while this was seen by many as being an effective option to
work with those who are very challenging to manage and who may require psychotropic
medication, some stakeholders expressed concern that a reliance on a Schedule 1 could create
additional issues, and may set women up for failure, as many, it was presumed, would discontinue
medication once released. Forensic hospitals were seen by a number of stakeholders as an
alternate or supplementary option to a stand-alone treatment facility. Regardless of whether or
not a stand-alone treatment facility is designated, it was noted that relationships with forensic
hospitals need to be enhanced and opportunities for partnership and collaboration should be
explored, particularly as it relates to staffing and training.
Treatment Close to Home
In thinking about closer to home, some stakeholders suggested that the ideal model would be a
community-based residential treatment centre that places female inmates with Major Mental
Illness in a “safe house-like” model where care is primarily provided by clinical staff, with
correctional staff “on the perimeter”. This concept was more likely to be identified as the
preferred option by stakeholders who currently work within community-based organizations.
Within the Aboriginal community, it was suggested that this concept could be modeled on the
Corrections Canada Healing Lodge that incorporates traditional values, traditions and beliefs in
serving female Aboriginal offenders with minimum and maximum sentences or the Warkworth
model.
The concept of mental health units within facilities was also identified by stakeholders as a viable
option for best serving female inmates with Major Mental Illness, allowing for treatment in a safe
and specialized space. Stakeholders suggested that mental health units could be created within
all facilities, or within select facilities within each region in Ontario. It was acknowledged that
building mental health units in all facilities may not be feasible from a cost perspective, as there
may not be the critical mass needed to support the infrastructure and resourcing costs. Although
outside of the scope of this project, when considering critical mass, a number of stakeholders
wondered if it might make sense for the provincial and federal corrections systems to be joined
under one roof. It was generally felt that this would better enable the correctional system as a
whole to respond to female inmates with Major Mental Illness.
Facility Structures
Stakeholders shared some different thoughts about what mental health units might look like.
Some wondered about the Cottage Model and Structured Living Units used by Correctional

10

Schedule 1 Facilities include specialised psychiatric hospitals and certain public hospitals with psychiatric units. Individuals may be
assessed/treated involuntarily at a Schedule 1 Facility following the completion of a Form 1 by a physician requesting such psychiatric
assessment/treatment.
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Services Canada, while others noted that the Toronto South Detention or South West Detention
model – where there are specialized areas for serving individuals with Major Mental Illness –
might be effective.
Whether or not female facilities should be completely separate from male facilities was debated
by stakeholders. While some felt that the location of the facility should be completely separate
in recognition of the trauma that many female inmates with Major Mental Illness have
experienced in relationships with men, others felt that the proximity to men is important as it
prepares female inmates for the reality of life in the community. During site visits, some facilities
noted that there can also be challenges with shared male and female sites since the male
population within correctional facilities is so much larger, and there is a risk that resources will be
diverted away from female facilities and that the needs of the male population will take precedent
over that of the female population.
Service Delivery Model and Core Processes
The Need for a Graduated Approach to Mental Health Care
Regardless of whether the facility is a stand-alone treatment centre or is comprised of mental
health units within existing or new facilities, it was suggested that there should be different
“housing” options so that inmates with Major Mental Illness could, within the facility or unit,
move to different levels of care based on their need. This graduated concept of intensive
treatment and step-down were noted by many stakeholders as an ideal model.
While the idea of a separate space for female inmates with Major Mental Illness was widely
supported, there was also recognition that if the right model of care, the right environment, and
the right culture exists, the type of facility (i.e., stand-alone treatment facility, mental health units
within existing or new facility, etc.) is secondary and may not even be required. This was reflected
in the way in which young females with Major Mental Illness were served at the Roy McMurtry
Youth Centre, where it was suggested that females with Major Mental Illness were for the most
part managed within the general population through a model that utilized direct supervision,
engagement of youth officers, flexibility, programming, and trauma informed female centric
policies and principles that focused on preventing the behaviours that can be symptomatic of
Major Mental Illness from occurring.
The Needs of Female Inmates and Trauma Informed Care
Beyond the structural model within a facility, stakeholders shared their thoughts on the
underpinnings of a Service Delivery Model that is necessary for effectively serving female inmates
with Major Mental Illness. From this lens, the current correctional model was seen as very punitive
and not conducive to supporting female inmates, and specifically those with Major Mental Illness.
While there was an appreciation that it is a correctional facility and that there are some safety
considerations that are inherent in this, the punitive model was seen as being counter-intuitive
to supporting recovery and rehabilitation. In addition, it was felt that a punitive framework fails
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to recognize that for many women exhibiting traits of Major Mental Illness, and particularly Fetal
Alcohol Spectrum Disorder (FASD), the concept of consequences are not well understood and as
such, these women do not respond effectively to punishment.
The Service Delivery Model that is used, it was suggested, should have a philosophy of “first do
no harm”. It should be gender specific and trauma informed, recognizing that female inmates with
Major Mental Illness are often “wounded individuals” who are there because of maladaptive
responses to victimization and because there is nowhere else for them to go. The model, it was
felt, should be one that encourages socialization through more flexibility in movement and
communal space for interaction. St. Lawrence Valley Correctional and Treatment Centre, Grand
Valley Institute for Women, and Roy McMurtry Youth Centre were all cited as offering examples
of this, with women living in houses or rooms and having the flexibility to move around freely
within designated spaces, rather than being confined to a cell for long periods of time. Direct
supervision was also seen by many stakeholders as a core component of a Service Delivery Model,
noting that this type of interaction between correctional officers and female inmates promotes
safety and security by building trust and relationships that enable better communication, which
in turn can help prevent the occurrence of potential safety risks. Stakeholders generally did not
feel that this should be greatly impacted by classification and that even those in maximum security
should have this interaction and space within a more protected environment.
Identification and Assessment of Mental Illness
As a part of the Service Delivery Model, stakeholders indicated that early and ongoing assessment
is crucial. Assessment, it was suggested, must utilize an interprofessional approach, and must
look beyond a diagnosis when determining Major Mental Illness, recognizing that rather than
diagnosis it is about the individual needs and how or if the individual is able to engage in activities
of daily living. While it was noted that an assessment checklist is currently being conducted at the
time of admission to a correctional facility, it was suggested that it is not always completed by the
right people with the right skills to identify Major Mental Illness.
Assessment at the time of a “crisis” was also noted by most stakeholders to be an area where
opportunities for improvement exist. These assessments, it was suggested, are often conducted
by a correctional officer who does not have the skills to appropriately identify when actions or
behaviours may be a result of Major Mental Illness. As such, it was suggested that the actions
taken to respond to maladaptive behaviours that can be symptomatic of Major Mental Illness may
be inappropriate. It was widely suggested that mental health professionals should be called on to
support identification of Major Mental Illness and the development of a plan of care when crises
occur.
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Care Planning
In line with assessment, there was a strong belief that a care plan should be implemented with
every female inmate – both remanded and sentenced – regardless of whether or not a Major
Mental Illness has been identified. It was suggested that this is an important way of monitoring
any changes in mental health well-being so that they can be addressed early on before a crisis
occurs. It was noted that within the current state, when care plans are developed they tend to
be more about how correctional staff are going to act around an inmate, rather than looking at
the root cause of the Major Mental Illness and building a plan to support good care and
rehabilitation; it was noted however that when care plans are done right (i.e., developed by the
right people – mental health providers and correctional officers / case manager – are inclusive of
the inmate’s perspectives, and are updated regularly), they can and have been successful. Care
plans, it was suggested, should be client-centred and strengths-based and should seek, in
collaboration with the inmate, to understand the behaviours associated with Major Mental
Illness, the triggers for these, and effective responses. Those facilities that conduct regular
interprofessional team meetings found that this provides an ideal opportunity to review the care
plan and adjust if needed.
Discharge Planning
In addition to care planning, stakeholders shared the importance of transitional planning,
particularly for female inmates with Major Mental Illness. Stakeholders suggested that
transitional planning is key to support reintegration into the community, and to minimizing the
risk of re-offence or re-admission to a correctional facility by addressing the underlying issues that
result in incarceration for female inmates with Major Mental Illness. Transition planning, it was
suggested, should be a dedicated position, and should ideally be carried out by someone who has
a deep understanding of mental health issues and is able to effectively connect with communitybased mental health agencies.

Foundational Principles
Stakeholders identified a number of Foundational Principles that were seen as being key to
support the Service Delivery Model and Facility Options; these included a design that is in
alignment with a therapeutic milieu, the right staff, and training that supports correctional staff
in better understanding Major Mental Illness and how to effectively respond to behaviours that
can be symptomatic of Major Mental Illness.
Therapeutic Milieu within Facilities
In alignment with the concept of a more open model of care, stakeholders felt that the interior
of correctional facilities for women in general, and specifically for those with Major Mental Illness,
needs to promote recovery and should mirror the community to the extent feasible, for example,
offering communal areas, access to a kitchen etc. In the current state, the design within
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correctional facilities – which was seen as being very dark, noisy, and lacking space to maintain
dignity and privacy - was seen as not being conducive to mental health and well-being, and was
seen to contribute to the exacerbation of mental health issues.
It was noted that many women with Major Mental Illness, including those with FASD, have
sensory issues, and need an environment that is quiet, warm and nurturing. The environment
should reduce environmental stressors that can trigger Major Mental Illness and / or the
symptoms that are often identified as challenging and that currently result in segregation being
utilized as a management technique.
Many stakeholders suggested that the use of bars be minimized or eliminated, and that, where
feasible, females with Major Mental Illness should have “housing” that is more dormitory-like
with wooden doors that they can easily move in and out of and lock on their own rather than the
heavy metal doors that are primarily operated by correctional staff. For the most part,
stakeholders did not see concerns in using this model for women classified as minimum or
medium security or women who have been remanded. The Structured Living Environment found
in Correctional Service Canada facilities was seen as an example of where this seems to have been
effectively utilized.
While one inmate did suggest that multiple women should be housed together to decrease
isolation (as in the dorm style room at Ottawa-Carleton Detention Facility), the majority of
stakeholders, including other inmates, indicated that where feasible women with Major Mental
Illness should have a single room where they can go to decompress and to minimize overstimulation, which was seen as being a challenge in the overcrowded general population. In this
way, single rooms were seen as being key to decreasing the use of segregation.
Generally, stakeholders felt that female inmates, including those with Major Mental Illness,
should be included in designing their “living space”.
Use of Segregation
In line with the concept of a more therapeutic and rehabilitative design, space, and culture, the
majority of stakeholders felt that the use of segregation should be minimized or eliminated.
Stakeholders generally did not feel that segregation is an effective mechanism for controlling or
responding to maladaptive behaviours among female inmates with Major Mental Illness.
Stakeholders felt that segregation can lead to re-traumatization and can contribute to an inmate’s
perception of an unsafe environment, which is a risk factor for further externalizing behaviour.
This was exemplified in speaking with an inmate who identified that when in segregation, her
hallucinations and negative thinking became heightened and led her to want to self-harm as a
way to escape the loneliness and the thoughts in her head that were more present because she
had no one to talk to and nothing else to do. It was also suggested by stakeholders across all
organizations and disciplines that segregation can lead to deterioration in functioning and
behaviour for many individuals and can contribute to the onset of a Major Mental Illness, even
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for someone with no mental health history. While it was noted that there are times when an
individual with Major Mental Illness may need to be separated as a way to protect the person,
other inmates, or staff, it was suggested that segregation should be a last resort and should come
after all other interventions have failed. Other interventions were thought to include deescalation through communication or interaction with correctional and / or mental health staff,
or use of quiet room. When a female inmate with Major Mental Illness does need to be placed in
segregation for safety issues, stakeholders suggested that it should be used in a supportive rather
than punitive way, and should be short-term. Regular human interaction, and access to programs
and activities should not, it was stated, be removed, and inmates should still be able to enter and
exit their “living space” within identified parameters.
Programming and Supports
Programming and overall activity was seen as being critical to supporting female inmates with
Major Mental illness regardless of whether or not the individual is in supportive “segregation”.
This kind of socialization and education was seen as key to reducing or minimizing the symptoms
of Major Mental Illness, while also building skills to help these women to better function in the
community upon discharge from the correctional facility. Within the current state, it was noted
that availability of programming is not consistent across facilities, and is often impacted by lock
downs and other events that limit access to programming. Programs, it was suggested should be
equally available across the system, and should be culturally sensitive and inclusive. For example,
it was suggested that Elders be included in leading or supporting programming for Aboriginal
female inmates. Stakeholders felt that programs should be provided to all female inmates,
regardless of whether they are remanded or sentenced, how they are classified and whether or
not they are in segregation. Currently, policies and practices around participation in programming
and activities were seen as a catch-22 in that female inmates with Major Mental Illness often are
not able to participate in programming and activities until they are considered “well enough” to
do so, but they are not going to get “well enough” when they are in segregation and not allowed
to socialize. Programming, it was suggested, should include educational and career oriented
opportunities (e.g., school, learning a trade), and rehabilitative (e.g., anger management,
managing mental illness). To support effective programming, stakeholders indicated that more
partnerships are needed with community organizations. It was also noted that many facilities do
not currently have the space to provide the appropriate level of programming and activity, and
that this should be considered in future builds.
Right Staff who have an Interest in Working with Female Inmates
All stakeholders agreed that without the right staff, any Service Delivery Model will not be
successful. Stakeholders felt that some staff have difficulty understanding female inmates with
Major Mental Illness and as a result do not always respond in an effective way. Staff indicated
that this results in inconsistencies in the way in which care is provided to female inmates with
Major Mental Illness. Staff expressed concern that those individuals who demonstrate less
knowledge, understanding, and compassion are more likely to impose segregation or utilize other
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sanctioned and non-sanctioned punitive measures or verbal communication that is not responsive
to the needs of these individuals. In addition to the implications for the female inmates, a number
of correctional officers shared that this creates a challenging work environment, as those who are
more supportive and caring towards female inmates with Major Mental Illness are sometimes
ridiculed by their colleagues. It was suggested by stakeholders across all groups that there should
be a selection and screening process for staff who identify that they wish to work with females
and/or female inmates with Major Mental Illness, and that it should not solely be based on
seniority. It was also noted that staff should, where feasible, be culturally representative of the
inmates. Having said this, stakeholders generally felt that having male staff can be appropriate,
and even therapeutic, if it is the right person in the role.
Mental Health Professional Access
Overall, a greater need was seen for on-site/dedicated mental health providers including
psychiatrists, psychologists, mental health nurses, social workers, and behavioural therapists (the
latter of which is not currently part of provincial correctional facility staff). A number of
stakeholders across stakeholder groups suggested that these professionals should be the primary
workers, with correctional officers providing perimeter support. However, it was noted by most
stakeholders that if correctional officers are appropriately trained, and if the right people are on
staff, correctional officers could continue to play a significant role in serving female inmates with
Major Mental Illness.
Supportive Staff Training
To support staffing, and an overall more effective Service Delivery Model, it was suggested by a
number of stakeholders that the Ministry of Community Safety and Correctional Services and the
Ministry of Health and Long-Term Care explore opportunities for further partnership and
collaboration.
All stakeholders strongly voiced that any staff who are working with female inmates with Major
Mental Illness should receive specialized training that encompasses topics specific to working with
women and to working with women with Major Mental Illness. Training, it was suggested, should
focus on building an understanding of mental illness and the symptoms, learning to identify and
minimize triggers, and learning how to effectively interact with female inmates with Major Mental
Illness on a regular basis and when a crisis situation occurs - including de-escalation and self-harm
intervention.
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5.3 Summary of Key Findings from Stakeholder Engagement
The following table provides a summary of the key takeaways from this section
Stakeholder Engagement Summary
Facility Options
 Ideally, facility options for female inmates with Major Mental Illness should be close to
home to promote and sustain relationships with the family and community
 Female inmates with Major Mental Illness need their own space where they can receive
specialized care and services; this could be within:
 A stand-alone treatment facility
 A Schedule 1 facility
 Mental health units within all facilities
 Mental health units within some facilities
 Mental health units or facilities could be configured within different design models,
including cottage style or more traditional structures

Service Delivery Model and Core Processes
 All female inmates should be assessed for Major Mental Illness upon admission and at the
time of any event/behavior where Major Mental Illness may be a consideration
 Assessment should ideally be conducted by a trained mental health provider
 All female inmates – both remanded and sentenced - should be provided with a care plan
that should include input from the interprofessional team (including correctional officers)
and inmate
 Team meetings are an effective mechanism for reviewing care plans and assessments
 Transition planning is key to supporting successful reintegration and minimizing the risk
of re-offence or re-admission
 Transition planning should ideally be conducted by a dedicated staff person who
can build relationships with community providers
Foundational Principles
 The needs of female inmates are unique and should be considered in all aspects of the
Service Delivery Model and Facility Options
 To effectively address the needs of female inmates with Major Mental Illness,
stakeholders suggested that a significant culture shift is needed within the correctional
system
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Stakeholder Engagement Summary
 The approach to providing services to female inmates with Major Mental Illness should
be female-centric and trauma-informed
 The way in which services are provided to female inmates with Major Mental Illness
should be consistently applied across the system
 Regardless of where mental health units or facilities exist, they should be designed to
encourage socialization and should be more open and flexible to allow movement within
structured spaces
 The use of segregation should be minimized, and should only be used as a last resort only
after other interventions have been employed. Segregation should not be punitive;
rather, it should be designed to be supportive and should be a temporary measure
 Segregation was seen as contributing to the onset or exacerbation of Major
Mental Illness
 Programming is a critical component of service delivery, and should be equally available
to female inmates regardless of classification and whether or not they are remanded or
sentenced
 Programming should be culturally sensitive and should include opportunities for
education, skill training, and strategies to manage mental health issues
 Staff working with female inmates, and particularly those with Major Mental Illness,
should have the right skills and should support the culture that was identified as being
necessary to provide the right services
 Ideally, staff working with female inmates, and particularly those with Major
Mental Illness, should go through a selection process to ensure the right fit
 All staff working with female inmates, and particularly those with Major Mental Illness,
should receive specialized training
 A need exists for more mental health staff to work with female inmates with Major
Mental Illness
 To support care of the those requiring the greatest intensity of services, relationships with
forensic facilities should be enhanced
 While relationships between the Ministry of Health and Long-Term Care and the Ministry
of Community Safety and Correctional Services exists, these could be further enhanced
to collaboratively provide care for female inmates with Major Mental Illness
 Opportunities may exist for more collaboration and integration across the federal and
provincial correctional systems
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6. Literature Review
6.1 Overview
The literature review builds on the findings from the stakeholder engagement to better
understand the key themes that emerged with regard to Service Delivery Model and Facility
Options as well as Foundational Principles to best serve female inmates with Major Mental Illness.
While the jurisdictional review focused on examining these components within correctional
facilities in specific regions, the literature review is broader in that it examined research and best
practices in a range of settings including acute care, mental health facilities, long-term care, and
correctional facilities.
The literature has been viewed and analyzed through a female-specific lens to the extent possible.
Much of the literature pertains to adults and adolescents with mental illness, rather than a focus
on the female population. Where female-specific frameworks are applied to the correctional
system, they often refer to all female offenders or inmates, rather than those with Major Mental
Illness. Much of this literature provides suggestions of ways to provide female specific services,
however little evidence was found to support the effectiveness and outcomes of these
suggestions.
The literature review affirms stakeholder engagement findings that the deinstitutionalization of
psychiatric care has had a significant impact on the severely mental ill population, with many of
these individuals now being diverted to the correctional system as a result of maladaptive
behaviours that can be symptomatic of Major Mental Illness and the lack of community-based
support to respond to and help individuals manage their mental illness.11,12,13,14
This finding is significant in that it provides justification of the need to develop strategies to better
serve this population and to support correctional services in adjusting to a new role that
encompasses corrections and mental health.
The literature review also confirmed that the traditional philosophies and way of caring for
individuals with Major Mental Illness are no longer effective and that a culture shift is needed to
encompass a more “client-focused” perspective that recognizes trauma, supports recovery and

11

Picardi, A., de Girolamo, G., Santone, G., Falloon, I., Fioritti, A., Micciolo, R., Morosini, P., & Zanalda, E. (2006). The environment and staff of
residential facilities: Findings from the Italian ‘Progres’ National Survey. Community Mental Health Journal, 42 (3), pp. 263-279
12 Curtis, S., Gesler, W., Priebe, S., Francis, S. (2008). New spaces of inpatient care for people with mental illness: A complex ‘rebirth’ of the clinic?
Health & Place, 15, pp.340-348
13 Weisman, R.L., Lamberti, J.S., and Price, N. (2004). Integrating criminal justice, community healthcare and support services for adults with
severe mental disorders. Psychiatric Quarterly, 75 (1), pp. 71-85
14 Osher, F., Steadman, H.J., Barr, H. (2002). A best practice approach to community re-entry for inmates with co-occurring disorders: The APIC
Model: Delmar, NY: The National GAINS Centre.
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rehabilitation, and provides choices for caring for individuals with Major Mental Illness.15 This shift
in thinking and the implementation of policies and practices that support this shift have been
shown in some settings to decrease aggression and agitation and the need for antipsychotic
medication16. The success of the culture shift is dependent on buy-in from all staff on the value of
the approach with support from the top down.17

6.2 Literature Review Findings
Facility Structure
In considering Service Delivery Models and Facility Structure for individuals experiencing Major
Mental Illness, the literature review examined approaches that are being utilized in acute care,
mental health facilities, long-term care, and correctional services. Evidence was found to support
the implementation of specialized purpose-built units for individuals experiencing Major Mental
Illness. Relocation to a specialized unit was found in many of these settings to result in decreased
agitation and overall negative effect among residents.18 Generally, the literature suggested that
residential settings for individuals experiencing Major Mental Illness should be as close to home
as possible to facilitate a sense of connectedness to the local community and to support successful
transition back to community living.19
Service Delivery Models and Core Processes
Minimal literature was available on Service Delivery Models that have been effectively employed
across settings with individuals, and specifically women with Major Mental Illness. Rather, most
of the literature focused on Foundational Principles to support good care. These Foundational
Principles are described later in this section. One Service Delivery Model that has been
implemented in some institutions is that of a graduated living system. While the jurisdictional
review provides some examples of this within corrections, the review does not account for the
effectiveness of such a model and does not explore this model within other settings.
The concept of a graduated system allows for individuals with Major Mental Illness to move across
mental health focused environments that are designed to meet their needs and safety risk at a
specific point in time. The graduated systems provides a bridge between different types of living
with different levels of support. Within corrections, the graduated environment typically provides
a specialized space for those who pose a significant safety risk (to themselves or others) and who,

