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Between vulnerability and risk? Mental health in UK
counter-terrorism
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ABSTRACT
The relationship between terrorism and mental health has been a
scholarly concern for decades. So far, the literature has
concentrated on the relationship between terrorism and
diagnosable disorders, and the prevalence of certain psychological
traits among terrorist offenders. Meanwhile, the incorporation of
perspectives regarding mental health in the operational space of
counter-terrorism has been largely ignored. This article explores
three current approaches to individual mental health in UK
counter-terrorism: the use of ‘appropriate adults’ in terrorism-
related cases; the ‘mental health hubs’ introduced in 2016; and
counter-terrorism-related risk and vulnerability assessments. The
article argues that in light of the UK’s new counter-terrorism
strategy, these practices show an increasing merger between
conceptualisations of vulnerabilities and risks in how UK counter-
terrorism approaches mental health.
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Introduction

The relationship betweenmental health and engagement in terrorism has been a scholarly
concern for at least several decades. The main question investigated by researchers on the
topic historically and today involve the prevalence of identifiable mental disorders and
personality traits among individuals involved in committing acts of terrorist violence.
Whereas scholars have tacked the issue from a range of disciplines and vantage points,
the possible causal relationship between mental health and engagement in terrorism
remains unclear (e.g. Bhui & Jones, 2017; Corner & Gill, 2015; Horgan, 2008; Lankford,
2016; McGilloway, Ghosh, & Bhui, 2015; Paulussen, Nijman, & Lismont, 2017; Silke, 1998,
2003). Certainly, acts of terrorism do not on their own signify the presence of mental
illness or disorder; conversely, being mentally ill obviously does not by necessity lead
one to commit terrorist acts. Similarly left unanswered are questions around what role
various mental health issues might play as vulnerabilities, risk factors, or as protective
factors, and what the implications of this might be for counter-terrorism.

Practices of handling mental health concerns in the institutional and operational space
of counter-terrorism have not been subjected to equal levels of scrutiny. Partial exceptions
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have been provided by practitioners themselves, such as social care workers and psychia-
trists who have become involved in counter-terrorism-related work: Research and writings
by and on such professionals have concentrated on opportunities and challenges raised
by their field’s engagement with counter-terrorism, including questions around effective-
ness, professional ethics, worries about securitisation and of over-extension of compe-
tences (e.g. Peddell, Eyre, McManus, & Bonworth, 2016; RCP, 2016; Sestoft, Hansen, &
Christensen, 2017; Tunariu, Tribe, Frings, & Albery, 2017; Ventriglio et al., 2017; Weine
et al., 2017; Wright, 2016; Yakeley & Taylor, 2017).

Meanwhile, the day-to-day practice of counter-terrorism – in the fields of law enfor-
cement, broad-based prevention, and other domains – continues to involve an array of
issues related to the mental health of individuals seen to be of concern for terrorism-,
extremism- or ‘radicalisation’-related reasons. These would include, but not be limited
to, the identification of diagnosed mental illness among such populations and how
to follow up on their treatment needs, to questions around individuals’ capacity for
self-representation, and implications of possible mental health issues on criminal prose-
cutions, including on decisions around sectioning and/or criminal accountability. This
article explores how counter-terrorism incorporates conceptualisations about individual
mental health operationally and in practice. It is also interested in what conceptualis-
ations are operationalised; and in particular, what counter-terrorism’s operationalisation
of such understandings may say about the field’s evolving ideas of risk and
vulnerability.

To this end, the article examines three different approaches to mental health within UK
counter-terrorism. The UK is often seen to set the tone for other (especially European)
countries’ adoption of counter-terrorism policies and practices, although uncertainties
around the shape and itinerary of the Brexit process may have implications for its contin-
ued ‘forerunner’ status (see e.g. Omand, 2016). The UK also deserves attention at present
in light of the recent update of its counter-terrorism strategy CONTEST. In its latest
iteration, this strategy foregrounded ‘safeguarding’ as a core counter-terrorism principle,
especially on the field of prevention (HM Government, 2018), with apparent implications
for the role of mental health in the area of counter-terrorism.

The three practices this article examines are: (1) the use of appropriate adults for ‘vulner-
able’ adults in terrorism-related cases; (2) the mental health hubs originally piloted in
England in 2016 to liaise and improve cooperation between counter-terrorism police
and national health services; and (3) individual terrorism-, extremism-, and radicalisa-
tion-related risk and vulnerability assessments used in the UK and the role of mental
health within the most prominent of these tools. In different ways, these three practical
incorporations of various mental health considerations in the field of UK counter-terrorism
reveal conceptualisations about the relationship between mental health and counter-ter-
rorism. They also show how ideas of risk and vulnerability are being framed in the space
where counter-terrorism and mental health meet.

The article argues that in light of the UK’s new counter-terrorism strategy, these three
operational approaches to mental health show a more pronounced blurring of the lines
between what is considered ‘vulnerabilities’ and what is understood as ‘risks’ in the field
of UK counter-terrorism. The three cases also confirm the practical and increasingly
close relationship between the ‘Prevent’ and ‘Pursue’ strands of UK counter-terrorism
announced in the 2018 counter-terrorism strategy.
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UK counter-terrorism, safeguarding and mental health

In June 2018, the most recent version of the UK’s counter-terrorism strategy CONTEST for-
malised safeguarding as a central part of the country’s counter-terrorism. In particular, the
part of the four-pronged strategy that aims to prevent terrorist attacks, Prevent, was then
articulated as having as its core purpose ‘to safeguard and support vulnerable people to
stop them from becoming terrorists or supporting terrorism’ (HM Government, 2018,
p. 31). The objectives of Prevent were formulated as to ‘tackle the causes of radicalisation
and respond to the ideological challenge of terrorism’ (HM Government, 2018, p. 31); to
identify, safeguard and support ‘those most at risk of radicalisation through early interven-
tion’ (HM Government, 2018, p. 31); and enabling disengagement and rehabilitation of
former terrorists (HM Government, 2018, p. 31).

The previous version of CONTEST, published in 2011, was not as unambiguous on the
position of safeguarding within UK counter-terrorism. That 2011 document stated that
Prevent aimed to ‘prevent people from being drawn into terrorism and ensure that
they are given appropriate advice and support’ (HM Government, 2011; see also Heath-
Kelly, 2016; Heath-Kelly & Strausz, 2018). One key part of Prevent, Channel, was then
described as ‘working alongside safeguarding partnerships and crime reduction panels’
– in other words, it was not presented as in itself a means of safeguarding (HM Govern-
ment, 2011, p. 64, added emphasis; also HM Government, 2012b). Furthermore, the
2011 strategy also noted that it might not be appropriate to include ‘Prevent indicators’
into already existing safeguarding mechanisms, as these might not have sufficient ‘flexi-
bility’ (HM Government, 2011, p. 65). By contrast, in the 2018 version of CONTEST, ‘safe-
guarding’ is cited 19 times, with reference to Prevent as itself being a mechanism of
safeguarding (HM Government, 2018; see Dresser, 2018 for the place of ‘safeguarding’
in the 2015 Counter-Terrorism and Security Act).

On the specific role foreseen to be played by health actors within the Prevent prong of
CONTEST, however, already the 2011 version had noted that the Department of Health
would ‘raise awareness of the parallels between Prevent and other types of safeguarding
to promote gradual mainstreaming of Prevent across the health service’. (HM