15

Wagner, L.M., Huijbregts, M., Sokoloff, L.G., Wisniewski, R., Walsh, L., Feldman, S., Conn, D. (2014). Implementation of mental health huddles
on dementia care units. Canadian Journal on Aging, 33 (3), 235-245.
16 White-Chu, E.F., Graves, W.J., Godfrey, S.M., Bonner, A., & Sloane, P. (2009). Beyond the medical model: The culture change revolution in longterm care. Journal of the American Medical Directors Association, 10, (6), 370-378.
17 Ibid.,
18
Soril, L. J., Leggett, L.E., Lorenzetti, D. L., Silvius, J., Robertson, D., Mansell, L., Holroyd-Leduc, J., Noseworthy, J.S., & Clement, F. M. (2014)
Effective Use of the built environment to manage behavioural and psychological symptoms of dementia: A systematic review. PLoS
ONE, 9 (12), 1-12.
19 Curtis, S., Gesler, W., Priebe, S., Francis, S. (2008). New spaces of inpatient care for people with mental illness: A complex ‘rebirth’ of the clinic?
Health & Place, 15, 340-348.
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as a result, require more structure and supervision; an alternate step-down space is provided for
those who still demonstrate impairment in mental functioning, but who are able to manage in a
more open environment. Within the mental health system, a graduated approach often provides
a bridge between acute and community psychiatric care.
The graduated model is centred on a therapeutic approach that is encompassed within the design
and structure of the system, as well as the programming associated with it. Individual living
environments are provided within the graduated model, as individuals with mental illness that is
not well managed often struggle in environments where they must share living space.20 In addition
to living space, the graduated environment offers group or community oriented space that
promotes interaction and recovery-oriented programming.21
Recovery oriented programming within the graduated model is designed to meet specific needs
based on the intensity of care. Programming takes into consideration the ability to interact with
others and to effectively engage in the program. More detailed information about programming
is provided within the subsection on Foundational Principles.
Utilization of a graduated Service Delivery Model has been shown within corrections to result in
fewer disciplinary infractions, decline in number of serious incidents, and a significant decrease in
the need for utilization of traditional administrative segregation.22
Regardless of the Service Delivery Model that is used, there are underlying Core Processes that
are critical to ensuring that female inmates with Major Mental Illness are appropriately identified
and treated. In line with this, the literature suggested that ongoing assessment and care planning
is a critical role in providing care to individuals with Major Mental Illness. While best practice
indicates that assessment is most effective when it is conducted by an individual who has mental
health training, all staff who are interacting with the individual must be involved in this process.
Early and ongoing assessment is a critical component of caring for individuals who may be at risk
of Major Mental Illness, as well as those who have a history of mental illness that may appear to
be well-managed. Assessment should include identification of the individual’s psychosocial,
medical and behavioural needs and strengths, as well as motivation and capacity for treatment.23

20

Connellan, K., Gaardboe, M., Riggs, D., Due, C., Reinschmidt, A., & Mustillo, L. (2013). Stressed spaces: Mental health and architecture. Health
Environments Research & Design Journal 6(4), Pp. 127-168
21 Lee, S. J., Collister, L., Stafrace, S., Crowther, E., Kroschel, J., Kulkarni, J. (2014). Promoting recovery via an integrated model of care to deliver a
bed-based, mental health prevention and recovery centre. Australasian Psychiatry, 22 (5), pp.481-488
22 Kupers, T.A., Dronet, T., Winter, M., Austin, J., Kelly, L., Cartier, W., Morris, T.J., Hanlon, S.F., Sparkman, E.L, Kumar, P., Norris, J., Vincent, L.C.,
Nagel, K., & McBridde, J. (2009). Beyond supermax administrative segregation: Mississippi’s experience rethinking prison classification
and creating alternative mental health programs. Criminal Justice and Behaviour, 36 (10), pp.1037-1050.
23 Osher, F., Steadman, H.J., Barr, H. (2002). A best practice approach to community re-entry for inmates with co-occurring disorders: The APIC
Model: Delmar, NY: The National GAINS Centre.
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Care planning should build on the assessment, and should evolve as the individual’s needs change.
Both short- and long-term needs should be addressed. The care plan should be updated regularly
to include insights on what has and has not worked in the past.
As a part of ongoing care planning, some institutions have implemented staff huddles as a way to
stay informed, problem solve, and continuously develop person-centred action plans for
individuals experiencing Major Mental Illness. In long-term care homes where the impact of
huddles has been studied as a method of improving care for individuals with behaviours that are
symptomatic of Major Mental Illness, huddles were seen to enhance communication and
collaboration, and lead to better strategies for managing individuals experiencing Major Mental
Illness.24
Transitional planning to support individuals with mental health issues in re-integrating into the
community is also a critical function within institutions serving individuals with Major Mental
Illness. Unfortunately, many correctional facilities lack the appropriate resources, policies and
protocols to guide transitional planning for individuals with Major Mental Illness.25 A high
percentage of inmates with Major Mental Illness end up back in a correctional facility within three
years due to poor transitional planning that results in a lack of support and follow-up treatment
in the community.
To effectively treat individuals with Major Mental Illness and reduce the risk of recidivism and/or
re-incarceration related to Major Mental Illness, transition planning should start early, and should
include collaboration and integration across the criminal justice system, community healthcare,
and support services. Transition planning should be culturally sensitive and gender-specific, and
should engage the individual and his or her family where feasible.
To support effective transitional planning, it is helpful to have dedicated staff who can build
relationships with community-based organizations, identify appropriate referrals in the
community – including those that meet the cultural and demographic needs of the individual coordinate timing and delivery of services, and support the individual in transitioning back into
the community following incarceration.26
Foundational Principles
Regardless of the Service Delivery Model that is implemented within settings caring for individuals
with Major Mental Illness, consideration should be given to the characteristics of the environment
and how it may impact mental well-being. Traditionally, mental health institutions and
correctional facilities have been designed to address issues of safety and security and to improve

24

Wagner, L.M., Huijbregts, M., Sokoloff, L.G., Wisniewski, R., Walsh, L., Feldman, S., Conn, D. (2014). Implementation of mental health huddles
on dementia care units. Canadian Journal on Aging, 33 (3), 235-245.
25
Schizophrenia Society of Ontario. (2012). Provincial correctional response to individuals with mental illness in Ontario. Ontario, Canada.
26 Osher, F., Steadman, H.J., Barr, H. (2002). A best practice approach to community re-entry for inmates with co-occurring disorders: The APIC
Model: Delmar, NY: The National GAINS Centre.
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efficiency of protocols related to the care of the individuals who reside there; however, the
institutionalized environment within these settings has been shown to be in conflict with best
practices in providing services to individuals with Major Mental Illness.27 Accordingly, research
suggests that an institutional environment is more likely to increase the occurrence of
maladaptive behaviours within the mental health population, while a purposeful design that
promotes emotional well-being can support psychological adjustment and decreased behavioural
disturbances.28,29,30,31
To promote mental well-being, institutions serving individuals with Major Mental Illness should
be designed to be home-like, with small units, private living space, as well as open, flexible and
varied spaces that promote positive social interaction. These characteristics have been
demonstrated to have a positive impact on mental well-being, to contribute to a decrease in
impulsivity, aggression and behavioural problems among residents, and to increase the sense of
personal safety, which can be a trigger for reactivity.32,33,34,35 Even minor changes to the
environment that make it less institutional and more homelike have been shown in a variety of
settings to decrease vandalism, violence, unpleasant interactions between the individual
experiencing Major Mental Illness and staff, and to decrease the need for and length of stay in
seclusion.36
In addition to design elements, exposure to noise and levels of illumination should be considered
in environments providing services to individuals experiencing Major Mental Illness. High levels
of noise and low levels of illumination have been shown to impact on mood and depression, and
to increase the likelihood of assaults by individuals who are already prone to behavioural issues.37
Conversely, decreasing exposure to noise, and increasing levels of illumination and exposure to
daylight from windows have been shown to have a positive impact on individuals receiving care

27 Golembiewski, J.

(2013). Lost in space: The place of the architectural milieu in the aetiology and treatment of schizophrenia. Facilities, 31 (9/10),
427 – 448.
28 Soril, L. J., Leggett, L.E., Lorenzetti, D. L., Silvius, J., Robertson, D., Mansell, L., Holroyd-Leduc, J., Noseworthy, J.S., & Clement, F. M. (2014)
Effective Use of the built environment to manage behavioural and psychological symptoms of dementia: A systematic review. PLoS
ONE, 9 (12), 1-12.
29 Picardi, A., de Girolamo, G., Santone, G., Falloon, I., Fioritti, A., Micciolo, R., Morosini, P., & Zanalda, E. (2006). The environment and staff of
residential facilities: Findings from the Italian ‘Progres’ National Survey. Community Mental Health Journal, 42 (3), 263-279.
30 Evans, G. (2003). The built environment and mental health. Journal of Urban Health: Bulletin of the New York Academy of Medicine, 90 (4), 536555.
31 Ibid.,
32 Novotná, G., Urbanoski, K. A., & Rush, B. R. (2011). Client-centered design of residential addiction and mental health care facilities: Staff
perceptions of their work environment. Quality Health Research, 21 (11), 1527–1538.
33 Arya, D. (2011). So, you want to design an acute mental health inpatient unit: Physical issues for consideration. Australian Psychiatry, 19, 163167.
34 Johansson, I., Skärsäter, I., and Danielson, E. (2006). The health-care environment on a locked psychiatric ward: An ethnographic study.
International Journal of Mental Health Nursing, 15, pp. 242-250.
35 Kupers, T.A., Dronet, T., Winter, M., Austin, J., Kelly, L., Cartier, W., Morris, T.J., Hanlon, S.F., Sparkman, E.L, Kumar, P., Norris, J., Vincent, L.C.,
Nagel, K., & McBridde, J. (2009). Beyond supermax administrative segregation: Mississippi’s experience rethinking prison classification
and creating alternative mental health programs. Criminal Justice and Behaviour, 36 (10), pp.1037-1050.
36 Golembiewski, J. (2015). Mental health facility design: The case for person-centred care. Australia and New Zealand Journal of Psychiatry, 49,
pp. 203-206
37 Connellan, K., Gaardboe, M., Riggs, D., Due, C., Reinschmidt, A., & Mustillo, L. (2013). Stressed spaces: Mental health and architecture. Health
Environments Research & Design Journal 6(4), Pp. 127-168
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in mental health institutions, as well as long-term care residents who are prone to aggressive
behaviours.38, 39
As institutions working with individuals who experience Major Mental Illness move away from
facility designs that focus on punishment and control, and move towards openness and flexibility
to promote mental well-being, the model of care is shifting to support this. As such, both the
design and use of segregation and restraints are being explored with a growing focus on alternate
strategies that support prevention rather than reaction.
Segregation has been shown to have deleterious effects, particularly with those who are more
vulnerable and susceptible to mental illness. The impact of segregation can include the
exacerbation of anxiety, depression, perceptual distortions, cognitive disturbances and
psychosis.40 In addition, for individuals with Major Mental Illness there is a documented increase
in risk and rates of suicidal ideation, suicide attempts and deaths.41,42 For females with Major
Mental Illness, seclusion can be particularly damaging and traumatizing as they have often been
victims of violence and coercion; being placed in segregation can trigger the trauma of this lived
experience, resulting in further agitation, aggression, or “acting out” behaviours.43 Segregation
has also been shown to have little impact on individuals with Major Mental Illness in terms of
reducing reoccurrence of the maladaptive behaviours that often result in segregation being used;
instead, the literature suggests that mechanisms of control such as segregation can prevent the
individual from learning how to manage their illness and can encourage learned helplessness.
To minimize the need for and use of segregation, multiple strategies have been employed across
a range of settings to prevent and/or de-escalate maladaptive behaviours that can be construed
as threatening to the individual or to others. Strategies that have been implemented include social
contact interventions (e.g., direct communication, touching or holding), appropriate sensory
stimulation, and use of quiet or comfort rooms, with containment and restraint used as a last
resort.44 These strategies, which have been shown to decrease or eliminate negative behaviours
(including acting out, assault, and self-injury) and need for seclusion and restraint may be utilized
individually or as part of a continuum, and should, where feasible, be determined in collaboration
with the individual during the care planning phase.45

38

Evans, G. (2003). The built environment and mental health. Journal of Urban Health: Bulletin of the New York Academy of Medicine, 90 (4), 536555.
39 Long, C.G., Langford, V., Clay, R., Craig, L., & Hollin, C.R. (2011). Architectural change and the effects on the perceptions of the ward environment
in a185:rsy8rramEnd"/>
40 Schizophrenia Society of Ontario. (2012). Provincial correctional response to individuals with mental illness in Ontario. Ontario, Canada
41
Ibid.,
42 Sivak, K. (2012). Implementation of comfort rooms to reduce seclusion, restraint use, and acting-out behaviors. Journal of Psychosocial
Nursing, 50 (2), pp.24-34.
43 Ibid.,
44 Wagner, L.M., Huijbregts, M., Sokoloff, L.G., Wisniewski, R., Walsh, L., Feldman, S., Conn, D. (2014). Implementation of mental health huddles
on dementia care units. Canadian Journal on Aging, 33 (3), 235-245.
45 Cummings, K.S, Grandfield, S.A, & Coldwell, C.M. (2010). Caring with comfort rooms. Reducing seclusion and restraint use in psychiatric
facilities. Journal of Psychosocial Nursing, 48 (6), pp.26-30.
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In support of this continuum of de-escalation strategies, mental health settings have been
integrating comfort rooms into their built environment. A comfort room can serve as a tool for
providing individuals with a safe space where they can experience feelings of anger or anxiety
within acceptable boundaries. The comfort room enables individuals to privately regulate their
own behaviours, which in turn supports positive self-management. Mental health patients
utilizing comfort rooms have reported decreased stress and anxiety after use.46
Similarly, the use of sensory equipment (often within a sensory room) has been shown to be
effective with individuals experiencing Major Mental Illness across multiple settings including
mental health facilities and long-term care homes. Interactions with sensory equipment and
rooms has been shown to be beneficial by helping to preserve and reintegrate the body’s ability
to receive and respond to information, resulting in a sense of calm, reducing distress, fear and
sadness and decreasing socially disturbed behaviours.47,48 The use of sensory rooms to deescalate behaviours that are symptomatic of mental illness has been shown to lead to decreased
use of seclusion and restraint across a range of settings.49
Anecdotally, where segregation is required, there is a growing focus on re-envisioning how it is
used. More emphasis is being placed on segregation as a temporary measure that is specifically
employed for reasons of safety. Within this context, segregation is used to continue social
interaction, programming, and therapeutic intervention in a more isolated and safe environment.
Programming, regardless of classification, and where an individual is being cared for (e.g., within
a re-envisioned segregation, stabilization unit, step-down unit, or general population) is seen as a
key component of providing services to female inmates with Major Mental Illness. Specialized and
accessible educational and rehabilitative programming provides opportunities for selfimprovement and reduces the possibility of recidivism.50, 51Programming varies in type, degree of
intervention and intensity, and depends on the number and availability of trained resources.52,
53
Various programs that support inmates with mental illness include rehabilitative support, such
as individual counseling and psychotherapy, dialectic behavior therapy, whereby female inmates
identify and understand their personal behaviours and needs in order to learn how to overcome

46

Sivak, K. (2012). Implementation of comfort rooms to reduce seclusion, restraint use, and acting-out behaviors. Journal of Psychosocial
Nursing, 50 (2), pp.24-34.
47 Reddon, J.R., Hoang, T., Sehgal, S., & Marjanovic, Z. (2004). Immediate effects of Snoezelen® treatment on adult psychiatric patients and
community controls. Current Psychology, 23 (3), pp. 225-237.
48 Champagne, T. (2006). Creating sensory rooms: Environmental enhancements for acute inpatient mental health settings. Mental Health
Special Interest Section Quarterly, American Occupational Therapy Association, Inc.
49 Ibid.,
50
Wallace, B., Connor, L., Dass-Brailsford, P. (2011). Integrated Trauma Treatment in Correctional Health Care and Community-Based
Treatment Upon Reentry. Journal of Correctional Health Care. 17(4) pp. 334-5.
51 Laishes, J. (2002). The 2002 Mental Health Strategy for women offenders. Correctional Services Canada. Pp. 2, 8, 21. Retrieved from
http://www.csc-scc.gc.ca/publications/fsw/mhealth/toc-eng.shtml
52 Bartlett A. et al. (2014). Interventions with women offenders: a systematic review and meta-analysis of mental health gain. The Journal of
Forensic Psychiatry & Psychology 26(2) Pp. 153-5.
53 Ogloff, J. (2002). Identifying and Accommodating the Needs of Mentally Ill People in Gaols and Prisons. Psychiatry, Psyhcology and Law. 9(1)
pp. 9-11.
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their behavioural challenges, and skills training and cognitive development.54 Other programs
leverage these elements and use peer activities to support reintegration into society.55
In support of an environment and model of care that focuses on mental well-being, literature
shows that it is imperative to have the right staff with the right skills providing care to individuals
with Major Mental Illness. Providers in hospitals, long-term care homes, correctional facilities,
and other environments where individuals with mental illness often receive care frequently lack
an understanding of and compassion for individuals with mental illness, and are often influenced
by the stigmas and negative beliefs that exist regarding these individuals. As such, they are
generally ill-equipped in knowing how to effectively react and respond, particularly when
maladaptive behaviours that are often symptomatic of mental illness present themselves.56 This
absence of knowledge can lead to fear and stress for staff working in these environments. As a
result, staff may avoid individuals that exhibit mental illness, and may be more likely to use
seclusion, restraints, or psychotropic medication to manage behaviours rather than less
restrictive measures that can be more effective.57
To support staff in working with individuals with Major Mental Illness, proper training is needed
to build an understanding of mental illness and to enhance strategies for effectively
communicating and responding. This type of training has been shown to improve quality of care
and job satisfaction.58 Properly trained staff have an increased awareness and ability to develop,
implement and evaluate specialized programs for inmates with Major Mental Illness. This
continues to promote a shift from resorting to control and seclusion. Training provides staff with
greater confidence and limits the stigmas associated with individuals in the correctional system
with mental illness.59 Moreover, ongoing training provides staff with the ability to continue to
learn and develop and contribute to a culture premised on recovery and rehabilitation rather than
control.60
A staffing model that supports consistency in care can also contribute to improved care for
individuals with Major Mental Illness. Consistent staffing can help support better identification
of subtle changes in affect and behavior and help identify triggers so that staff can respond before
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Laishes, J. (2002). The 2002 Mental Health Strategy for women offenders. Correctional Services Canada. Pp. 2, 8, 21. Retrieved from
http://www.csc-scc.gc.ca/publications/fsw/mhealth/toc-eng.shtml
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Irvine, A.B., Billow, M.B., Eberhage, M.G., Seeley, J.R., McMahon, E, & Bourgeois, M. (2013). Mental illness training for licensed staff in longterm care. Issues in Mental Health Nursing, 33 (3), 181-194.
57 Ibid.,
58 Ibid.,
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these changes become an issue.61,62 Consistency of care also enables staff to become more
familiar with strategies that are effective in de-escalating behaviours that are symptomatic of
Major Mental Illness.

6.3 Summary of Key Findings from Literature Review

The following table provides a summary of the key takeaways from this section

Literature Review Key Takeaways
Facility Structure
 Special purpose-built facilities that focus on providing services for individuals with Major
Mental Illness have been shown to be effective for managing this special population
 Facilities should ideally be as close to home as possible

Service Delivery Model and Core Processes
 The graduated Service Delivery Model has shown to be effective with individuals
experiencing Major Mental Illness in a variety of settings
 The graduated model is based on the principle of providing different levels of mental
health services to meet a range of needs
 The model has been shown to lead to a decrease in the number of disciplinary
infractions, serious incidents and use of traditional segregation
 Regardless of the service delivery model that is used, there are Core Processes that should
be in place to best support female inmates with Major Mental Illness; these include:
 Early and ongoing assessment (ideally by a mental health provider)
 Ongoing care planning that addresses prevention of maladaptive behaviours
associated with Major Mental Illness
 Interprofessional team meetings as a way to continuously update the assessment and
care plan

61

White-Chu, E.F., Graves, W.J., Godfrey, S.M., Bonner, A., & Sloane, P. (2009). Beyond the medical model: The culture change revolution in
long-term care. Journal of the American Medical Directors Association, 10, (6), 370-378.
62 Wagner, L.M., Huijbregts, M., Sokoloff, L.G., Wisniewski, R., Walsh, L., Feldman, S., Conn, D. (2014). Implementation of mental health huddles
on dementia care units. Canadian Journal on Aging, 33 (3), 235-245.
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Literature Review Key Takeaways
 Transition planning that starts early and supports re-integration into the community
- Transition planning should ideally hold a dedicated staff position
Foundational Principles
 A culture shift is needed to be more inmate focused, with a recognition of the history of
trauma experienced by female inmates with Major Mental Illness. A culture that supports
recovery and rehabilitation has been shown to decrease aggression, agitation, and need
for antipsychotic medications. To support the right culture, the right environment,
programs, and staff are needed. Support must come from the top down
 The physical environment impacts mental well-being
 An institutional environment is more likely to increase the occurrence of maladaptive
behaviours within the mental health population, while a design that promotes emotional
well-being can increase psychological adjustment and decrease behavioural disturbances
 The physical space should promote openness and flexibility
 Female inmates with Major Mental Illness are best served in private living spaces that also
offer access to common areas to support social interaction
 Noise and level of illumination can impact on mood and depression, and can lead to an
increase in the likelihood of assaults where these levels are not optimized
 There is a growing move away from the use of traditional segregation for individual with
Major Mental Illness
 Segregation can lead to the onset of Major Mental Illness and / or can exacerbate
symptoms such as anxiety, depression, aggression and psychosis
 For female inmates with Major Mental Illness, segregation can be particularly traumatic
due to a history of victimization and coercion
 Multiple strategies have been effectively employed to reduce the use of segregation;
these include:
 Contact intervention, use of a quiet room, use of sensory room and / or equipment
 Comprehensive programming is key to support rehabilitation and re-integration, and
should ideally be provided regardless of classification or intensity of care
 Working with female inmates with Major Mental illness requires staff who are
sensitive and who support a culture that focuses on recovery and rehabilitation
 Staff who work with female inmates with Major Mental Illness should be
appropriately trained
 Where feasible, the staffing model should support consistency in care
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7. Jurisdictional Review
7.1 Overview
Female inmates, including those with Major Mental Illnesses, have been identified as a growing
segment of the correctional population in many global jurisdictions. As this population continues
to grow, many jurisdictions, like Ontario, have examined their correctional practices and policies
with the aim of identifying and implementing new ways to best serve female inmates with Major
Mental Illness. Doing so requires an approach that considers at least two unique, but
interconnected areas of focus:
 Female Inmates
 Inmates with Major Mental Illness
For the purpose of this project, six jurisdictions were initially selected by the Ministry of
Community Safety and Correctional Services, in collaboration with input from mental health
experts, for review. The jurisdictions included:
1. Corrective Services New South Wales (Australia)
2. Her Majesty’s Prison Service (England and Wales)
3. Correctional Services of Canada
4. Alberta Justice and Solicitor General Correctional Services
5. British Columbia Ministry of Justice – Corrections
6. Ontario Ministry of Children and Youth Services – Roy McMurtry Youth Centre
These jurisdictions were chosen for their recognition in the field of forensic mental health as
providers of leading practice in correctional services as it pertains to serving individuals with Major
Mental Illness – both male and female. Note that Norway was initially identified for review,
however it was excluded due to a lack of information available.
Whereas the literature review examined Service Delivery Models and Facility Options outside of
correctional settings (i.e. long-term care, hospital based care, etc.), the jurisdictional review is
concentrated on approaches specifically within correctional settings, with a focus on remanded
and sentenced females with Major Mental Illness. Individuals found Not Criminally Responsible
(or the equivalent ruling in the jurisdiction under review), and how they are served, was not a
focus of the jurisdictional review.
The examination of practices within other jurisdictions offered unique insights into existing Service
Delivery Models and Facility Options that may help to inform decision making for the Ministry by
uncovering considerations for design, implementation, lessons learned, and evidence-based
outcomes (where these exist).
The review of each jurisdiction focused on exploring two primary questions:
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1. What does the Service Delivery Model for caring for female inmates with Major Mental
Illness look like?
2. What are the physical infrastructure (Facility Option considerations) associated with the
Service Delivery Model for female inmates with Major Mental Illness?
Information on jurisdictions was collected through a review of peer-reviewed scholarly articles
and official publications from government sources (i.e. Ministry/Department of Health,
Corrections, etc.), as well as oversight/evaluation bodies where available. Articles focusing purely
on the types and severity of mental illnesses found in female prison populations were excluded
from our review. The review included articles and numerous publications from each of the
Ministry/Department of Health and/or Corrections from each jurisdiction (i.e. program and
service descriptions, facility facts, annual reports, etc.). The review was also informed by forensic
mental health subject matter experts and interviews with key contacts within some jurisdictions.

7.2 Jurisdictional Review Findings
New South Wales, Australia
Jurisdictional Overview
The Australian criminal justice system is comprised of nine legal systems (eight State/Territory
systems and one Federal system). Laws, penalties, and correctional arrangements differ between
the States and Territories, although recent efforts have been made to improve consistency among
them. Consequently, all prisons are operated at a state level.63
In the state of New South Wales (NSW), correctional services are delivered by Corrective Services
NSW who are responsible for managing offenders in custody and the community. Corrective
Services NSW operates both standalone and mixed-gender (separate male/female units) across
the state (see below). Health Services for inmates are delivered by the Justice and Forensic Mental
Health Network (J&FMHN) (a Statutory Health Corporation funded by the NSW Ministry of Health)
which involves close collaboration with Corrective Services NSW, NSW Ministry of Health, Local
Health Districts, and community and advocacy groups.
Facility Structure
Across the state of New South Wales, there are six facilities for female inmates, three of which
operate as female-only units. The New South Wales Facility Structure supports the use of a Service
Delivery Model that focuses on providing care to female inmates in the most appropriate setting

63

Australian Bureau of Statistics. (1997, June). Crime and Justice: The Criminal Justice System. Retrieved from:
http://www.abs.gov.au/ausstats/abs@.nsf/0/A4D719473BE50FDFCA2570EC001B2C95?opendocument
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possible where care intensity can match needs. The Silverwater Women’s Correctional Centre and
Long Bay Hospital are the key facilities for providing care to female inmates with mental illness.
Silverwater Women’s Correctional Centre
The Silverwater Women’s Correctional Centre is located within the Silverwater Correctional
Complex (the complex also houses a maximum security remand and reception centre of men and
a minimum security correctional centre for men) and is a major reception centre for female
offenders in NSW.64 The facility is the largest correctional centre for women with over 220
inmates.65 Due to its role as the main reception centre for female offenders Silverwater Women’s
Correctional Centre operates three services for inmates with mental illness: Mental Health
Screening Unit, Mental Health Step-Down Unit, and the Mum Shirl Unit.
Long Bay Hospital
The Long Bay Hospital is an 85 bed high security correctional hospital located within the Long Bay
Correctional Centre in Sydney, NSW. The hospital serves NSW male and female inmates through
three units: Mental Health Unit; Medical Surgical Unit; and an Aged Care and Rehabilitation Unit.66
The Mental Health Unit operates dedicated Mental Health beds for female inmates. The hospital
provides Mental Health services to inmates requiring involuntary treatment.67 While inmates
from correctional facilities throughout NSW may be transferred to any declared Mental Health
facility in NSW, practice generally dictates that they are specifically transferred to the Long Bay
Hospital. Generally, transfers to the Long Bay Hospital (from any correctional facility) are
completed in consultation with the Mental Health Screening Unit at Silverwater. Depending on
the specific case, an inmate may be transferred to the MHSC at Silverwater Women’s Correctional
Centre for additional assessment and attempts at stabilization.68 It should be noted that the Long
Bay Hospital operates adjacent to the Forensic Hospital. The Forensic Hospital provides services
to patients who have been found not guilty by reason of mental illness, those unfit to undergo a
trial, and mentally ill individuals at risk of offending.69

64

New South Wales Department of Justice. (2105). Sliverwater Correctional Complex. Retrieved from:
http://www.correctiveservices.justice.nsw.gov.au/prison/correctional-centres/silverwater
65 New South Wales Government. (2010, June). $53 Million Silverwater Women’s Correctional Centre Complete. Retrieved from:
http://www.records.nsw.gov.au/digitalarchives/repository/archive/downloadContent/8f422971-daef-4511-b1d717c5ac47331b?version=0&fileIndex=0
66
New South Wales Department of Justice. (2105). Women Offenders. Retrieved from:
http://www.correctiveservices.justice.nsw.gov.au/programs/women-offenders
67 New South Wales Justice and Forensic Mental Health Network. (2015). Patient Group. Retrieved from:
http://www.justicehealth.nsw.gov.au/about-us/custodial-health/patient-group
68 New South Wales Ministry of Health. (2012). Policy Directive: Forensic Mental Health Services. Retrieved from:
http://www0.health.nsw.gov.au/policies/pd/2012/pdf/PD2012_050.pdf
69 New South Wales Justice and Forensic Mental Health Network. (2015). Forensic Health. Retrieved from:
http://www.justicehealth.nsw.gov.au/about-us/our-services/forensic-mental-health-youth-services
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Inmates discharged from the Long Bay Hospital’s Mental Health Unit may be transferred to the
Forensic Hospital, other secure mental health facilities (there are three medium security forensic
hospitals in NSW), or returned to a correctional facility.70
Service Delivery Model
The Service Delivery Model in NSW is premised on a graduated system that focuses on enabling
inmates to remain in situ where feasible, and to receive the most appropriate level of mental
health care based on their individual needs. The system is underpinned by the presence of the
Personality and Behaviour Disorders Unit - an In-Reach Team that provides training and
consultation to enable correctional staff to work more effectively with inmates with Major Mental
Illness. Inmates whose needs cannot be met within the general population can be cared for in the
Mental Health Screening Unit, Mental Health Step-Down Unit or Mum Shirl Unit. These three
layers of the graduated system are described below. Inmates whose needs cannot be met within
these units and who require a greater intensity of care are transferred to the Long Bay Hospital,
described above.
Personality and Behaviours Disorder Unit
The Personality and Behaviours Disorder Unit (PBDU) supports the management of complex
female offenders with severe personality disorders through a mobile team-based approach. This
team supports correctional facilities through training and consultation allowing local facilities to
become more skilled in developing highly individualised intervention plans for complex female
offenders. Intervention plans are focused on the goals of “behavioural stabilization and
progression to a less restrictive housing environment and access to programs.”71 Corrective
Services NSW states that the success of the PBDU has resulted in a “significant reduction in the
number of serious incidents of self-harm, violence and the need for restrictive housing in the
women’s system.”72 This reduction has shifted primary focus of the PBDU to a role of providing
specialist training, supervision and consultation to staff working with female offenders with
personality disorder.
Mental Health Screening Unit
Operated jointly between Corrections Services NSW and Justice Health, the Mental Health
Screening Unit (MHSU) provides critical components of NSW’s model for managing female
inmates with Major Mental Illness. The MHSU is a 10-bed unit able to manage, assess, and treat
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New South Wales Justice and Forensic Mental Health Network. (2015). Custodial Health. Retrieved from:
http://www.justicehealth.nsw.gov.au/our-services/custodial-health
71 New South Wales Department of Justice. (2105). Correctional Centre programs for female offenders. Retrieved from:
http://www.correctiveservices.justice.nsw.gov.au/programs/women-offenders/correctional-centre-programs
72 New South Wales Department of Justice. (2105). Women Offenders. Retrieved from:
http://www.correctiveservices.justice.nsw.gov.au/programs/women-offenders
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mentally ill women.73 The MHSU is connected to correctional facilities across the state as local
facilities will contact the MHSU upon suspicion of a mentally ill inmate. The MHSU targets
individuals who have acute mental health problems and those individuals awaiting placement in
another care setting more appropriate to their mental health needs. Those who agree to
voluntary treatment will receive the appropriate intervention and a care plan. Once stabilized,
inmates are transferred to a mental health unit (unless general population is determined to be
most appropriate) where treatment continues on a less intensive basis (e.g. Mental Health StepDown Unit). The MHSU does not treat inmates involuntary as it is not a designated mental health
facility. Inmates requiring this level of care are transferred to Long Bay Hospital.74
The MHSU operates with an interprofessional team that provides 24 hour correctional supervision
and 12 hours a day of nursing services. Female inmates at the MHSU are provided with treatment
and an individualized case management plan that includes identification of the most appropriate
placement for them within the correctional system as well as a discharge plan to ensure continuity
of care.75
Mental Health Step-Down Unit
The Mental Health Step-Down Unit is a 10-bed facility designed to support female inmates who
have identified Mental Health needs. The Mental Health Step-Down Unit is part of the mental
health approach to caring for inmates and works with inmates to meet the mental health needs
as outlined by their mental health management plan.76 The Mental Health Step-Down Unit
provides individual and group based treatments. The Mental Health Step-Down Unit is staffed by
Corrections Services, which includes psychology and mental health resources.77
Mum Shirl Unit
A 19 bed unit, The Mum Shirl Unit provides specialised services for female inmates with ‘complex
psychological, behavioural and personality issues’.78 The unit is used to safely house inmates with
complex personality, developmental, psychological and psychiatric issues.79 The unit consist of
two sub-units – 8 crisis beds designed to assist with the stabilization of female inmates with
mental illness and in crisis. These consist of observation cells in a stimulus deprived environment.
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New South Wales Department of Justice. (2105). Women Offenders. Retrieved from:
http://www.correctiveservices.justice.nsw.gov.au/programs/women-offenders
74 Adams, Jonathon., et al.(2009). A Prison Mental Health Screening Unit: A first for New South Wales. Australasian Psychiatry, 17(2).
75 New South Wales Department of Health. Justice Health. Retrieved from:
http://www.justicehealth.nsw.gov.au/publications/jhcapabilitybrochureweb.pdf
76
New South Wales Department of Justice. (2105). Women Offenders. Retrieved from:
http://www.correctiveservices.justice.nsw.gov.au/programs/women-offenders
77 The Prison Reform Trust. (2013). International good practices: alternatives to imprisonment for women offenders. Retrieved from:
http://www.prisonreformtrust.org.uk/portals/0/documents/international%20good%20practice%20final.pdf
78 New South Wales Department of Justice. (2105). Women Offenders. Retrieved from:
http://www.correctiveservices.justice.nsw.gov.au/programs/women-offenders
79 New South Wales Department of Justice. (2105). Mum Shirl Unit. Retrieved from:
http://www.correctiveservices.justice.nsw.gov.au/programs/at-risk-offenders/mum-shirl-unit
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The second sub-unit consists of 11 long-term therapeutic community beds for individuals meeting
criteria for Borderline Personality Disorder and considered to be high risk/high needs.80
The MSU uses an interprofessional team assessment, management, and treatment approach
towards caring for female inmates with Major Mental Illness. Based on the principles of the Good
Lives Model and Social Learning Theory, the MSU aims to treat and manage self-harm and mental
health issues through “the promotion of alternative pro-social behaviour expected and modelled
in a therapeutic community environment.81 This includes structured therapeutic treatment plans
for all women and daily risk assessments to identify changes in behaviour and overall mental wellbeing.82 Female prisoners can be accepted from across the NSW prison system and at any time
(remand, new prisoners, and long-term prisoners).83
Summary and Analysis
The approach to providing care to female inmates with mental illness in New South Wales
provides an example of a graduated approach, as outlined in the literature review. By offering a
spectrum of services and varying levels of care at a range of locations, Corrections NSW and
Justice Health enable inmates to receive the most appropriate care in the most appropriate
setting. This is further enhanced through the mobile support provided by the Personality and
Behaviours Disorders Unit, which ensures that all institutions have access to consultation and
training to enable them to better meet the needs of inmates with Major Mental Illness in situ.

England and Wales
Jurisdictional Overview
In the United Kingdom, correctional services are split into three jurisdictions: England and Wales,
Scotland, and Northern Ireland. This review considers the correctional system in England and
Wales, and how female inmates with Major Mental Illness are provided care in that region.
Facility Structure
Mental Health services for female inmates are provided both within and outside of correctional
facilities depending on the specific needs of the individual. While correctional facilities in England
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New South Wales Department of Justice. (2105). Women Offenders. Retrieved from:
http://www.correctiveservices.justice.nsw.gov.au/programs/women-offenders
81 New South Wales Department of Justice. (2105). Mum Shirl Unit. Retrieved from:
http://www.correctiveservices.justice.nsw.gov.au/programs/at-risk-offenders/mum-shirl-unit
82 Bartels, Lorana., Gaffney, Antonette. (2011). Good practice in women’s prisons: A literature Review. Australian Institute of Criminology.
Retrieved from: http://www.aic.gov.au/documents/4/E/5/%7B4E5E4435-E70A-44DB-8449-3154E6BD81EB%7Dtbp041_002.pdf
83 Bartels, Lorana., Gaffney, Antonette. (2011). Good practice in women’s prisons: A literature Review. Australian Institute of Criminology.
Retrieved from: http://www.aic.gov.au/documents/4/E/5/%7B4E5E4435-E70A-44DB-8449-3154E6BD81EB%7Dtbp041_002.pdf
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and Wales contain health care facilities, they are not classified as hospitals or psychiatric wards
and are unable to administer compulsory treatment to inmates; as such an individual, male or
female, requiring such care would require a transfer to an NHS facility.84
Inmates in need of a transfer to hospital may be sent to a National Health Service (NHS) general
or forensic psychiatric hospital.85 For inmates that can be supported within the correctional
system, mental health wards exist within existing facilities; the prison service in England and
Wales does not operate standalone mental health facilities.
Service Delivery Model
Healthcare services (including mental health) for inmates in England and Wales are the
responsibility of the publically funded healthcare system – the National Health Service (NHS).86
The objective of this arrangement is to ensure that inmates receive an equivalent level of care
(including mental health care) to other users of the NHS outside of the correctional system.87 88
Upon entering the correctional system, inmates in England and Wales are subject to a mandatory
screening (which may be completed by a nurse or general practitioner89) to detect general medical
and mental health needs. Following assessment, female inmates are housed in a “first night
centre”, which is used for more in-depth assessment and orientation to the facility. The “first night
centre” offers a higher ratio of staff and is used for observation and identification of any health
or mental health issues that may not have been picked up in the assessment phase. The detailed
assessment conducted during this time includes questions and assessments specific to identifying
mental health concerns.90 Based on this assessment, a pathway is determined for the inmate
based on their individual needs. For those with mental health concerns, a decision will be made
on the best location for them to reside. For individuals with serious mental illness, efforts will be
made to transfer them out of the correctional facility to an NHS hospital. For individuals with less
severe mental illnesses, a decision may be made to manage them within the correctional
institution. Individuals who require detox may be placed in a substance abuse wing.
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Salize, Hans Joachim., Drebing, Harald., & Kief, Christine. (2007). Mentally Disordered Persons in European Prison Systems – Needs,
Programmes and Outcomes (EUPRIS). Central Institute of Mental Health, Mannheim, Germany. Retrieved from:
http://ec.europa.eu/health/ph_projects/2004/action1/docs/action1_2004_frep_17_en.pdf
85 Salize, Hans Joachim., Drebing, Harald., & Kief, Christine. (2007). Mentally Disordered Persons in European Prison Systems – Needs,
Programmes and Outcomes (EUPRIS). Central Institute of Mental Health, Mannheim, Germany. Retrieved from:
http://ec.europa.eu/health/ph_projects/2004/action1/docs/action1_2004_frep_17_en.pdf
86 Schizophrenia Society of Ontario. (2012). Provincial Correctional Responses to Individuals with Mental Illness in Ontario: A Review of
Literature. Retrieved from: http://www.schizophrenia.on.ca/getmedia/c2af5aea-1bf8-40fd-86ad-1fd9b928f40a/Provincial_
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Condon, Louise., et al., (2006). Users’ views of prison health services: a qualitative study. Journal of Advanced Nursing, 58(3), 216-226.
88 Forrester, Andrew., et al., (2013). Variations in prison mental health services in England and Wales. International Journal of Law and
Psychiatry, 36, 326-332
89 Salize, Hans Joachim., Drebing, Harald., & Kief, Christine. (2007). Mentally Disordered Persons in European Prison Systems – Needs,
Programmes and Outcomes (EUPRIS). Central Institute of Mental Health, Mannheim, Germany. Retrieved from:
http://ec.europa.eu/health/ph_projects/2004/action1/docs/action1_2004_frep_17_en.pdf
90 Forrester, Andrew., et al., (2013). Variations in prison mental health services in England and Wales. International Journal of Law and
Psychiatry, 36, 326-332
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To support management of inmates with Major Mental Illness within correctional institutions,
England and Wales utilize In-Reach Teams to provide on-site specialized assessment and care.
These teams are modeled on community mental health teams that provide services on an
outpatient basis and are made up of an interprofessional team including psychiatric nurses,
medical staff, social workers, physicians and a forensic or general psychiatric leadership.91 The
most common forms of interventions practiced by these teams are cognitive behaviour therapy,
medication and medication education, and counselling.92
Located in London, HM Prison Holloway is a secure female correctional centre that serves some
of the most vulnerable female inmates within the correctional system.93 HM Prison Holloway
contains a 14 bed Mental Health Assessment Unit (MHAU).94 This unit acts as an intermediate
level of care for female inmates with mental illness providing a care setting between general
population and hospitalization within the NHS system95. Approximately 40% of inmates admitted
to the MHAU have a psychotic illness.96
The MHAU is staffed with an interprofessional team made up of a nurses, psychiatrist,
correctional officers, occupational therapists, and activities coordinators (therapy dogs are also
used in the MHAU).97 The MHAU aims to promote a relaxed, pleasant and peaceful environment,
providing female inmates with access to gardens and empathetic nursing staff.98 Female inmates
have access to various therapies and programs including Hearing Voices groups, art therapy, and
Dialectic Behaviour Therapy.99 Approximately 30% of female inmates (mostly those with psychotic
illnesses) require transfer to a hospital setting from the MHAU, (Central and North West London
NHS Foundation Trust provides services to meet the health care needs of MH Prison Holloway
inmates), with the remainder released to the community (approximately 40%) and general
population (approximately 30%).100
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Forrester, Andrew., et al., (2013). Variations in prison mental health services in England and Wales. International Journal of Law and
Psychiatry, 36, 326-332
92 HM Inspectorate of Prisons. (2007, October). The mental health of prisoners: A thematic review of the care and support of prisoners with
mental health needs. Retrieved from: https://www.rcpsych.ac.uk/pdf/TheMentalHealthPrisoners2007.pdf
93 Independent Monitoring Boards. (2014). Annual Report: HMP/YOI Holloway 2013). United Kingdom Ministry of Justice. Retrieved from:
https://www.justice.gov.uk/downloads/publications/corporate-reports/imb/annual-reports-2013/holloway-2013.pdf
94 Independent Monitoring Boards. (2012). Annual Report: HMP/YOI Holloway 2011). United Kingdom Ministry of Justice. Retrieved from:
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96 Central and North West London National Health Service Foundation Trust (2013, November). Mental Health Assessment Unit: HMP YPI
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Segregation in English and Welsh correctional facilities is used only when absolutely necessary;
for female inmates with Major Mental Illness, a decision to use segregation is generally decided
upon in consultation with a mental health provider. The general rule of thumb is dictates that if
a female inmate with Major Mental Illness has engaged in a behaviour requiring her to be
separated, she is likely sick enough to require specialized care within a health unit or hospital
setting. There is an understanding within the system that inmates with mental health issues are
particularly vulnerable, and that segregation can exacerbate symptoms and lead to additional
challenges. While segregation is used for some female inmates with mental illness they are
provided with access to exercise, showers, telephone, and other freedoms.101 Any prisoner placed
in segregation is required to be assessed by a health care staff member within two hours of
admission to identify any mental health concerns. This is aided by the use of a ‘Segregation Safety
Algorithm’ which is administered by a registered nurse to determine the prisoner’s mental
state.102
Summary and Analysis
Since the NHS assumed increasing policy, budgetary, and administration for healthcare for
prisoners in England and Wales between 2000 and 2006 standards of care and outcomes have
improved.103 104 Bringing inmate health into the domain of the NHS has allowed for additional NHS
resources to be applied towards this population. Health professionals working with inmate
populations receive NHS level compensation, likely aiding in the recruitment of healthcare
professionals to work within correctional settings.105,106 The additional funding brought by the
NHS has allowed for the recruitment of roughly 300 mental health nurses to staff the Mental
Health In-Reach Teams described above.107 An additional benefit described by this relationship is
the continuity of health care services to inmates once released from a correctional setting, as
community care also falls under the domain of the NHS.108 It should be noted that while it was
hoped that having the NHS assume responsibility for health care services in prisons would
facilitate a more seamless transition process from correctional facility to hospital for the most
acutely ill inmates (a result of the inmates belonging to a single, NHS network as opposed to two
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102 HM Inspectorate of Prisons. (2007, October). The mental health of prisoners: A thematic review of the care and support of prisoners with
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103 Hayton, Paul., & Boyington, John. (2006). Prison and Health Reforms in England and Wales. American Journal of Public Health, 96(10), 17301733.
104 Schizophrenia Society of Ontario. (2012). Provincial Correctional Responses to Individuals with Mental Illness in Ontario: A Review of
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independent networks), evidence suggests wait times for transfer to hospitals remain high for
mental health patients.109 The most recent assessment of HM Prison Holloway indicated that
roughly 61% of female inmates assessed as requiring care in a hospital for a mental health illness
in 2013 waited for more than five weeks.110
The shift towards a more therapeutic environment for female inmates with mental health issues
is a valuable lesson to learn from the correctional system of England and Wales. Providing a
positive environment, access to psychological therapies, and limiting the use of segregation are
viewed as positive steps towards an improved system of mental health care for female inmates.

Correctional Services of Canada
Jurisdictional Overview
Correctional Services of Canada (CSC) is responsible for administering prison terms of two years
or more. The provision of health care services to inmates in federal prisons is the responsibility of
Corrections Canada. This includes the delivery of mental health care.
Facility Structure
CSC operates five multilevel women’s institutions across the country, with one in each of CSC’s
five geographic regions, as well as a minimum-medium security healing lodge that offers programs
and services that consider and reflect the traditions and beliefs of Aboriginal peoples. 111 112
The provision of mental health services to Female inmates by CSC focuses on attempting to match
the right level of service intensity to an individual’s need. Female inmates who have mental health
needs, but do not require the hospital-level of care provided by CSC’s National Treatment Centres
(see below), have a range of supports and services available within CSC prisons. The mental health
care provided to female inmates in CSC prisons is dependent on their security level and need.
Where feasible, individuals with Major Mental Illness are cared for within the general population.
Those requiring more specialized service, such as those who require Dialectical Behavioural
Therapy, are housed and care for in units called Structured Living Environments (SLE). These are
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Salize, Hans Joachim., Drebing, Harald., & Kief, Christine. (2007). Mentally Disordered Persons in European Prison Systems – Needs,
Programmes and Outcomes (EUPRIS). Central Institute of Mental Health, Mannheim, Germany. Retrieved from:
http://ec.europa.eu/health/ph_projects/2004/action1/docs/action1_2004_frep_17_en.pdf
110 Independent Monitoring Boards. (2014). Annual Report: HMP/YOI Holloway 2013). United Kingdom Ministry of Justice. Retrieved from:
https://www.justice.gov.uk/downloads/publications/corporate-reports/imb/annual-reports-2013/holloway-2013.pdf
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Correctional Services Canada. (2015). Women’s Facilities. Retrieved from: http://www.csc-scc.gc.ca/women/002002-0002-eng.shtml#_2
112 Correctional Services Canada. (2015). Okimaw Ohci Healing Lodge for Aboriginal Women. Retrieved from: http://www.cscscc.gc.ca/institutions/001002-4007-eng.shtml
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generally intended for inmates who are classified as medium or minimum security, however
higher security inmates may be treated within the SLE if required.
Female inmates with Major Mental Illness who cannot be served within a multi-level institution
are cared for outside of the women’s prison and in one of CSC’s National Treatment Centres.
Service Delivery Model
Upon admission, inmates undergo a mental health screening as part of CSC’s intake process. This
process involves113:
 Immediate Needs Interview which is conducted with the inmate by correctional officers
within the first 24 hours. This is completed in the reception centre. When mental health
concerns are identified, referrals are made to the psychology department of the
institution.
 Intake health status assessment is conducted within the first 24 hours by a physical health
nurse. The mental health screening of this assessment can result in a referral to the
psychology department if required.
 Comprehensive nursing intake assessments are conducted within the first 14 days by a
nurse. The mental health screening component of this assessment can result in a referral
to the psychology department if required.
 Computerized Mental Health Intake Screening System test within the first 3-14 days by a
psychology staff member (i.e. mental health nurse, psychologist, psychology testing
assistant, etc.).
This assessment process can facilitate the early identification of mental health concerns and
subsequent access to services and assistance – including the development of a treatment plan.
The outcome of the assessment process can also influence the facility/area within a facility which
an inmate is housed in such as a Structured Living Environment in a correctional centre or at CSC’s
National Treatment Centre in Saskatoon, Saskatchewan which is the designated female facility
(see below for additional details).
Within the Structured Living Environment, female inmates are housed in a cottage-style setting
that attempts to replicate the normalcy of life outside of a correctional setting. The Structured
Living Environment (SLE), is similar in appearance to general population units and contains
elements to support a home-like environment including living areas, individual bedrooms (that
include inmate controlled locks), kitchen, den, washrooms, and program/office areas.114 Prisoners
are able to move freely within the SLE environment. A quiet room is available on-site for those
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who wish to have an alternate space outside of their room to decompress when feeling agitated.
Staff offices are incorporated into the SLE to maximize staff interactions with female inmates.
Programing for SLE units is “based on the establishment of a therapeutic environment that
adheres to and demonstrates the principles of good clinical practices and high quality care within
a treatment environment.”115 The model of care uses the practices of Dialectic Behaviour Therapy
and Psychosocial Rehabilitation to achieve appropriate program goals which are developed based
on the needs of individuals.116
Inmates with Major Mental Illness who cannot be cared for within the general population or SLE
receive care in one of CSC’s National Treatment Centres. Major Mental Illnesses are broadly
considered to be psychotic disorders as well as schizophrenia, bi-polar, and major depressive
disorders. However, it is generally the level of impairment associated with the illness that
determines the need to treat female offenders outside of a CSC women’s prison rather than the
diagnosis in and of itself. The Regional Psychiatric Centre in Saskatoon, Saskatchewan is a forensic
facility operated by CSC and is the preferred location for treating these high intensity inmates (it
is able to treat inmates on an involuntary basis if required); it includes a 20-bed female unit.
Inmates can also be accommodated at L’Institut Philippe-Pinel of Montreal through a contracted
arrangement with the forensic psychiatric hospital to provide mental health services117 or at the
Brockville Mental health Centre. A noted drawback to this approach is that female offenders may
end up a significant distance from their home communities should they require admission to a
National Treatment Centre. Technology-based solutions, such as video conferencing, are
increasingly becoming a viable option for facilitating family connections, especially between
mothers and their children.
Summary and Analysis
The strength of the CSC system of providing care to female offenders with Major Mental Illness is
the practice of assessing an individual’s care requirements and matching them to a setting that
will accommodate their needs. This helps to ensure that individuals receive an appropriate level
of care and that staff are able to provide care efficiently and effectively and manage female
offenders. The SLE enables female inmates who require specialized mental health services to be
cared for on-site, and ensures that they have easy access to the right services to promote recovery
and rehabilitation. It also de-stigmatizes and normalizes mental health by integrating it within an
existing infrastructure. The presence of specialized and dedicated mental health professionals
who work within the SLE and general population further contributes to an environment that is
more supportive and understanding of Major Mental Illness.
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CSC Correctional Officers employed in female facilities receive specific training to prepare them
in how to best support female inmates. They are required to demonstrate an interest in working
in a women’s centred environment and to participate in a two-week women’s centred training
program that includes education on intervention techniques to deescalate crisis situations.

Alberta Correctional Services
Jurisdictional Overview
Alberta’s Correctional Services manages eight adult correctional facilities for inmates sentenced
for two years or less. One minimum security facility adult centre is operated by an Aboriginal
organization.118 Alberta’s Ministry of Health administers health care services for the province’s
inmate population through Alberta Health Services, a province-wide, fully integrated health
system. Alberta Health Services has combined three primary health authorities, including the
Alberta Mental Health Board and the Alberta Alcohol and Drug Abuse Commission (AADAC).119
Facility Structure
Alberta does not operate any dedicated female correctional facilities. Female inmates are housed
in seven of the nine provincial facilities with none of these facilities having dedicated mental
health beds for female inmates. It was noted that the rationale for this is the logistical challenges
associated with a small overall female inmate population.
Service Delivery Model
Female inmates with mental illness are housed on the general population units of correctional
facilities. Attempts are made to house these inmates together to allow for more frequent checks
and interaction by mental health staff and correctional officers. Female inmates with mental
illness are checked on daily by the mental health staff. Female inmates with a mental illness can
be placed in segregation if the need arises, however, correctional officers are required to consult
with a mental health provider prior to placing such an inmate in segregation. Inmates in
segregation (with or without pre-identified/diagnosed mental illness) are required to receive a
daily check from a mental health provider.
Summary and Analysis
Mental health services, addictions services, and general health care services in Alberta’s
correctional facilities is provided by Alberta Health Services (AHS). It was indicated that this allows
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for staff to focus on their primary role in the facility – correctional staff can focus on safety, and
AHS staff can focus on the health care of inmates. A key learning from this relationship was the
need to ensure an open and transparent working relationship between health and
justice/correctional staff. Overall, comments from individuals who were interviewed as a part of
the jurisdictional review indicated that the care provided to inmates is better under the domain
of the AHS. Inmates are seen by mental health providers sooner, oversight of health care services
provided by physicians and nurses has improved, and access has improved as consults can be
leveraged from throughout the province.

BC Corrections
Jurisdictional Overview
BC Corrections provides correctional services and programs in British Columbia to individuals in
remand or serving a sentence of less than two years.120 BC Corrections manages nine correctional
centres. Since 2004 health care in provincial correctional centres has been contracted out by the
Ministry of Justice to a private health care provider, Sentry Correctional Health Services Inc.121
Two legislative acts guide the delivery of mental health services to offenders with mental illness
in British Columbia. The Mental Health Act provides for the voluntary and involuntary treatment
of offenders with mental illness, and authorizes that they may be held in a provincial mental
health facility for treatment.122 Their care and treatment is overseen by the Director of Mental
Health Services. The Forensic Psychiatry Act applies to offenders with mental illness who are
under the jurisdiction of the court or the provincial Review Board, pending a decision to
conditionally discharge or detain.123
British Columbia's Forensic Psychiatric Services Commission (FPSC), part of the Provincial Health
Services Authority (PHSA), is a health agency authorized by the Forensic Psychiatry Act and the BC
Mental Health Act to provide specialized hospital and community-based assessment, treatment
and clinical case management services for adults with mental illness who are in conflict with the
law.124 This provincial service is responsible for ensuring that forensic psychiatric patients have
access to quality care and services. The FPSC upholds that the advice and opinions provided by
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specialized teams of health professionals support the decisions made by the Review Board and
court authorities.125
Facility Structure
Female offenders who serve a custodial sentence will be housed in one of two facilities in BC: the
Alouette Correctional Centre for Women in Maple Ridge or the Prince George Regional
Correctional Centre, which houses both male and female inmates.126 Female inmates with Major
Mental Illness are primarily provided care within the Correctional Facility they are located in. The
exception to this is those individuals who require hospital-based treatment for an acute mental
health episode (e.g. suicidal ideation, self-harm, etc.). Correctional facilities have a health care
unit available for inmates, however there is not a specialized mental health unit within the
institution. Segregation is at times used as a ‘holding place’ for female inmates with Major Mental
Illness while they are awaiting a psychiatric assessment and/or transfer to an appropriate hospital.
Female inmates requiring transfer for an acute Mental Health episode are transferred, under a
temporary absence from the correctional facility, to The Forensic Psychiatry Hospital in suburban
Vancouver.
The hospital serves individuals transferred temporarily from correctional facilities to be assessed
or to receive treatment for a mental illness under the Mental Health Act. The 190 bed facility
consists of nine clinical units (5 secure, 3 closed and 1 open unit) and is located in an open parklike setting. The facility provides specialized clinical services, coupled with a range of vocational
and rehabilitative programs.127 This hospital also serves females with Major Mental Illness who
are found to be not criminally responsible, or who are deemed to be unfit to stand trial128. The
facility aims to restore a person’s ability to attend court proceedings and/or reintegrate patients
gradually and safely into the community.
In addition to the hospital, the Forensic Psychiatric Services Commission provides treatment,
assessment and support through regional programs coordinated by six community out-patient
clinics. These clinics are responsible for the supervision, monitoring and treatment of NCRMD
persons or deemed Unfit to Stand Trial, but granted a conditional discharge by the BC Review
Board.129 The clinics conduct pre-sentence psychiatric and psychological assessments, and
evaluate fitness to stand trial or criminal responsibility (NCRMD). Clinics are also responsible for
monitoring a person’s progress in treatment and ensuring that the person is adhering to the
conditions set out by the court or Review Board.130
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Service Delivery Model
Intake screening is used to identify inmates who have mental health needs, and to determine if
an individual is at risk as well as the type of treatment required. Upon intake to the female
correctional facility, all inmates undergo a health assessment that includes a mental health
screening. It was reported that BC Corrections uses the Jail Screening Assessment Tool (JSAT) to
identify and flag mental health concerns. The administration of mental health screening is
typically done through a psychiatrist student at the Masters level. Upon the identification of a
mental health issue, a referral is first made to the correctional facility’s general practitioner, who
in turn can make a referral to the facility’s visiting psychiatrist if required. For female inmates who
agree to treatment, medication can be provided as needed and the individual can be enrolled in
treatment programs offered by the facility. The individual will be housed in the General
Population Unit of the correctional facility. As noted above, segregation is used at times to
separate female inmates with Major Mental Illness from the General Population Unit. Female
inmates with Major Mental Illness requiring transfer to an acute mental health facility are served
at the Forensic Psychiatry Hospital. These inmates are granted a temporary absence from their
correctional facility and provided with the acute level mental health care required to stabilize
their condition (typically they are admitted for suicidal ideation/self-harm concerns). These
individuals generally have a length of stay of 1-2 months at the Forensic Psychiatry Hospital. The
focus is on stabilizing the inmate so that they can be transferred back to the correctional facility.
Emotional or addiction issues are not treated during this stay.
Treatment programs and services in correctional centres, clinics and hospitals are provided by
mental health professionals under the authority of the Director of Correctional Services.131 The
general practitioner of the facility in which a female inmate is located is the most responsible
provider, and is responsible for developing the individual’s care plan. Each correctional centre has
full-time mental health coordinators and correctional officers who can support the care plan. They
provide direct support to offenders with mental illness and assist the centre’s mental health
program team and corrections staff.
The Corrections Branch has partnered with social and health agencies to provide mental health
services and interventions. This includes liaising with mental health services staff from the
Forensic Psychiatric Services Commission to provide counseling, support and specialized
supervision.132 Correctional centres participate in community-based partnerships to provide
inmates with cognitive and employable skills and opportunities to give back to the community.133
Service programming at the Alouette Correctional Centre for Women has been designed from a
female-centric lens. It is a medium security facility that houses 104 units and focuses on three
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core programs for women: substance abuse management, emotions management, and
relationship skills for women.134 These programs are available to inmates with Major Mental
Illness.
The centre also has a Mother-Child Program that allows its inmates to keep their newborn babies
with them while they are remanded or sentenced. The program has been recognized as providing
social and health benefits to both the mother and child, as contact is critical for the development
of mother-baby relations and for the enhancement of parental capacity. 135 Moreover, separation,
particularly in the immediate post-partum period can lead to depression, suicidal ideation, and
substance abuse. As part of the program, mothers are provided with a nursery, kitchen and childbathing area, as well as child-friendly and age-appropriate toys and decorations.136
Recent collaborations between correctional facilities and community health and education
organizations, have enabled female inmates to access health and education programs that are
also available in the community.137 One such collaboration has resulted in the delivery of
therapeutic recreation, an intervention to increase functioning in any of six domains: social,
spiritual, cognitive, emotional, creative, or physical. This program is available to female inmates,
including those with mental health issues and is delivered using leisure and recreation programs
to teach skills, and build learning relationships. The goal of therapeutic recreation in correctional
facilities is to facilitate transformative learning and healing, and increase motivation for change.138
Summary and Analysis
The delivery of mental health services to inmates or offenders in British Columbia focuses on the
provision of assessment and treatment programs through a Commission model, whereby British
Columbia's Forensic Psychiatric Services Commission provides specialized hospital and
community-based assessment and treatment services for adults with mental health disorders
who are in conflict with the law. The emphasis is on screening and assessment ensuring that
persons with mental illness entering the correctional system are identified and provided with
specialized care. However, a concern raised with the delivery of health services by a private
contractor is that it encumbers the continuity of care for individuals who are regularly in and out
of custody. For example, it has been found that family physicians do not always receive discharge
summaries from the provincial correctional health system. This challenges best practices
pertaining to the continuity of care from the community, to the correctional centre, and back to
the community, to provide consistent care and seamless transitions.
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BC’s Alouette Correctional Centre has taken women’s needs into consideration in its Mother-Child
program. However, as the only major Centre for female inmates, women may be incarcerated far
from home and separated from their children. The effort to introduce collaborative programs
between community participants, such as therapeutic intervention, sheds light on the increasing
regard for providing quality care to female inmates with mental illness.

Ontario Ministry of Children and Youth Services
Jurisdictional Overview
In Ontario, youth aged 12 to 17 at the time of their offence are treated in a separate justice system
than adult offenders. The youth justice system recognises the different needs and necessary
supports for youths aged 12 to 17, and that these differ from the needs of adults. Since 2009, all
youth held in custody have been housed in dedicated youth facilities. The Roy McMurtry Youth
Centre (Roy McMurtry) in Brampton opened in 2009 and was specifically designed and built to
meet the needs of youth. While the Centre initially served both males and females, it currently
only serves males.
Facility Structure
The facility has the capacity to accommodate 160 males and 32 females on its campus style
layout139. Youth are housed in six ‘cottages’ (five male, one female) each divided into two separate
units. The campus includes separate male and female education centres, skills training building, a
common multi-faith centre, an administrative building (which includes visiting spaces, male and
female intakes, isolation spaces, and health care services), and recreational facilities incorporated
within the campus buildings and the centralized outdoor courtyard/sports field. The cottages each
contain two separate units. The units house 16 youth in individual rooms and also includes offices
for staff (such as social workers), a common area, quiet room, and a kitchen. The environmental
setting of the centre attempts to be a close to ‘normal life’ as possible. In addition to open space,
the walls are decorated, doors to rooms are wooden (which removes the banging of metal doors
on the units), and rooms have a desk, chair, and shelf in addition to the bed.
Service Delivery Model
Roy McMurtry uses a direct supervision approach to monitoring youth with a focus on building
positive interactions between staff and youth. To accomplish this successfully, the service delivery
model is built around an approach that emphasises the need to develop individual strategies and
care plans for youth. Staff members, which include a multidisciplinary team of correctional
officers and managers, psychologists, nurses, and recreation officers work to build trust and a
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Note: female youth are no longer housed at Roy McMurtry, however the infrastructure remains as described.
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sense of responsibility with the youth. Upon admission, youth undergo an intake assessment. For
females this involved searches, administrative ‘paperwork’, and a health screener which included
mental health components. During intake female inmates were given the opportunity to shower
and eat when necessary (this was seen as a helpful way to stabilize some young women–
especially those who may be homeless/coming directly from the street). The female assessment
unit is specifically designed as female-centric, with consideration given to maintaining privacy and
dignity.
The process for admitting males is similar, but due to the volume of intakes it is not common for
them to shower or eat directly in the intake area.
Following screening, youth are placed in one of the cottages that is dedicated to new admissions.
This cottage allows them to acclimatize to life at Roy McMurtry prior to being placed in another
more permanent cottage (based on their sentence, etc.). Youth spend roughly 7-10 days in this
cottage, allowing staff to complete all health and mental health screening and schedule specialist
consults as needed. The time also allows staff to determine the best cottage placement for the
youth following the 7-10 days.
When Roy McMurtry received female youth inmates, the first choice location for those with
mental illness was on a general unit within the female cottage. The ability for staff to manage
mental health on the unit was supported through dedicated training for staff working with female
youth which included an emphasis on trauma informed care, mental health, and crisis
intervention strategies (i.e. engaging with the youth to talk them down, placing them in their
room, or in the available quiet room, de-escalating a situation). It was noted by stakeholders that
the layout/physical environment of the unit as well as the operations within (engagement with
facility staff, physical layout, etc.) helped to support the management youth with mental illness
in the cottage units. The space provided youth with freedom of movement within the unit as they
were able to come and go from their room, access to the common space, engage with professional
staff in offices when needed, etc. When behavioural issues related to mental health issues were
experienced, and they could not be managed on the unit, females could be temporarily housed
in the medical facility. In cases when it was necessary to place an individual in the medical facility
for mental health related concerns, the first choice was to place them in a health care room, while
still providing freedom of movement within the health care unit (i.e. they could come out of the
room and engage with the staff). It should be noted that the health care room was structurally
similar to the general population rooms, the primary difference being a larger viewing window in
the door so that staff could observe the youth as necessary. Youth would be seen by health care
professionals as needed and transferred back to the unit as soon as possible, unless there was a
need to admit the individual to a Schedule 1 facility for involuntary assessment/treatment.
The culture within the facility emphasises a desire to work with youth to facilitate a successful
discharge and reintegration into the community. This approach was said to work best when staff
had an interest in working with youth and encouraged them to lead productive lives when
released. Staff working with female youth were trained in programming and expected to support
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the provision of programs to female youth. Stakeholders commented that many of the
programming and recreational activities provided to youth are not only run by correctional staff,
but are also suggested and developed by these staff members. Correctional staff often attempt
to share interests and hobbies (such as sewing, pottery, gardening, etc.) with youth to teach new
skills, recreational activities, or to encourage them to pick up new interests. It was reported that
this culture was generally promoted and encouraged by staff, as staff-led initiatives to positively
engage youth were supported by other staff.
Summary and Analysis
Throughout the site visits to Roy McMurtry, the importance of a supportive staff culture based on
working with youth and with females to build trust and support them in education, rehabilitation,
and recreation was seen as crucial to the success of the facility. It was noted that this did require
training around the culture (avoiding use of ‘jail type language’, trauma informed care, etc.),
communication from facility leadership to clearly define and support this culture, and embedding
aspects of the culture into performance evaluation. Stakeholders consulted with during the site
visits were very positive towards how services and care were provided to female youth at Roy
McMurtry. However, it should be noted that this model of care was viewed as very resource
intensive. Correctional staff, clinical/medical staff, and recreational/programing staff levels were
all said to be high. This was confirmed through stakeholders within both the Ministry of Children
and Youth Services and Ministry of Community Safety and Correctional Services who agreed that
the staffing levels at Roy McMurtry are higher than at adult correctional facilities. Youth facilities
also have additional educational resources given the mandated requirement to provide school
services to youth under 18.
Roy McMurtry provides a good example of a correctional facility setup and is staffed in a way that
supports individuals with mental illness. The facility allows for positive interaction with engaged
and supportive staff, access to programming, and a therapeutic milieu that helps to manage and
prevent maladaptive behaviours associated with Major Mental Illness.
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7.3 Summary of Key Findings from Jurisdictional Review
The following table provides a summary of the key takeaways from this section
Jurisdictional Review Key Takeaways
Facility Structure
 In the jurisdictions reviewed, female inmates with Major Mental Illness who require
hospitalization (i.e. acute level mental health care services) are treated outside of
‘correctional’ facilities. Inmates are transferred from their correctional setting to a
hospital setting for treatment. There was a mixture of ‘ownership’ for these hospitals
between the justice/correctional department and health authority of the jurisdictions.
 There was no observed female-only hospital treatment facility (i.e. a facility comparable
to a schedule 1 Ontario hospital) in the jurisdictions reviewed. The jurisdictions provide
this level of care at the same facility for both men and women, albeit in separate
units/wings.
Service Delivery Model and Core Processes
 There was not a consistent approach in how the jurisdictions reviewed provided care. In
some cases (England and Wales, Alberta) the Provincial or National Health Service is
responsible for the delivery of all mental health care services. In others (Canada, British
Columbia) there were more clear divides between the responsibilities of correctional and
health departments with health departments’ only responsible when involuntary
treatment is required. New South Wales appeared to have an approach with greater
health and correctional department integration.
 It was suggested, although evidence to support claims was not identified, that a greater
integration between corrections and health departments can result in benefits such as:
improved coordination/transitions of clients between correctional and health settings,
improved access to training and development, more highly trained staff, and improved
ease for recruiting mental health professionals.
 A number of the jurisdictions reviewed have implemented a graduated model of care or
clustering of care that attempts to place an individual in a care setting that can provide
an intensity of care that matches their needs. However, it has been suggested that those
jurisdictions without a step-down or stabilization unit may be over-reliant on the use of
segregation for individuals with Major Mental Illness.
Foundational Principles
 The use of an interprofessional team was seen in all jurisdictions reviewed. This included
mental health professionals with the right skills that go beyond a medical model. The skill
set is an important consideration for the Ministry as it will be important to ensure that
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Jurisdictional Review Key Takeaways
female inmates with Major Mental Illness are provided with the ‘non-medical’ support
they require (i.e. discharge planning).
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8. Service Delivery Model and Facility Options
8.1 Overview
This section outlines future options for The Ministry of Community Safety and Correctional
Services to consider in moving forward with improving services for female inmates with Major
Mental Illness. Future state options include:
1. Facility Options – Options related to the structure, and location/proximity of facilities to
best serve female inmates with Major Mental Illness.
2. Service Delivery Model Options – Specific models of service delivery for female inmates
with Major Mental Illness including the provision of care and transition of inmates
through the correctional/health system.
It is important to note the relationship, and differences, between these two types of options.
Through consultations, stakeholders and subject matter experts clearly expressed the importance
of developing a successful Service Delivery Model as a priority over the Facility Option (for
example, stand-alone treatment facilities, embedded mental health units within correctional
institutions, or other similar options). This concept of having the Service Delivery Model take
priority over, and drive decisions on Facility Options was indirectly reinforced through the
literature review where we saw that there was little research on types of facilities, and extensive
research on the components of a Service Delivery Model.
In light of this, the presentation of the Options, as well as the recommendations, which can be
found in Section 10 are structured to focus on the Service Delivery Model Options. Two
overarching Service Delivery Model Options are provided – one that is based on a Full Graduated
model of care and one that is based on a Partial Graduated model of care.
The Full Graduated and Partial Graduated Service Delivery Models are built upon three elements:
Foundational Principles, Core Processes, and Model Components. Foundational Principles and
Core Processes are consistent across both Service Delivery Model Options. The Model
Components differ between the two Service Delivery Models:
 Foundational Principles: Foundational Principles are the underpinnings of the
overarching Service Delivery Model Options. They promote a necessary shift in culture of
correctional institutions. Namely, these Principles support an approach to care of female
inmates with Major Mental Illness that is therapeutic and recovery-based. These
Principles underpin both Model Options and are critical to better serving female inmates
with Major Mental Illness.
 Core Processes: Core Processes build on the Foundational Principles. They represent the
key processes to be carried out by correctional facilities staff and include actions and
activities that support improved care for female inmates with Major Mental Illness. The
Core Processes are foundational to both the Full Graduated and Partial Graduated Service
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Delivery Models. Without the Core Processes, the overarching Service Delivery Model is
less likely to be successful.
Model Components: Model Components
are the specific building-blocks of the two
Service Delivery Model Options. The Model
Components represent the units/care
settings within which the Full Graduated
Model and Partial Graduated Model are
carried out.
The Model Components
include:
General
Population
Unit,
Stabilization Unit, Step-Down Unit, and
Alternate Setting for the highest intensity of
care. The General Population, Stabilization
Unit and Alternate Setting are embedded
within both the Full Graduated and Partial
Graduated Models. The Step-Down Unit is
only found in the Full Graduated Model.
Model Components are closely tied to the The Foundational Principles & Core Processes are consistent
across both Model Options.
Facility Options, which consider where these
Components could be implemented.

The following subsections (8.2-8.4) provide more detail on the Foundational Principles, Core
Processes and Model Component Options that are embedded within the Full Graduated and
Partial Graduated Service Delivery Models. The Model Component Options are presented along
with the Facility Options, which include consideration for implementation in all existing and new
facilities, select facilities (which could include existing and/or new facilities), or a stand-alone
treatment centre. Alternate Setting Facility Options include a Forensic Hospital and a Ministry
stand-alone Schedule 1 Treatment Facility (in partnership with a Forensic Hospital).
Specific pros and cons have been identified for both the Full Graduated and Partial Graduated
Service Delivery Models based primarily on where the Service Delivery Model is implemented. It
is our position that the priority should be on selecting and fully developing the preferred Service
Delivery Option first. This is not meant to diminish the importance of identifying an appropriate
Facility Structure Option for the secure treatment of female inmates with Major Mental Illness,
but reiterates stakeholder and literature review findings that facility considerations should not
drive or dictate service delivery model components.
Note that the Service Delivery Models, including Foundational Principles, Core Processes and
Model Components are meant to apply to both the remanded and sentenced populations across
all custodial classifications.
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8.2 Foundational Principles
The Foundational Principles described below are central to both Service Delivery Models Options,
regardless of the Facility Option. The Foundational Principles have been developed based on
findings from the stakeholder engagement (including site visits), literature review and
jurisdictional review. The Foundational Principles have been developed using a culturallysensitive lens premised on the understanding that female inmates with Major Mental Illness
represent a diversity of cultures as well as cognitive and developmental abilities. Subsequently,
the Foundational Principles take into consideration gender-sensitive approaches and best
practices. Implementation of these Foundational Principles is seen as being critical to the success
of each Service Delivery Model and Facility Option as they promote a shift in the intuitional
culture towards an approach that is therapeutic and focused on recovery.
Informally, institutional culture will govern the nature, and ultimately outcomes of actions and
decisions regarding female inmates with Major Mental Illness. The organizational culture within
female correctional facilities must align to the objectives and goals of providing a high-quality
level of care in addition to ensuring control and custody.
Within the current state, the correctional culture is focused on containment and control. To
effectively meet the needs of female inmates experiencing Major Mental Illness, the culture
should be one that is trauma-informed and focused on recovery and rehabilitation. The overall
culture among staff should develop and emphasize positive and professional staff-inmate
interactions that recognize and are sensitive to the unique experiences of women and of inmates
with Major Mental Illness. Staff should feel comfortable and safe enough to engage in continual
constructive criticism and to ask how interactions with inmates could have been better or if
there is a different way to engage with an inmate. By building a culture of quality care that
emphasizes openness and communication, while ensuring safety and security, inmate care will
be greatly enhanced. The Foundational Principles outlined below will contribute to this shift in
culture.
The Foundational Principles apply across all custodial classifications and to both remand and
sentenced female inmates with Major Mental Illness.
Given the findings from the literature review and jurisdictional scan, it is expected that, in and of
themselves, the establishment of the Foundational Principles within correctional facilities will
reduce the incidence of maladaptive behaviours associated with Major Mental Illness.
The following Foundational Principles should be considered for implementation regardless of the
Service Delivery Model or Facility Option chosen by the Ministry:
1. Ensure that the right mixture of staff resources are available and used appropriately.
2. Provide female-specific mental health training and professional development to all staff.
3. Establish a lived environment that promotes a therapeutic environment.
4. Reframe, repurpose, and rename segregation as a temporary part of a continuum of care.
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5. Establish rehabilitative and educational programming to support reintegration.
Descriptions of each of the Foundational Principles are outlined below. The rationale for the
Foundational Principles as well as the considerations for implementation are provided.

1. Ensure that the right mixture of staff resources are available and used appropriately
It is important to have the right ratio of mental health providers, general health care providers,
and correctional officers based on the selected Service Delivery Model and Facility Option.
Mental health providers could include psychiatrists, psychologists, mental health nurses, social
workers, behavioural therapists, or others who are specially trained to identify and/or provide
mental health services.
The ratio of mental and general health care providers may be dependent on the specific facility,
the actual or anticipated number of female inmates with Major Mental Illness, resource
availability and resource cost.
This Foundational Principle is based on an understanding that a successful Service Delivery
Model relies on having ready access to the appropriate type of staff responsible for providing
care to female inmates with Major Mental Illness. It also recognizes that mental health providers
are best equipped to respond to the needs and care of female inmates with Major Mental Illness.
Consideration should be given to having mental health providers involved in assessment, care
planning, and decision making regarding the care of female inmates with Major Mental Illness,
including decisions to implement more restrictive measures.
The primary role of correctional staff as it relates to the care of female inmates with Major
Mental Illness is primarily to provide security and to support and aid mental health providers on
an as needed basis. When appropriately trained (see Foundational Principle below), correctional
officers could have a more prominent role in the delivery of services; this heightened role is best
suited to a direct supervision model, where correctional officers will have an opportunity to build
relationships with female inmates with Major Mental Illness. Regardless of the supervision
model, the Ministry may wish to consider matching female inmates with Major Mental Illness to
a correctional officer that will oversee their care when on shift. This dynamic provides
consistency in care and fosters the development of a relationship that will facilitate better
communication and knowledge of inmates; this will in turn support early detection of any
changes in the individual’s mental well-being, and promote prevention and early de-escalation.
Ideally, staff should be screened to ensure a proper fit. Staff should show a demonstration of
ability or desire to work from a female-centric, trauma informed framework, and should be
supportive of creating and working within a culture that is different to that which has been
traditionally employed within the correctional system.
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The following table provides the rationale for Foundational Principle #1 based on
findings from the Stakeholder Engagement, Literature Review and Jurisdictional Scan.
Foundational Principle #1
Ensure that the right mixture of staff resources are available and used appropriately
Rationale

Supporting evidence was observed in:
Stakeholder
Literature
Jurisdictional
Engagement
Review
Scan

 Mental health providers should be a core part
of the care team for female inmates with
Major Mental Illness







 The specialized skills provided by mental
health providers are necessary for
appropriate assessment and care planning







 Correctional officers are uniquely positioned
to identify any changes in behaviours in
inmates (with Major Mental Illness) given
their regular interaction and proximity to
inmates







 Staff working with female inmates with
Major Mental Illness must support the
philosophy of female centric and trauma
informed care





2. Provide female specific mental health training and professional development to all staff
Training around mental health, specific mental health issues, understanding of female-specific
considerations, and practical support for working with female inmates with Major Mental Illness
is seen as being beneficial for all Ministry staff working with female inmates within correctional
facilities.
Correctional staff will benefit from training that is comprehensive and gender informed and that
focuses on building skills for engaging inmates in a positive manner, prevention of maladaptive
behaviours associated with Major Mental Illness, problem-solving, de-escalation (including
management of self-harm), positive physical contact, and verbal engagement with inmates.
To support implementation of appropriate programming for female inmates with Major Mental
Illness, training could also be provided to support mental health providers and correctional
officers in delivering rehabilitative programming that contributes to women’s social and
personal adjustment.
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Training is seen as being most successful when it is ongoing and incorporated into staff
performance evaluations to support accountability.

The following table provides the rationale for Foundational Principle #2 based on
findings from the Stakeholder Engagement, Literature Review and Jurisdictional Scan.
Foundational Principle #2
Provide female specific mental health training and professional development to all staff
Supporting evidence was observed in:

Rationale

Stakeholder
Engagement

Literature
Review

 There is an identified need for
comprehensive training to understand and
respond to female inmates with Major
Mental Illness





 Training specific to working with individuals
with Major Mental Illness has been shown to
increase confidence of staff and improve
interactions with inmates with Major Mental
Illness





 The needs of female inmates are different
than those of men and should be recognized
so that responses and reactions to
behaviours associated with Major Mental
Illness are appropriate





 Training is essential to shift the
organizational culture to one that recognizes
the unique needs of female inmates with
Major Mental Illness





Jurisdictional
Scan





3. Establish a lived environment that promotes a therapeutic environment
Ideally, all facilities housing female inmates should promote a therapeutic environment,
regardless of the prevalence of Major Mental Illness. Having an environment that promotes a
therapeutic milieu can support all female inmates to maintain mental health and can reduce
aggression and violence (and subsequently the need for segregation). Specifically,
considerations for the lived environment include:


Maximizing the amount of natural lighting, fresh air, and access to windows to promote
overall wellness. Greater amounts of natural lighting has been seen to have a positive
impact on reducing depression and stress levels.
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Selecting décor, wall, and floor colours that promote a therapeutic environment. While
no specific evidence was found in the literature to support a specific colour, it was
suggested in the literature and jurisdictional review that softer, “non-institutional”
colours can be beneficial.



To the greatest extent possible, offering a home-like environment within the General
Population Units of female correctional centres. This could include shared kitchen and
laundry facilities, opportunities for female inmates to prepare their own meals, the
distribution of ‘household chores’ among inmates, and other design considerations and
activities to promote higher ability to function independently upon release.



Opportunities to move freely in and out of one’s living environment, including having
control over locking one’s own living unit.



Communal space to encourage positive interaction among inmates. This could be used
for programming.



Privacy elements so that female inmates can maintain dignity.



A Quiet Room to support de-escalation of behaviours associated with Major Mental
Illness. A Quiet Room is a designated space that is designed to calm an individual who
may be agitated or stressed. Designed in such a way that it could be duplicated at home,
a Quiet Room promotes self-regulation by providing a physically comfortable and private
surrounding.



Sensory Equipment to support de-escalation of behaviours associated with Major Mental
Illness. Sensory equipment could be included within a Quiet Room or can be more mobile
in nature. Sensory equipment blends different sights, sounds, textures, aromas and
motion to help soothe the senses and promote relaxation. Sensory Equipment can include
specialized equipment such as bubble tubes, fiber optics, weighted items and rockers. It
may also include calming music, supportive videos, games, and visual stimuli.

It is recognized that there will be inmates that require high security. The lived environment
features described above could still apply to the extent feasible, but may need to be adapted.
For example, higher security inmates could still move in and out of their living unit and within
their secured living environment. Access to activities and programming may need to be
scheduled differently to control interactions with other inmates.
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The following table provides the rationale for Foundational Principle #4 based on
findings from the Stakeholder Engagement, Literature Review and Jurisdictional Scan.
Foundational Principle #3
Establish a lived environment that promotes a therapeutic environment
Supporting evidence was observed in:

Rationale

Stakeholder
Engagement

Literature
Review

 The design of the lived environment can
impact mental well-being even among those
individuals who do not have a history of
Major Mental Illness.





 A poorly designed lived environment can
contribute to the onset of and / or
exacerbate mental health issues including
aggression.





 A well designed lived environment can
minimize the occurrence of aggressive and
other maladaptive behaviours and decrease
the need for seclusion and restraints.





 More open and flexible environments where
individuals with Major Mental Illness have
more control can support rehabilitation.





 Comfort rooms and sensory rooms /
equipment can support de-escalation and
result in a decreased need for seclusion and
restraints.





Jurisdictional
Scan





4. Reframe, repurpose, and rename segregation as a temporary part of a continuum of care
In line with the culture shift in female correctional facilities, consideration should be given to
transitioning away from the use of segregation as it is used within the current state. Rather than
traditional segregation, Crisis Space could be provided as a short-term security measure for a
female inmate following the occurrence of maladaptive behaviours that could be associated
with Major Mental Illness; this may include self-harming behaviour. A Crisis Space is a
repurposed Segregation that allows for a female inmate to be closely monitored until they can
be assessed for Major Mental Illness, and subsequently placed in the most appropriate setting
to meet their care needs.
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The use of the Crisis Space is considered a last resort in a continuum of care, with efforts focusing
on de-escalating behaviours using tools that are inherent within the Foundational Principles (i.e.,
contact intervention, Quiet Room, Sensory Equipment).
The Crisis Space concept is founded on the assumption that mental health providers will be
engaged as quickly as possible to conduct an assessment when a maladaptive behaviour
presents itself, and will be involved in decisions regarding how the care of the inmate is
managed.
The Crisis Space is envisioned as an environment that is supportive, allowing for some freedom
of movement within a protected space, social interaction to the degree feasible, and
participation in programming or activities.

The following table provides the rationale for Foundational Principle #4 based on
findings from the Stakeholder Engagement, Literature Review and Jurisdictional Scan.
Foundational Principle #4
Reframe, repurpose, and rename segregation as a temporary part of a continuum of care
Supporting evidence was observed in:

Rationale

Stakeholder
Engagement

Literature
Review

 Segregation can lead to and / or increase the
presence of maladaptive behaviours
associated with Major Mental Illness





 Segregation is contrary to a trauma-informed
rehabilitative lens and can inflict additional
trauma for females who have lived
experiences that include confinement and
coercion





 The implementation of the other
Foundational Principles detailed here (as well
as the Core Processes outlined in the next
section) is expected to decrease the
incidence of negative behaviours, thereby
reducing the need for traditional segregation.





 De-escalation measures can reduce the
incidence of maladaptive behaviours and
need for segregation





Jurisdictional
Scan



5. Establish rehabilitative and educational programming to support reintegration
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Access to educational and rehabilitative programs can contribute to the personal and social
adjustment and recovery of female inmates, including those with Major Mental Illness. Programs
should be gender and culturally sensitive, and should be applicable to a range of cognitive and
developmental abilities. Integrating Aboriginal best practices into programming and design
where relevant is key in ensuring programs are personalized and relevant to each female inmate.
Regardless of classification or whether the inmate is remanded or sentenced, all female inmates
with Major Mental Illness can benefit from and should be encouraged to participate in programs.
In cases where an individual’s personal safety or mental health needs impede active participation
or integration, alternative programs or schedules could be developed so that mental health
services, activity and movement can continue to be provided. Participation in programming may
be based on the individual’s relational and mental health needs, and should ideally be decided in
collaboration with the inmate.
Consideration should be given to designing programming around the following principles:


Rehabilitative: A range of trauma-informed mental health treatment programs and
adjunct services that provide psychological support and opportunities for rehabilitation.
The provision of rehabilitative programming is essential for alleviating symptoms
(including self-injury), enhancing recovery and well-being, and promoting active
participation in productive activities.



Self-improvement: counseling and therapy programs that provide opportunities for
female inmates with Major Mental Illness to obtain a sense of self-awareness and
understanding of their personal behaviours and needs.



Educational: Training programs, activities and services that provide female inmates with
various skills, or schooling, and prepare individuals for safe integration into community
environments.

The following table provides the rationale for Foundational Principle #5 based on
findings from the Stakeholder Engagement, Literature Review and Jurisdictional Scan.
Foundational Principle #5
Establish rehabilitative and educational programming to support reintegration
Supporting evidence was observed in:

Rationale
 Programming is a key component of recovery
and rehabilitation
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8.3 Core Processes
A number of Core Processes have been identified for consideration across both Service Delivery
Model Options. These Core Processes build on the Foundational Principles to ensure female
inmates who experience Major Mental Illness receive the services they require.
The Core Processes are based on leading practices as identified through the literature review,
jurisdictional review, and input from mental health and corrections experts. As with the
Foundational Principles, the literature suggests that implementation of the Core Processes in and
of themselves will improve care and lead to a decrease in the occurrence of maladaptive
behaviours associated with Major Mental Illness.
The following Core Processes should be considered for implementation regardless of the Service
Delivery Model or Facility Option chosen by the Ministry:
1. Upon admission, assessment of all female inmates by a mental health provider.
2. Development of a comprehensive care plan.
3. Regular assessment and review of care plans.
4. Regular interprofessional team meetings for ongoing assessment and care planning.
5. Intervention by an interprofessional team member following an episode that may require
an inmate to be separated from their current care setting.
Descriptions of each of the Core Processes are outlined below. The rationale for the Core Process
as well as the considerations for implementation are provided.

1. Upon admission, assessment of all female inmates by a mental health provider
Screening for mental health risk and history is considered best practice in correctional facilities
and should be applied consistently for all inmates – both sentenced and remanded.
While it is important that screening and assessment efforts identify safety concerns and the
likelihood of violence towards others they should also include clinical components to assess
individual mental health concerns and needs. It is understood that the Ministry of Community
Safety and Correctional Services is currently refreshing the tools/processes used to screen and
assess inmates for mental illness.
Assessments are ideally performed by a mental health provider (i.e., a mental health nurse). As
suggested in the Public Remedies Document, inmates who screen positive for a mental health
issue should receive a more comprehensive assessment. While the Public Remedies Document
specifically states that this should be conducted by a physician, the stakeholder engagement,
literature review and jurisdictional review suggest that other mental health providers (i.e.,
psychologist, social worker) may be best suited to conduct this comprehensive assessment.
At a minimum, the assessment should include:
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Identifying the inmate’s psychosocial, medical, and behavioural needs and strengths
Describing the inmate’s behavioural health and the impact on their ability to function
Identifying the inmate’s motivation and capacity for treatment

The outcomes of the assessment will provide the core information necessary to develop a Care
Plan for the inmate.

The following table provides the rationale for Core Process #1based on findings from
the Stakeholder Engagement, Literature Review and Jurisdictional Scan.
Core Process #1
Upon admission, assessment of all female inmates by a mental health professional upon
admission
Supporting evidence was observed in:

Rationale

Stakeholder
Engagement

Literature
Review

Jurisdictional
Scan

 A comprehensive assessment is critical for
identifying mental health issues and
establishing care plans that support
prevention of maladaptive behaviours







 Mental health providers are best equipped to
conduct comprehensive assessments







 Assessment allows for informed decisions to
be made regarding an individual’s placement
and care within the correctional facility







2. Development of a comprehensive care plan
Ideally, all inmates would receive a care plan regardless of whether or not they have been
identified as having a Major Mental Illness; however, recognizing the operational realities
inherent in this, consideration should be given to starting with comprehensive care planning for
all female inmates who experience Major Mental Illness. Care plans should identify the shortand long-term needs and goals of the inmate and build on past successes and failures in serving
the individual. Ideally, care plans should be initiated by a mental health provider and should
include input from the inmate and interprofessional team members. Interprofessional team
members could include mental health providers, correctional staff, teachers, program staff,
community providers, etc. Care plans should include:
 Living unit options (i.e. which unit the inmate will be placed or housed in)
 Medical care needs
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Behavioural health services and how to respond to behavioural issues (i.e. triggers, deescalation techniques)
Programs and services
Medication management
Dietary needs

Care plans should make reference to and be inclusive of specific cultural considerations (e.g.,
Aboriginal, religious, etc.) as well as other factors that may impact on the care experience (e.g.,
LGBQT, immigrant, etc.). To the greatest extent possible, community providers should be
involved in care planning, especially around transition considerations. If possible, community
providers should be engaged in the care plan prior to discharge to develop a continuity of
care/service provider for the inmate.

The following table provides the rationale for Core Process #2 based on findings from
the Stakeholder Engagement, Literature Review and Jurisdictional Scan.
Core Process #2
Development of comprehensive care plan
Supporting evidence was observed in:

Rationale

Stakeholder
Engagement

Literature
Review

 Care plans provide a clear protocol for
preventing and responding to maladaptive
behaviours, enabling staff to feel more
confident and to respond more effectively





 Care plans and transition plans support more
effective discharge planning and help to
reduce the risk of recidivism / readmission





Jurisdictional
Scan

3. Regular assessment and review of care plans
Ongoing assessment and review of the care plans is critical to ensure that it remains up-to-date
and relevant. The care plan should identify the frequency for which reviews should be completed.
When needed, the interprofessional team should revise the care plan. Inmates should be
involved in the review of their own care plan to promote a sense of ownership and understanding
among the inmate around the objectives, expected outcomes, and activities associated with the
care plan.
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Reviewing the care plan with the inmate should provide them with an understanding of expected
behaviours and the benefits that may result from positive progression towards the care plan
goals.

The following table provides the rationale for Core Process #3 based on findings from
the Stakeholder Engagement, Literature Review and Jurisdictional Scan.
Core Process #3
Regular assessment and review of care plans
Supporting evidence was observed in:

Rationale
 To remain relevant, care plans should be
updated regularly

Stakeholder
Engagement



Literature
Review

Jurisdictional
Scan



4. Regular interprofessional team meetings for ongoing assessment and care planning
Regular meetings of the interprofessional team providing care to female inmates with Major
Mental Illness meet supports ongoing assessment and care plan. Team meetings enable the
interprofessional team to review inmate care plans, discuss concerns, and share information
regarding female inmates. Regular (i.e. weekly) team meetings:
 Provide an opportunity for all team members to contribute to the care plan
 Allow team members to ask questions and provide clarifications regarding care plan
elements and/or about the inmate
 Ensure ownership is taken for all tasks/activities outlined in the care plan and allow for
updates on their progress
 Provide summaries of therapy/programming progress
 Identify the need for any updates/revisions to the care plan
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The following table provides the rationale for Core Process #4 based on findings from
the Stakeholder Engagement, Literature Review and Jurisdictional Scan.
Core Process #4
Regular interprofessional team meetings for ongoing assessment and care planning
Supporting evidence was observed in:

Rationale

Stakeholder
Engagement

Literature
Review

 Ongoing assessment and care planning
should be an interprofessional team effort





 Formalized meetings for sharing information
support better assessment, care planning,
and overall care





Jurisdictional
Scan

5. Intervention by an interprofessional team member following an episode that may require
an inmate to be separated from their current care setting
As noted in the Foundational Principles, the use of a Crisis Space is discouraged where possible
and should only be used as a last resort along a continuum of care. Upon presentation of a
behaviour that may require an individual to be separated from their current care setting,
assessment by a mental health provider should be considered. It is recognized that in this
circumstance, the individual may need to be placed temporarily in a safe space, such as the Crisis
Space, until the assessment can take place. Assessment should ideally take place within 24 hours.
Prior to any decision regarding placement of an inmate who is exhibiting behaviours that may
require that they be separated, strategies to de-escalate the situation should be employed by
the correctional staff and/or mental health professional (i.e. contact intervention, use of quiet
room, use of sensory room or equipment, etc.).
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The following table provides the rationale for Core Process #5 based on findings from
the Stakeholder Engagement, Literature Review and Jurisdictional Scan.
Core Process #5
Intervention by an interprofessional team member following an episode that
may require an inmate to be separated from their current care setting
Supporting evidence was observed in:

Rationale
 Effective implementation of de-escalation
techniques can minimize the maladaptive
behaviour and reduce the need for
segregation
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8.4 Model Components
Building on the Core Processes, two overarching Service Delivery Model Options have been
developed for consideration by the Ministry – the Full Graduated Model and the Partial Graduated
Model. These Options are both based on a graduated approach that is designed to provide a range
of care settings to match the intensity of service to individual care needs, while enabling the
individual to stay in place to the degree possible. The Options have been developed based on
findings from the stakeholder engagement, literature review, jurisdictional review, and inputs
from mental health subject matter experts. Both Service Delivery Models operate under the
assumption that the Foundational Principles and Core Processes have been implemented. While
these Service Delivery Models could exists without the Foundational Principles and Core
Processes, the level of success would be impacted.
Across the two Service Delivery Options there are a total of four Model Components that
represent the types of units within which a female inmate with Major Mental Illness may be
housed and receive care. The Model Components include General Population, Stabilization Unit,
Step-Down Unit and Alternate Setting for high intensity care. The Model Options range in intensity
of services and care provided to female inmates with Major Mental Illness. The General
Population Unit would provide the lowest intensity of Mental Health Care while the Alternate
Setting would be only for those inmates who cannot be managed within a Ministry correctional
facility and require specialized care. Both overarching Service Delivery Models include General
Population, Stabilization, and Alternate Setting. The primary difference in the two Service Delivery
Model Options is the presence of a Step-Down Unit in the Full Graduated Model. Both models are
based on the premise that the ultimate goal is to return the inmate to General Population.
The Stabilization and Step-Down Units, as per the diagram below, could be carried out in one of
three Facility Options; The Alternate Setting could be carried out in one of two Facility Options.
An analysis of the two Service Delivery Models can be found in Table 2.
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Figure 2 - Foundational Principles, Core Processes, and Service Delivery Model Components

The Stand-Alone Treatment Facility is envisioned as being similar to the Ontario Correctional
Institute, which provides specialized voluntary (non-Schedule 1) treatment. The Schedule 1
Treatment Facility is envisioned as being similar to St. Lawrence Valley Correctional and
Treatment Centre, providing voluntary and involuntary care in partnership with a Forensic
Hospital. Both Facility Options could employ the Full or Partial Graduated Service Delivery Model
to enable inmates to stay in place. Both Facility Options could be implemented within existing
facilities that are currently owned and operated by the Ministry or purchased from other
Ministries and repurposed. This may require renovations or adding on to these existing facilities.
Both overarching Service Delivery Models and all Facility Structure Options are meant to serve
all female inmates with Major Mental Illness regardless of their cultural background or gender
identification. Although some stakeholders suggested that consideration be given to developing
a separate facility for Aboriginal female inmates with Major Mental Illness, this has not been
addressed within this report as it is out of scope. Should the Ministry wish to explore this,
consideration will need to be given to the feasibility given critical mass. It should be noted that
although no separate option is provided for the Aboriginal community, all facilities should
consider how they could be more culturally sensitive – in design, programming, and staffing.
An overview of the Model Components that serve as the building blocks for the overarching
Service Delivery Models is provided in Table 1 below. More detailed descriptions are provided in
Appendix 3: Description of Service Delivery Model Components.
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The table below provides an overview of the Model Components, and identifies the Facility Options in which these might be implemented.
Table 1: Model Components

Component

Brief Overview and Objectives

General Population

Ideally, all inmates with Major Mental Illness will be served within the
General Population. With the Foundational Principles and Core
Processes in place, it is expected that the need for the specialized
mental health units that are a part of the graduated Service Delivery
Model will decrease.

Full
Graduated
Model

Partial
Graduated
Model

Facility Option





All Facilities





All Facilities

When maladaptive behaviour occurs, all attempts to de-escalate will be
made. If de-escalation is not successful female inmates will be placed
in the Crisis Unit, where they will undergo an assessment to determine
the most appropriate placement.
The Stabilization Unit is intended to meet the need of female inmates
with Major Mental Illness who require intensive mental health
services, including those who may be exhibiting self-harming
behaviour.

Stabilization Unit

Inmates are expected to have access to programs and services,
however their interaction with other inmates will be limited and they
will have a high level of supervision.
The goal of this unit is to stabilize female inmates with Major Mental
Illness so that they can re-integrate into the General Population.
Within the Full Graduated Model, it is expected that female inmates
with Major Mental Illness may re-integrate into the General
Population via the Step-Down Unit. Within the Partial Graduated
Model, inmates would re-integrate directly into the General
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Component

Full
Graduated
Model

Brief Overview and Objectives

Partial
Graduated
Model

Population. Inmates transition out of the Stabilization Unit by
demonstrating readiness to interact with other inmates.

Step-Down Unit

The Step-Down Unit is intended to meet the needs of female inmates
with Major Mental Illness who require specialized mental health
services that cannot be met within the General Population. The StepDown Unit is intended for inmates who are not considered a danger
to themselves or to others. While there are higher levels of
supervision than in the General Population, the intensity is less than
that in the Stabilization Unit.

Facility Option

Stand-Alone
Treatment
Centre



The goal of this unit is to provide a gradual transition from the
Stabilization Unit to enable female inmates to successfully reintegrate into the General Population.
Inmates whose needs cannot be met within the General Population,
Stabilization, or Step-Down Unit will be assessed for transfer to an
alternate facility that can provide the required level of Intensive Care.
Alternate Setting

Forensic Hospital


Within these facilities, the goal is to re-integrate inmates directly back
into the community or to a less intensive unit within the Alternate
Setting.
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Table 2: Analysis of Service Delivery Models

Model 1: Full Graduated Model

Model 2: Partial Graduated Model

The Full Graduated Model includes the use of a
Stabilization and Assessment Unit.

The Partial Graduated Model does not include the
use of a Step-Down Unit and focuses on providing
care primarily in the General Population Unit.

As illustrated in the flow diagrams in Appendix 3, inmates
could be admitted to the Stabilization or Step-Down Unit
at the time of admission to a correctional facility, or
following an incident in which it is assessed that the
Stabilization or Step Down Unit is the most appropriate
setting.

As illustrated in the flow diagrams in Appendix 3,
inmates could be admitted to the Stabilization
Unit at the time of admission to a correctional
facility, or following an incident in which it is
assessed that the Stabilization Unit is the most
appropriate setting.

Pros

Cons

Pros

Cons

 Reduced Need for HighIntensity Services – Less need
for Schedule 1 facility of care
as a result of better
management in Correctional
Facilities.

 Higher Staffing Resource
Requirements – Operating
Step-Down Units will increase
the number of staff required,
their skillsets, and experience
levels.



 Graduated Approach – Built
in rewards system that
promotes progress and allows
female inmates to selfregulate/motivate to engage
in treatment.

 Increased Training Needs – All
staff working with female
inmates in Stabilization and
Step-Down Units will require
additional training to ensure
successful operations of these
units.

 Reduced Need for HighIntensity Services – Less
need for Schedule 1 facility
of care as a result of better
management in
Correctional Facilities,
additional options for
correctional staff, etc.

Limited Care Setting
Options – Female inmates
with Major Mental Illness
will be required to transfer
directly from the
Stabilization Unit to the
General Population Unit.
This transition is significant,
resulting in a higher risk that
the transition will not be as
successful compared to
transition to a Step-Down
Unit.



Risk of Transitioning Too
Soon – Although it is
expected that the need for
specialized mental health

 Matches Care Levels to
Individual Needs – Recognizes
that the needs of female
inmates with Major Mental

 Difficulty Transferring to
General Population – Although
the Step-Down Unit will ease
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Pros

Cons

Illness may change over time.
Matching care level to needs
ensures the inmate is
receiving the right care. It also
promotes effective use of
resources.
 Safety and Security of Female
Inmates – Stabilization and
Step-Down Units provide a
safe space for female inmates
with Major Mental Illness and
can support prevention of
further escalation of
maladaptive behaviours. The
safety of other inmates and
staff is also preserved.

the transition to General
Population, there may be
inmates who will not want to
leave. Inmates may attempt to
be inappropriately admitted.
Note that the improved General
Population Units (achieved
through implementation of the
Foundational Principles and
Core Processes) will help to
mitigate this drawback as there
will be a less distinct difference
in the physical layout and
overall therapeutic
environment between the
Units.

Pros

Cons

maladaptive behaviours.
The safety of other
inmates and staff is also
preserved.


Limited Renovation
Requirements –
Renovation requirements
at existing facilities would
focus on General
Population Units and
ensuring space for a
Stabilization Unit. There is
no need for renovations
tied to a Step-Down Unit.

 Facilitates Easier Integration
into General Population Unit
– Step-Down Unit allows
inmates to transition from
high intensity to lower
intensity before re-entering
the General Population Unit.
 Promotes development of
expertise to support the
provision of the best care – a
specialized unit with a full
Graduated Approach will build
staff knowledge and skills,
which will translate into
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Recruitment and Retention
– Recruiting solely for the
high intensity of care
required in the Stabilization
Unit may be challenging.
There is a risk for higher
rates of burn-out without
the ability of staff to transfer
work assignments between
a Stabilization and StepDown Unit.
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Pros

Cons

Pros

Cons

better care of female inmates
with Major Mental Illness.

Costs

Costs

The noteworthy costs associated in this Model will include:

The noteworthy costs associated in this model will include:

Implementation in All or Some Facilities*
Implementation in All or Some Facilities*
 Renovation to existing facilities to develop Stabilization Unit
 Renovation to existing facilities to develop Stabilization Unit
 Renovation to existing facilities to develop Step-Down Unit
*Note, the costs associated with a new build are not identified in the analysis of the Models, as a new build would likely cost the same regardless
of the Model chosen.
Costs Associated with Implementation of Foundational Principles and Core Processes (for either Model)
 Staffing costs associated with ensuring fully resourced Stabilization and / or Step-Down Units complete with multidisciplinary team
 Staff Training cost
 Renovation costs associated with modifications to existing facilities to install Quiet Rooms in all existing facilities
 Purchase of sensory equipment
 Renovation costs associated with modifications to General Population Units
 Costs associated with revising Policies and Procedures surrounding the use of Segregation and ensuring roll out to all Correctional Officers
(additional training and change management costs)
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9. Service Delivery Model and Facility Option Analysis
9.1 Overview
This section provides the analysis for both Service Delivery Model Options across each of the Facility Options. Specifically this includes:
1. Service Delivery Analysis: Analysis comparing the Full Graduated Model to the Partial Graduated Model
2. Facility Analysis – General: Analysis of the Step-Down Unit across all three Facility Options*.




All Facilities
Some Facilities
Stand-Alone Treatment Facility

* Note that within this analysis only the Step-Down Unit is analyzed, as the Stabilization Unit is offered in both Service Delivery Models and
therefore no comparison is warranted.
3. Facility Analysis - Alternate Setting: Analysis of the Alternate Facility Options for the highest intensity of care.



Forensic Hospital
Schedule 1 Treatment Facility

For both the Service Delivery Models and Facility Options, assessment criteria have been developed based on key concepts identified in
the literature review, jurisdictional review, and stakeholder engagement process. The criteria were validated with subject matter experts.
The Service Delivery Model and Facility Options have been assessed against these criteria using the assessment scale summarized below.
Note that the assessment has been separated by Alignment to Best Practices in Providing Care to Female Inmates with Major Mental
Illness, Cost Associated with Implementation, and Effort or Time Associated with Implementation.
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Assessment Scale
Score

Alignment to Best Practices

0

Not at All – The criteria under review will not be met, and does not at all align with best practices in providing care to female inmates
with Major Mental Illness

1

Somewhat – The criteria under review may be met, and somewhat aligns with best practices in providing care to female inmates
with Major Mental Illness

2

Very Much – The criteria under review aligns well with best practices in providing care for female inmates with Major Mental Illness

Cost Associated with Implementation
0

High Cost – There is a significant cost associated with implementation, which may impact ability and / or speed of implementation

1

Medium Cost – There are some costs associated with implementation, but they are unlikely to have a significant impact on the ability
and / or speed of implementation

2

Low Cost – The costs associated with implementation are low, and are not expected to have an impact on the ability and / or speed
of implementation
Effort or Time Associated with Implementation

0

High Effort / Time – There is significant effort or time associated with implementation, which may impact ability to implement in a
timely manner

1

Medium Effort / Time – There is some effort or time associated with implementation, but it is unlikely to have a significant impact on
implementation

2

Low Time / Cost – The effort or time associated with implementation is low, and is not expected to have an impact on implementation
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9.2 Service Delivery Model Analysis
The following assessment considers the strengths and weaknesses associated with the two Service Delivery Model Options. A description
of the Assessment Criteria is provided.
The Service Delivery Models were assessed on a scale of 0-2 as per the assessment scale in section 9.1. The Model with the higher score
is seen as the preferred option.

Service Delivery Model

Criteria
Number

Assessment Criteria

Full
Graduated
Model

Description

Partial
Graduated
Model

Alignment to Best Practices

1

Enables female inmates with Major
Mental Illness to receive the best
care based on their needs

2

Provides a safe-space for female
inmates with Major Mental Illness

3

Promotes self-regulation amongst
female inmates with Major Mental
Illness

1

Degree to which the model recognizes that female inmates may not need the
intensity of care and/or restrictions that are inherent in more high-security
restrictive environments.

2

1

Safe-spaces will mitigate the need for segregation of female inmates with
Major Mental Illness. The availability of a Step-Down Unit presents staff with
an important safe-space that can be used for a longer-term basis compared
to quiet/comfort rooms

2

1

Encourages female inmates with Major Mental Illness to learn skills to deescalate

2
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Service Delivery Model

Criteria
Number

4

5

6

Assessment Criteria

Encourages recovery for female
inmates with Major Mental Illness

Allows for easy transitions within the
correctional facility

Supports transition to the
community post-discharge

Full
Graduated
Model

Partial
Graduated
Model

2

1

1

2

2

1

Description

Supports a recovery model by providing access to the services and supports
within a setting that matches to the individual’s needs.
There is a risk that the development of a new model may result in inmates
attempting to be inappropriately admitted (under the assumption of "better
care") and/or attempt to delay their discharge from Units outside of General
Population (i.e. Step-Down and Stabilization Units)
The graduated model promotes engagement in a therapeutic relationship
based on intensity of needs. The therapeutic care provided within a StepDown Unit encourages ongoing engagement of the inmate in the recovery
process; this can help to promote a commitment to the therapeutic process
and may result in willingness to continue care in the community.

Cost Associated with Implementation

7

8

Renovation and / or construction
requirements

Number of staff required

0

0
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1

The Model Options will require different levels of infrastructure investment
related to modification/renovation expenses. The degree of expenses will be
impacted by the preferred Facility Option.

1

Volume of staff required to implement the model. Note that this would be
impacted further by the facility options selected in operationalizing the
Model.
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Service Delivery Model

Criteria
Number

Full
Graduated
Model

Assessment Criteria

Description

Partial
Graduated
Model

Highly skilled staff may be more costly.
9

Skill sets and expertise of staff

0

0

Effort or Time Associated with Implementation

10

11

Depending on the Facility Option, renovation or construction may be required
to implement a Step-Down and/or Stabilization Unit.

Completing renovations or
construction

0

Hiring and training staff

Totals:

1

1

1

12

11
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The right ratio of interprofessional team members (including mental and
general health care providers and correctional officers) will be required to
effectively implement the Service Delivery Models, ensuring that the StepDown and/or Stabilization are appropriately staffed.

P a g e | 90

F a c i l i t y a n d S e r v i c e D e l i v e r y O p t i o n s , An a l y s i s a n d R e c o m m e n d a t i o n s R e p o r t

9.3 Facility Option Analysis - General
The following analysis considers the strengths and weaknesses associated with the three different Facility Options for the Step-Down Unit.
As noted earlier, the Stabilization Unit is not assessed in relation to the Facility Options given that it is expected to be implemented in
either model. A description of the Assessment Criteria is provided.
The Facility Option Models for the Step-Down Unit were assessed on a scale of 0-2 as per the assessment scale in section 9.1. The Facility
Option with the higher score is seen as the preferred option. The diagram below shows the how the Service Delivery Model maps to the
Facility Options.

Figure 3 - Service Delivery Model Option 1: Full Graduated Model
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Facility Options

Assessment
Criteria
Number

Assessment Criteria

Step-Down
Unit at all
Existing and
New Facilities

Step-Down
Unit in Select
Correctional
Facilities

Stand-Alone
Treatment
Facility

Description

Alignment to Best Practices

1

2

Staying close to their community allows inmates to
build and maintain relationships with families (including
children) and facilitates stronger relationships with
community networks in support of discharge planning.

Allows inmates to stay as close to their
community as possible, enabling greater
connections to the community and
limiting long-distance transfer between
communities

2

Will easily accommodate remand
populations close to their home/court
they are appearing before

2

3

Equal access across Ontario

4

Supports a consistent and encompassing
culture shift in the way in which female
inmates with Major Mental Illness are
cared for

1

0
Proximity to home also minimizes long-distance inmate
transfers, which can represent logistical challenges for
the Ministry and cause stress and anxiety among
inmates.

2

2
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1

1

1

0

Remand populations typically need to remain close to
the court they are appearing before to attend court
dates.

0

Step-Down Units will be available to any inmate with
Major Mental Illness who requires it. However, the care
setting/location will impact principles of equitable
access (from a geographic perspective) for inmates and
families across Ontario.

2

A culture shift has been identified as a key enabler.
Moving the culture in Ministry facilities towards one
based on recognizing female and mental health specific
concerns will be critical to success.
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Facility Options

Assessment
Criteria
Number

Assessment Criteria

5

Step-Down
Unit at all
Existing and
New Facilities

Step-Down
Unit in Select
Correctional
Facilities

Stand-Alone
Treatment
Facility

Allows for more comparable outcome and
evaluation across all facilities

2

1

0

The higher the level of consistently and similarity in
operations, the greater the ability to ensure comparable
outcomes and corresponding evaluations.

6

Provides staff with the most options to
address the needs of female inmates with
Major Mental Illness in their facility

2

1

2

The more services and levels of care available at female
correctional centres, the greater the options
correctional staff have in serving the inmate in-house.

7

Easily able to incorporate culturally
appropriate responses/environments that
reflect local population

1

With a Step-Down Unit in every facility there is more
opportunity to customize the design, programming and
staffing to meet the unique needs of the specific
community served within that particular locale.

2

1

8

Ability to maintain and develop staffinmate relationships

2

1

2

9

Minimizes stigmas and stereotypes
around Mental Illness and mitigates
transfers of 'difficult inmates’ as a first
response

2

1

0
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Description

Developing relationships between staff and inmates
allows for positive and therapeutic interactions for
female inmates. The more likely an inmate is to be
transferred to and from facilities, the lower their ability
to develop such relationships.
Creating a centralized location for female inmates with
Major Mental Illness could result in the development of
stigmas and stereotypes surrounding mental health as
well as result in attempts among correctional centres to
transfer 'difficult inmates' to this location, regardless of
mental health status.
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Facility Options

Assessment
Criteria
Number

Assessment Criteria

Step-Down
Unit at all
Existing and
New Facilities

Step-Down
Unit in Select
Correctional
Facilities

Stand-Alone
Treatment
Facility

Description

Cost Associated with Implementation

10

Level of staff resource requirements

0

1

2

The number of Step-Down Units in Ontario will dictate
the total volume of staff required to ensure complete
availability of skill sets at all facilities. More staff
requires more financial resources.

11

Amount of staff training required

0

1

2

The greater the number of Step-Down Units in Ontario,
the greater the number of staff members who will need
to receive corresponding training.

2

Establishing Step-Down Units may require renovations
to existing facilities. A Stand-Alone Treatment Centre
could include purchasing an existing space that could be
utilized, redesigning existing Ministry facilities, or
building a new facility.

12

Renovation and/or construction
requirements

0

1

Effort or Time Associated with Implementation

13

Ability to attract and recruit staff/Mental
Health Professionals for Step-Down Units

0
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1

1

The location(s) of the Step-Down Unit(s) will impact the
Ministry’s' ability to attract and retain high-calibre
mental health providers.
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Facility Options

Assessment
Criteria
Number

Step-Down
Unit at all
Existing and
New Facilities

Assessment Criteria

Step-Down
Unit in Select
Correctional
Facilities

Stand-Alone
Treatment
Facility

Description

14

Concentrated, critical mass of female
inmates

0

1

2

Larger facilities have the opportunity to be centres of
excellence through the concentration of leading subject
matter experts, equipment, funding, etc. Such a facility
could allow for additional functions such as research,
testing new models, promoting ongoing learning,
developing new methodologies and approaches, etc.

15

Completing renovations or construction

0

1

0

Depending on the Facility Option, purchase, renovation
or construction may be required to implement a StepDown and/or Stabilization Unit.
The right ratio of interprofessional team members
(including mental and general health care providers and
correctional officers) will be required to effectively
implement the Service Delivery Models, ensuring that
the Step-Down and/or Stabilization are appropriately
staffed.

16

Hiring and training staff

Totals:

2

1

0

20

16

16
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9.4 Facility Option – Alternate Setting
The following analysis considers the strengths and weaknesses associated with the two different
Facility Options for the Alternate Facility. Note that a Schedule 1 Facility or Forensic Unit are
components of both Service Delivery Model Options.
The Facility Option Models for the Alternate Facility were assessed on a scale of 0-2 as per the
assessment scale in section 10.1. The Facility Option with the higher score is seen as the preferred
option. The diagram below shows the how the Service Delivery Model maps to the Alternate
Facility Options.

Figure 4 - Service Delivery Model Options with Alternate Setting
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The Alternate Facility Model Option that sees the highest intensity of care occurring at a Schedule 1 Facility in partnership with a Forensic
Hospital is envisioned as a relationship similar to the St. Lawrence Valley Correctional and Treatment Centre in Brockville. Our analysis
does not specifically analyze St. Lawrence Valley Correctional and Treatment Centre as an option; rather, we recommend that should a
decision be made to pursue the option of a Schedule 1 Facility in partnership with a Forensic Hospital, the Ministry consider releasing a
public Request for Proposals to solicit interest. This approach is recommended to ensure:
 All approaches to operationalizing a Schedule 1 Facility for female inmates with Major Mental Illness be considered
 Value-for-Money considerations are taken into account by the Ministry
 Transparency in the review and selection of a significant investment by the Ministry

Criteria
Number

Assessment Criteria

Facility Options
Stand-alone
Schedule 1
Schedule 1
Facility
Unit(s) at
Operated
existing
with
Forensic
Forensic
Hospitals
Hospital
Partner

Description

Alignment to Best Practices

1

Focus on correctional clients
(criminally responsible
sentenced/remand inmates)

0

2

A focus on sentenced and remand female inmates would limit the
stigma/stereotypes within the facility as they would represent the core
purpose for operations.

2

Capacity to admit female inmates
with Major Mental Illness

0

2

The ability to admit female inmates with Major Mental Illness will depend on
the focus and priorities of the organization. Existing forensic hospitals are
already heavily utilized by forensic clients.
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Criteria
Number

Assessment Criteria

3

Ability to treat inmates close to
home/transferring correctional
centre

4

Ease of implementing a mental
health/forensics focused culture that
supports the principles of the
Foundational Principles and Core
Processes identified through this
report

Facility Options
Stand-alone
Schedule 1
Schedule 1
Facility
Unit(s) at
Operated
existing
with
Forensic
Forensic
Hospitals
Hospital
Partner

2

0

Description

1

Staying close to their community allows inmates to build and maintain
relationships with families (including children).

2

Although the facility will employ its own Service Delivery Model to meet the
needs of this highly specialized population, it is expected that the principles of
the model proposed within this report will be carried through, with the aim of
providing specialized services from a female focused and trauma informed
lens.

Cost Associated with Implementation

5

Existing staffing to build on

2

1

Having existing staff will provide a core base of Human Resources to begin
treating female inmates with Major Mental Illness.

6

Existing core infrastructure

1

0

A Schedule 1 facility for female inmates with Major Mental Illness requires
significant infrastructure support (hospital facility, etc.) which will represent
major investment requirements.

Effort or Time Associated with Implementation
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Criteria
Number

Facility Options
Stand-alone
Schedule 1
Schedule 1
Facility
Unit(s) at
Operated
existing
with
Forensic
Forensic
Hospitals
Hospital
Partner

Assessment Criteria

Description

7

Ability/ease in developing Policies
and Procedures

0

1

Existing forensic institutions will be able to provide policies and procedures in
the approach towards serving female inmates with Major Mental Illness.

8

Ease of securing Schedule 1
designation/agreements to serve
inmates

1

2

It is expected that there may be complex and timely negotiations and
agreements required to secure Schedule 1 designation and/or partnership
agreement with existing Schedule 1 facility.

9

Requirement to identify and secure
property to begin operations

2

1

Depending on the arrangement, it is possible that the Ministry would need to
acquire property to ensure the development of a Schedule 1 Treatment
Facility.

8

12

Totals:
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9.5 Summary of Analysis and Preferred Model Selection
As outlined in section 9.4, the two Service Delivery Models and associated Facility Options were
analyzed based on multiple criteria aligned with best practices, cost, and time/effort. This
included an assessment on:
1. The preferred Service Delivery Model Option
2. The preferred Facility Option - General for either Graduated Service Delivery Model
3. The preferred Facility Option for an Alternate Setting for the highest intensity of care
The tables below summarize the final assessment scores for each of these.
Service Delivery Model Option Analysis
Service Delivery Model
Full Graduated Model

Partial Graduated Model

12

11

Total Score

Facility Option General For Step-Down
Service Delivery Model

Total Score

Step-Down Unit at
all Existing and New
Facilities

Step-Down Unit in
Select Correctional
Centres

Step-Down Unit in
Stand-Alone
Treatment Centre

20

16

16

Facility Option Alternate (for highest intensity of care)
Service Delivery Model

Total Score

Schedule 1 Unit(s) at existing
Forensic Hospitals

Stand-alone Schedule 1 Facility
Operated with Forensic Hospital
Partner

8

12
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10. Recommendations
Based on the review and analysis of evidence identified, and assessment of the Service Delivery
Model Options it is our recommendation that the Ministry of Community Safety and Correctional
Services consider implementing the Full Graduated Service Delivery Model within select
facilities. To support the success of the Full Graduated Service Delivery Model, it is our
recommendation that the Ministry also consider implementing the Foundational Principles and
Core Process at all facilities where this is feasible. It is also recommended that the Ministry
consider implementing a Schedule 1 Facility in partnership with an Ontario Forensic Hospital.
The diagram below represent the chosen Model and Facility Options.

Figure 5 - Recommended Service Delivery Model and Facility Options

It is important to note that while the Facility Option to implement the Full Graduated Model in
All Existing and New Facilities scored highest, our recommended course of action is to develop
them first in select centres. The rationale for this recommendation is that it will allow the Ministry
to pilot implementation before investing in a complete roll-out. This will allow the Ministry to:
1. Align with Best Practices for Quality Improvement – Implementing at select facilities will allow
the Ministry to evaluate and improve upon the design, structure, programming, and staffing
of Stabilization and Step-Down Units on a smaller scale prior to a province-wide
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implementation. The opportunity to implement Plan-Do-Study-Act cycles, in alignment with
Change Management best practices will support the ongoing quality improvement of the Full
Graduated Model prior to investment across the province.
2. Assess and confirm the need for the Full Graduated Model at all facilities – Following the
development of the Full Graduated Model in existing or new facilities, and the
implementation of the Foundational Principles and Core Processes at All Facilities the need
for the Full Graduated Model at All Facilities may diminish.
It should also be noted that while a Schedule 1 Facility in partnership with a Forensic Hospital
was selected as the preferred option and recommended consideration, it is suggested that the
Ministry of Community Safety and Correctional Services explore with the Ministry of Health and
Long-Term Care the feasibility of the latter Ministry assuming responsibility for inmates with
Major Mental Illness who require specialized care; this aligns with practices in a number of
jurisdictions, including the United Kingdom and Alberta.
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11. Implementation Planning
11.1 Overview
The following Section outlines the steps that the Ministry would need to consider prior to
implementing recommendations. Considerations for implementation planning include:





Implementation of the Full Graduated Service Delivery Model in select centres
Implementation of a Schedule 1 Facility with a Forensic Hospital Partner
Implementation of Core Processes in Support of the Service Delivery Model
Implementation of the Foundational Principles associated with improving services for
female inmates with Major Mental Illness

The implementation Plan focuses on steps that support the planning for implementation, rather
than complete roll-out of the Full Graduated within select facilities. This recognizes that full
implementation will take some time, and requires substantial effort to determine the most
suitable settings for implementation and identification of the specific needs within each setting
(i.e., number of units). Given that the Ministry is faced with capital funding constraints, and that
many existing facilities are impacted by an aging infrastructure and deferred maintenance,
selection of facilities should consider a range of options including renovation/retrofitting within
suitable existing Ministry facilities and/or purchase of existing non-Ministry facilities that could
be repurposed. This approach to implementation planning also recognizes that implementation
is dependent on the appropriate funds being available. Given these constraints, implementation
timelines will need to be flexible.
To ensure consistency across facilities, it is recommended that the Ministry of Community Safety
and Correctional Services take a lead role in implementation, setting guidelines, and providing
oversight. Some implementation steps may be conducted at the facility level, with guidance and
oversight by the Ministry.

11.2 Steps to Support Implementation
Before the Ministry can implement recommendations, a number of actions will be required to
support the selection of facilities that can support the Full Graduated Service Delivery Model, as
well as the Core Processes and Foundational Principles.

1. Detailed Implementation Plan – A detailed implementation plan will identify the
specific actions associated with each of the steps below, as well as the most
responsible person for carrying out each activity.
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2. Change Management Planning – A shift in culture towards a focus on quality care
emphasising openness and communication efforts to ensure safety, security, and
inmate care will be required to implement the Service Delivery Model. This will
require the development and rollout of an organization-wide change management
strategy including, but not limited to, a communications plan, articulation of clear
expectations for behaviours/actions, development of organizational and individual
measures and alignment of behaviour changes to performance management.
3. Conduct Staffing Analysis – The required staffing ratio for each of the Model
Components and Core Processes will need to be considered. The staffing ratio
decision should be considered along with the location/number of Stabilization and
Step-Down Units to identify the volume of staff required to operationalize the model
in Ontario. The Ministry should consider the most appropriate professional roles and
align them with specific responsibilities e.g., assessment.
4. Recruitment and Selection of Staff – Working with female inmates in a correctional
setting requires an interest, passion, and understanding by the staff of the culture
that should be promoted to facilitate treatment programming. The Ministry should
consider identifying existing staff interested in working with female inmates to
ensure alignment with the goals and culture of the model. Based on the Staffing
Analysis, recruitment and selection of new staff (correctional officers and / or mental
health providers) should be undertaken as required. Consideration will need to be
given to engaging union representatives.
5. Develop Staff Training – Implementing a new Service Delivery Model and treatment
units, as well as Foundational Principles and Core Processes should be supported by
training to assist correctional staff in understanding and being able to implement all
components of the model. The Ministry should consider collaborating with
community partners, mental health experts, and other jurisdictions to develop
appropriate training materials. Training may need to be adapted to different
professional groups.
6. Implement Staff Training – Once training materials are developed and tested,
training should be provided to all correctional staff. Training should be ongoing i.e.,
annual basis.
7. Integrate Training and Culture Change Principles into Performance Evaluations –
To support accountability, the Ministry should consider identifying key performance
indicators for inclusion in staff performance evaluations (i.e., utilization of deescalation techniques). Organizational performance indicators (i.e., number of
individuals placed in Crisis Unit, number of days in Crisis Unit, number of times
sensory equipment is used) should also be implemented.
8. Develop Rehabilitative and Educational Programming – Female inmates with Major
Mental Illness should ideally have access to rehabilitative programming that is based
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on individual needs and is culturally and gender specific. Programs should be
designed around the principles of rehabilitation, self-improvement, and
education/training. Consideration should be given to training staff to deliver
programming. Community organizations should also be leveraged to provide
programming where feasible.
9. Align Existing Policies to Service Delivery Model – Ministry policies should be
reviewed for alignment with the selected Service Delivery Model including
Foundational Principles and Core Processes. Specifically policies related to staff
engagement/interaction with inmates, and use of segregation should be reviewed.
10. Develop Operating Procedures – A build out of the procedures and associated tools
is important to operationalize the new Service Delivery Model. This will include the
development of guidelines, processes, and policies around the use of Stabilization
and Step-Down Units, quiet room and sensory equipment/rooms, interprofessional
team meetings, care plan development and review processes, and assessments and
screenings.
11. Conduct Analysis to Support Selection of Service Delivery Model Locations – The
recommended Service Delivery Model includes the development of Stabilization and
Step Down-Units for female inmates with Major Mental Illness. It is recommended
that consideration be given to implementing these units in select facilities that may
include existing Ministry facilities and/or non-Ministry facilities that could be
purchased and repurposed. Within existing facilities, consideration could be made
for renovating or adding on space. To move forward with this, the Ministry should
consider conducting an analysis and assessment to determine the location and size
of these units as well as the number of units/beds. The Analysis will need to consider
existing facility infrastructure, inmate volumes, space requirements, renovation
costs, and timelines.
12. Identify and Conduct Modifications and Renovations (as needed) – Once the
Service Delivery Model Locations are selected, specific modifications will need to be
identified and implemented as needed. The feasibility of implementing the
Foundational Principles at all facilities should also be explored. Modifications may
include the creation and / or repurposing of existing space to implement Stabilization
and Step-Down Units (select facilities), repurposing segregation as Crisis Units (all
facilities), and modifications to General Population Units to establish a more lived
and therapeutic environment outlined in the Foundational Principles (all facilities). It
is recommended that all facilities complete assessments to identify modification and
renovation needs, prioritize required work, and move forward based on resources
available.
13. Schedule 1 Treatment Facility Request for Proposal Process – It is recommended
that the Ministry consider moving forward with developing a Schedule 1 Treatment
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Facility for female inmates in collaboration with a forensic hospital partner. To
support value for money, the Ministry should consider using a request for proposals
process. The request for proposals should gather information related to expected
costs and benefits, infrastructure considerations, staffing requirements, treatment
models, geographic and cultural considerations, and additional details/value-added
services which could be offered by the forensic hospital partner. A Schedule 1
Treatment Facility could be implemented within an existing Ministry facility or
through the purchase of a non-Ministry facility that could be repurposed.
14. Schedule 1 Facility Implementation – Following the request for proposal process,
the Ministry could move forward with the development of a Schedule 1 Treatment
Facility for female inmates based on the negotiated/agreed-upon timeline with the
successful forensic hospital partner.
15. Pilot Implementation of the Graduated Service Delivery Model – Once facilities are
selected for implementation of the Full Graduated Service Delivery Model, it is
suggested that the Ministry pilot implementation. This will enable the Ministry to
test the Facilities Option and the Service Delivery Model before considering roll-out
in additional facilities.
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The Implementation Steps are aligned with the Foundational Principles, Core Processes, and Service Delivery Model/Facility Option
components. The following table illustrates the alignment of Implementation Steps to these elements.

Implementation Planning: Alignment to Service Delivery Model Elements
Foundational Principles

Implementation Steps

1. Ensure that the
right mixture of staff
resources are
available and used
appropriately.

Detailed Implementation Planning
Change Management Planning
Conduct Staffing Analysis
Recruitment and Selection of Staff
Develop Staff Training
Implement Staff Training
Integrate Training & Culture Change Principles into Performance Evaluations
Develop Rehabilitative and Educational Programming
Align Existing Policies to Service Delivery Model
Develop Operating Procedures
Conduct Analysis to Support Selection of Service Delivery Model Locations
Identify and Conduct Modifications and Renovations
Schedule 1 Treatment Facility Request for Proposal Process
Schedule 1 Facility Implementation
Pilot Implementation of Service Delivery Model

2. Provide female
3. Establish a lived
specific mental health environment that
training and
promotes a
professional
therapeutic
development to all environment.
staff working with
female inmates.

Service Delivery
Model and Facility
Options

Core Processes

4. Reframe,
repurpose, and
rename segregation
as a temporary part of
a continuum of care.

5. Establish
1. Upon admission, 2. Development of a 3. Regular assessment
rehabilitative and assessment of all
comprehensive care and review of care
educational
femalte inmates by a plan.
plans.
programming to
mental health
support reintegration. providers.

4. Regular
interprofessional
team meetings for
ongoing assessment
and care planning

5. Intervention by a Model and Facility
team member
specific components
following an episode
that may require an
inmate to be
separated from their
current care setting.
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11.3 Implementation Planning Timelines
The following represents the suggested activities to support implementation aligned to implementation phases. These are meant as a
guide only, and may need to be adapted. Note that the timelines for each phase will be dependent on numerous factors including
availability of funding.
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12. Conclusion
12.1 Report Summary
The Ministry of Community Safety and Correctional Services has, in alignment with the Public
Interest Remedies Document in the matter of Christina Nadine Jahn v Her Majesty the Queen in
the Right of Ontario, as represented by the Minister of Community Safety and Correctional
Services, sought advice on the types of facilities that best serve female inmates with Major Mental
Illness. Specifically, the Ministry identified the need to:
1. Identify options for how best to serve female inmates with Major Mental Illness, considering
the facility options related to:
a. Building a secure treatment facility similar in nature to St Lawrence Valley
Correctional and Treatment Centre for male offenders
b. Creating secure treatment units for inmates with major mental illness in existing
facilities
c. Incorporating a secure treatment unit for inmates with Major Mental Illness into all
new correctional facilities
2. Develop a recommended Service Delivery Model outlining the care, treatment, and
movement of female inmates with Major Mental Illness
3. Provide recommendations surrounding the implementation of a preferred option
In alignment with these objectives, the following has been achieved:
Objective
1. Identify options for how
best to serve female
inmates with Major
Mental Illness considering
facility options

2. Develop a recommended
Service Delivery Model
outlining the care,
treatment, and movement
of female inmates with
Major Mental Illness

Outcome
A recommendation has been made that the Ministry move
forward with implementing the preferred Service Delivery
Model in select regional facilities; this may include existing
facilities or new builds. In addition, to address the needs of
those requiring the greatest intensity of service, a
recommendation has been made that through an RFP process,
the Ministry implement a Schedule 1 facility (or facilities), in
partnership with a Forensic Hospital
A recommendation has been made that the Ministry
implement the Full Graduated Approach Service Delivery
Model. This Model includes a dedicated mental health unit that
encompasses Stabilization and Step-Down Units. It is also
recommended that the Ministry implement 5 Foundational
Principles and 5 Core Processes to support the recommended
Service Delivery Model
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Objective
3. Provide recommendations
surrounding the
implementation of a
preferred option

Outcome
Thirteen implementation steps have been identified. A high
level implementation plan has been developed outlining
approximate timelines for implementation of these steps

12.2 Future Considerations
Through the process of this engagement, some consistent themes surfaced that while outside of
the scope of this report warrant recognition. As the Ministry embarks on this important journey,
it is suggested that these themes be considered and explored in more detail where they are
relevant to the Ministry. The themes include:
1. Enhance Relationship with the Ministry of Health and Long-Term Care – Stakeholders noted
that although relationships with the Ministry of Health and Long-Term Care exist, there are
opportunities to enhance this relationship and to explore the possibility of more
collaboration, particularly as it relates to staffing and staff training. This is aligned with
findings from the jurisdictional review where it was noted that in some jurisdictions, such as
Alberta, mental health services for female inmates with Major Mental Illness are primarily
provided by Health Authorities.
2. Enhance Relationships with Forensic Hospitals - Although forensic hospitals were not chosen
as the recommended Facility Option for Alternate Facilities, it was suggested in the
stakeholder engagement and jurisdictional review that relationships with Forensic
Institutions are an important component of providing the best care to female inmates with
Major Mental Illness. This type of relationship was seen as valuable as Forensic Hospitals may
be able to provide advice, support and training. It was also acknowledged that over time,
Forensic Hospitals may become a viable option for serving remanded and sentenced females
(criminally responsible); this would promote shared oversight and shared resources to better
serve female inmates with Major Mental Illness.
3. Joint Delivery of Correctional Services Through Partnerships Between the Ministry of
Community Safety and Correctional Services and Correctional Services Canada – Inputs from
stakeholder engagement and the jurisdictional review suggest that a unified correctional
system, in particular the operation of correctional facilities (including policies and procedures,
service delivery model, facility structure) may warrant consideration. It was suggested by
stakeholders that the joint delivery of correctional services could help to address issues of
critical mass, better enabling the most effective delivery of services in the right places.
4. Speed Up Sentencing for Inmates with Major Mental Illness – Literature and stakeholder
engagement suggest that the system is challenged by the high number of remanded female
inmates. Within the current state, it was noted that the remanded population does not have
equal access to services. Although this is addressed in this report by suggesting that all
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recommendations apply to both the remanded and sentenced population, it was suggested
that consideration should still be given to advocating for faster sentencing to allow for
therapeutic intervention and transition planning to be matched to the sentence.
5. Intermittent Sentence – It was noted through the site visits that correctional facilities visited
are challenged to address the needs of individuals serving intermittent sentences. This was
identified as a high risk population, as, it was noted, many of these inmates attend their
sentence while intoxicated and / or under the influence of alcohol and illicit drugs.
6. Technology – Across stakeholder groups it was suggested that technology could be more
effectively leveraged to support all female inmates in maintaining connections with the
community, and in particular with family. It was suggested that opportunities for Skype, and
implementation of other technologies to support communication be explored.
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13. Appendix
Appendix 1 Glossary of Terms
Administrative Segregation: The separation of an inmate from the general population where the
continued presence of the inmate in the general population would pose a serious threat to the
health or safety of any person, to property, or to the security or orderly operation of the
institution. (Ministry of Community Safety and Correctional Services Definition, Source: Intuitional
Services, Policy and Procedures Manual – Inmate Management.)
Contact Intervention: Contact intervention supports de-escalation by engaging in a range of
behaviours to promote calm in an individual who may be agitated. Contact intervention may
include verbal engagement, eye contact, and where appropriate, a calming touch (i.e., on a
shoulder). Any physical contact should only be used where the individual requiring calming has
agreed to this. Contact intervention also includes tactics such as positioning oneself at the same
level as the agitated individual.
Core Processes: Core Processes begin to implement and operationalize the Foundational
Principles. The Core Processes are consistent across both Model Options begin to describe the
necessary actions, activities, and requirements for improving the care of female inmates with
Major Mental Illness.
Dialectical Behaviour Therapy: Dialectical Behavior Therapy (DBT) is an approach to mental
health treatment that is used in an aim to change behaviours associated with a mental illness
(such as self-harming, interpersonal problems, poor impulse control, anger management, etc.).
Foundational Principles: The underpinnings of the proposed Model options. They will be
necessary to establish a shift in culture and how the Ministry and staff approach to the care,
custody, and control of female inmates with Major Mental Illness. These Principles underpin both
Model Options and are critical to better serving female inmates with Major Mental Illness.
Interprofessional Team Member: Interprofessional team members could include mental health
providers, correctional staff, teachers, program staff, community providers, etc.
Lived Environment: The surroundings within the correctional facility, including General
Population and specialized mental health units.
Living Unit: The environment in which a female inmate with Major Mental Illness lives. To support
a new culture in serving female inmates with Major Mental Illness, the term Living Unit is used
instead of “cell”. Living Unit could also include a correctional style cottage.
Major Mental Illness: For the purpose of this project, the Ministry of Community Safety and
Correctional Services defined Major Mental Illness as: “(major mental illness) requires an actual
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diagnosis and the mental health professional making that diagnosis is to determine whether it is
‘major’”. Stakeholders, including correctional staff who participated in site visits described Major
Mental Illness as the behaviours that can be symptomatic of and associated with mental illness
such as physical and verbal aggression, and self-harm.
Maladaptive Behaviours/ Behaviours Associated with Mental Illness: These can include all forms
of physical or verbal aggression and self-harm.
Mental Health Provider: Mental health providers could include psychiatrists, psychologists,
mental health nurses, social workers, behavioural therapists, or others who are specially trained
to identify and/or provide mental health services.
Quiet Room: A Quiet Room is a designated space that is designed to calm an individual who may
be agitated or stressed. Designed in such a way that it could be duplicated at home, a Quiet Room
promotes self-regulation by providing a physically comfortable and private surrounding.
Schedule 1 Facility/Treatment Centre: Schedule 1 Facilities include specialised psychiatric
hospitals and certain public hospitals with psychiatric units. Individuals may be assessed/treated
involuntarily at a Schedule 1 Facility following the completion of a Form 1 by a physician
requesting such psychiatric assessment/treatment.
Sensory Equipment: Sensory equipment could be included within a Quiet Room, or can be more
mobile in nature. Sensory equipment blends different sights, sounds, textures, aromas and
motion to help soothe the senses and promote relaxation. Sensory Equipment can include
specialized equipment such as bubble tubes, fiber optics, weighted items and rockers. It may also
include calming music, supportive videos, games, and visual stimuli.
Stakeholder: Individuals who provided inputs to inform this report. Inputs were provided through
one-to-one interviews, group-interviews, site visits, and written responses to specific questions
developed to elicit insights from select organizations.
Therapeutic Milieu: A community environment that integrates activities and social interaction to
meet the emotional and interpersonal needs of individuals with Major Mental Illness.
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Appendix 2: Stakeholder Engagement
Consultations with stakeholders and key informants were conducted to offer significant insight
into the current state of mental health services as they relate to female inmates, as well as
considerations to inform the development of recommendations regarding Service Delivery
Models and Facility Options. Specifically, stakeholder consultations supported:
1. The identification of current mental health and support services available to female inmates
and their effectiveness/impact.
2. An understanding of the unique needs, challenges, and opportunities associated with female
inmates with major mental illness.
3. The identification of requirements and parameters for future state delivery models and/or
test recommendations.
4. Collaboration and engagement with interested groups towards the process of determining a
future state of mental health services for female inmates.
The following table outlines representatives who were invited, and able to participate in the
consultation process.140
Telephone Consultations:
Organization/Group/Committee

Invited to
Participate

Participated in
Consultations

Ministry of Community Safety and Correctional Services Staff
Ministry of Community Safety and Correctional
Services – Corporate Health Care





Ministry of Community Safety and Correctional
Services – Social Work & Special Needs
(Professional and Shared Services)





Ministry of Community Safety and Correctional
Services – Female Offenders (Professional and
Shared Services)





Ministry of Community Safety and Correctional
Services – Provincial Psychology Advisory
Council





Members of the Women in Conflict with the Law Advisory Council

140

Jean Tweed Centre





Canadian Mental Health Association





Schizophrenia Society of Ontario





Note: this does not include stakeholders involved in interviews related to the jurisdictional scan.
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Invited to
Participate

Participated in
Consultations

Elizabeth Fry Society of Kingston





Elizabeth Fry Society of Peel Halton





Council of Elizabeth Fry Societies of Ontario





St. Leonard’s Community Services London (2
participants)





Stonehenge Therapeutic Community





African Canadian Legal Clinic



Organization/Group/Committee

Community Providers, Interested Stakeholder Groups, and Additional Stakeholders
Hamilton Indian Friendship Centre





Ontario Native Women’s Association



Ontario Federation of Indian Friendship Centres



Enaahtig Healing Lodge



Chiefs of Ontario (2 participants)



Aboriginal Mental Health Expert





Ontario Public Service Employees Union
(Corrections)







Mental Health and Correctional Services Subject Matter Experts
Centre for Additions and Mental Health (two
participants)





Correctional Services Canada





Ontario Ministry of Health and Long-Term Care,
Negotiations And Accountability Management
Division





Forensic Director Group, North Bay Regional
Health Centre
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Written Responses/Questionnaire
Invited to
Participate

Provided Written
Responses

John Howard Society





FSAD World





Rainbow Health Ontario – GBLTQ Health



Across Boundaries



2-Spirit People of the First Nation (Aboriginal
GBLTQ)



Organization/Group/Committee

Staff and Inmate Consultations during Site Visits:
In addition to the telephone consultations and written responses, Site Visits were conducted as
part of the stakeholder consultation process. These visits included consultations at:
 Grand Valley Institution for Women
 Ottawa-Carleton Detention Centre
 Roy McMurtry Youth Centre
 St. Lawrence Valley Correctional and Treatment Centre
 Vanier Centre for Women
Site visits included facility tours to understand structure and design, as well as formal and informal
consultations with administrative staff, correctional officers, and mental health providers. In total,
approximately 60 staff were engaged across sites. At both Ottawa-Carleton Detention Centre and
Vanier Centre for Women, consultations also took place with female inmates with Major Mental
Illness. A total of eight inmates were invited to participate; five chose to participate.
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Appendix 3: Description of Service Delivery Model Components
Following is a detailed description of each model component. Following that, process flows are
presented for each model option. These depict how the models would be operationalized.

General Population

Model One

Model Two





General population is used to house female inmates with Major Mental Illness who are able to
manage within this environment. With the Foundational Principles and Core Processes in place, it
is expected that behaviours that can be symptomatic of Major Mental Illness will be less likely to
occur and easier to manage, thereby enable female inmates with Major Mental Illness to remain
within the General Population.
The General Population Unit should be designed to promote reintegration into community by
modelling daily living where feasible and incorporating design elements to support mental wellbeing.
The General Population Unit will be staffed primarily by Correctional Officers. These staff should
be selected based on an interest in working with female inmates and demonstrate a commitment
to ensuring their care, control and custody from a female specific perspective. Correctional Staff
should engage with female inmate to prevent feelings of isolation and distrust. Training for staff
will be critical for the success of this. Organizational change efforts to address cultural aspects of
providing care to female inmates with Major Mental Illness will also be required. These will be
among the most significant initiatives required to minimize the occurrence of maladaptive
behaviours associated with Major Mental Illness, and to successfully implement an improved level
of care for female inmates with Major Mental Illness.

Model One
Step-Down Unit

Model Two



The Step-Down Unit will provide a housing option for female inmates with Major Mental Illness
who are unable to safely live in a General Population setting. The Step-Down is considered a care
setting that is a mental health treatment unit (separate from the General Population space) for
inmates who require an intermediate level of mental health treatment. In practical terms, it would
be equivalent to a halfway house or day treatment program in the community. Inmates in crisis
or requiring admission to an inpatient psychiatric unit would not be housed in a Step-Down Unit.
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To be eligible inmates would need to demonstrate that they are able to live in an environment
that is somewhat open and flexible, where they are interacting with other inmates within the
Unit. Aligned with the Foundational Principles, it is recommended that within the Step-Down Unit
there is flexibility to allow inmates to move freely within the Unit and to access common areas
such as programming space, kitchen area, laundry facilities, quiet room and washroom. It is
suggested that inmates in the Step-Down Unit have their own living unit, as the literature supports
that individuals with Major Mental Illness struggle in sharing living space within an institutional
setting.
The Step-Down unit should model daily living and incorporate principles of a therapeutic
community environment (open communication, joint decision making, self-responsibility, etc.).
As outlined in the Core Processes section, inmates will have individual Care Plans reflecting their
placement in the Step-Down Unit.
Programming provided to the female inmates with Major Mental Illness within the Step-Down
Unit will aim to support them in progressing towards integration into the mainstream General
Population and/or successful release planning. Some programming may be integrated with
General Population.
Intensive mental health services should be delivered that promotes recovery and preparedness
to return to the community or General Population. The Step-Down Unit may be based on
principles of Dialectic Behaviour Therapy and Psychosocial Rehabilitation and offer a range of
programs to support the needs of female inmates. Wherever possible, efforts should be focused
on involving community agencies to provide programs and support. The engagement of
community providers will be especially important from a discharge perspective to facilitate
inmate involvement with community providers upon re-entering the community.
The Step-Down Unit will require an interprofessional team approach to staffing. Correctional staff,
social work, psychiatry, psychology, and general health care should all be easily accessible to or
within the unit. This should ideally include dedicated staff psychology resource(s) and mental
health nurse(s) capable of providing 24/7 medical supervision. Correctional staff will play a
primary role providing case management. Correctional staff would be highly involved in the care
and programming of inmates on their case load, and would monitor involvement in programs and
interventions. This is in line with the Key Enabler of promoting a more therapeutic relationship
between Correctional Staff and female inmates.
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Assessment and
Stabilization Unit

Model One

Model Two





The Assessment and Stabilization Unit will provide a safe space for individuals experiencing a
Major Mental Health crisis, which may include risk of self-harm, active self-harm, or risk of harm
to others. This Unit will provide Mental Health Professionals with an alternative to Administrative
Segregation in how they respond to crisis situations involving female inmates experiencing Major
Mental Illness. The Unit is not intended to be a long-term level of care for female inmates with
Major Mental Illness, with the goal of moving inmates to the Step-Down Unit and ultimately to
General Population. Inmates who are unable to be transitioned to the Step-Down Unit should be
assessed by a Mental Health Professionals for possible transfer to a Forensic Hospital or Schedule
1 Facility.
The Unit should be able to address and provide for the needs of an inmate experiencing a Major
Mental Health crisis. This should include options for various sensory stimuli, personal space
through individual rooms, and access to quiet room. The Unit will also allow for the observation
of inmates as needed.
Programming provided to inmates within the Assessment and Stabilization Unit would likely be
similar to that available in a Step-Down Unit (i.e. therapeutic environment providing Dialectic
Behaviour Therapy, Psychosocial Rehabilitation, etc.) with customization to allow for individual
service delivery based on the inmate’s ability to engage in programming with other female
inmates.
The Unit should be staffed primarily by Mental Health professionals providing 24/7 supervision
who are responsible for making inmate assessments and managing individual Care Plans. Because
of the nature of crises experienced by female inmates with Major Mental Illness it is
recommended that all female correctional facilities have an Assessment and Stabilization Unit.

Alternate Facility

Model One

Model Two





The most intensive level of care within the two Service Delivery Models is a Forensic Hospital or
Schedule 1 Facility. Only the most vulnerable and at-need female inmates would require transfer
to this setting under the Graduated Approach. The objective of this level of care is to facilitate the
re-integration of the inmate into a correctional facility and ultimately into the community.
Admission would generally be for individuals certifiable under the Mental Health Act for clinical
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reasons. This would be similar to the existing admission requirements for males with Major
Mental Illness at St. Lawrence Valley Correctional and Treatment Centre.
Programming would likely align with that offered by the Royal Ottawa Health Care Group at the
St. Lawrence Valley Correctional and Treatment Centre (i.e. medication and symptom
management, nutrition, self-esteem, creative expression, relaxation, illness understanding,
medication, etc.). Programming would be customized to ensure a female focused lens.
It is recommended that staffing be primarily led by the clinical team and ensure a full range of
Mental Health professionals and clinical staff (psychiatrists, psychologists, behaviour therapists,
social workers, recreational therapists, nurses, etc.). As with St. Lawrence Valley Correctional and
Treatment Centre, the day-to-day care of inmates in this setting will ideally be the responsibility
of clinical staff and not correctional officers.
As noted above, the Step-Down Unit and Alternate setting could be provided through various
Facility Structure Options. The following table provides more details surrounding these options.
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Appendix 4: Service Delivery Model Process Flows
For each of the Service Delivery Models, a flow diagram has been developed that depicts how the model could be operationalized. The
flow is designed to be implemented within any of the Facility Options. Note that if the Ministry chooses to implement the Full or Partial
Graduated Model in a Stand-Alone Treatment Facility, it is expected that inmates would remain there until discharge, rather than transition
back to another facility.
Service Delivery Model One: Full Graduated Model
No

Screening and
Assessment for Mental
Illness conducted by
Mental Health
Professional

Mental health
issue identified?

Yes

Referral for further
mental health
assessment

Mental health
professional in
collaboration with
interprofessional team
decides on placement
for inmate (general
population, stabilization,
step-down)

Mental health
professional in
collaboration with
interprofessional team
and inmate develops
care plan, including
assessment schedule,
identification of triggers,
how to de-escalate

Specialized
placement
needed?

No

Admit to general
population
Conduct Regular
Review of Care
Plan

Yes
Yes
Start

Stabilization Unit

New Inmate?

Full Graduated
Model On-Site?

No

End

No

Behavioural issue
identified?

Yes

Assessment by mental
health professional

De-escalation strategies
implemented (contact
intervention, quiet
room, sensory room /
equipment)
*Crisis Unit can be used
as last resort

Behavioural issue
resolved?

Mental health
professional in
collaboration with
interprofessional team
No
decides on placement
for inmate (general
population, stabilization,
step-down)

Note, at any point
the
interprofessional
team made decide
to transfer an
inmate from the
step down to the
stabilization unit
and vice versa if
needed

Ongoing assessment
by interprofessional
team

Yes

No

Step-Down Unit
Specialized
placement still
needed?

Transfer to
facility with Full
Graduated
Model On-Site

Yes

Alternate level
of care needed?

Yes

Yes

End
Incident and strategies
employed discussed at
next interprofessional
team meeting

Care Plan updated to
reflect incident and
strategies employed

Inmate returns to
general population
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Service Delivery Model Two: Partial Graduated Model
No

Screening and
Assessment for Mental
Illness conducted by
Mental Health
Professional

Mental health
issue identified?

Yes

Referral for further
mental health
assessment

Mental health
professional in
collaboration with
interprofessional team
decides on placement
for inmate (general
population, stabilization,
step-down)

Mental health
professional in
collaboration with
interprofessional team
and inmate develops
care plan, including
assessment schedule,
identification of triggers,
how to de-escalate

Specialized
placement
needed?

No

Admit to general
population
Conduct Regular
Review of Care
Plan

Yes
Yes

Start

New Inmate?

Partial
Graduated
Model On-Site?

No

End

No

Behavioural issue
identified?

Yes

Assessment by mental
health professional

De-escalation strategies
implemented (contact
intervention, quiet
room, sensory room /
equipment)
*Crisis Unit can be used
as last resort

Behavioural issue
resolved?

Yes

Mental health
professional in
collaboration with
interprofessional team
No
decides on placement
for inmate (general
population, stabilization,
step-down)

Stabilization Unit

Ongoing assessment
by interprofessional
team

No
Specialized
placement still
needed?

Transfer to
facility with
Partial
Graduated
Model On-Site

Yes

Alternate level
of care needed?

Yes

End
Incident and strategies
employed discussed at
next interprofessional
team meeting

Care Plan updated to
reflect incident and
strategies employed

Inmate returns to
general population
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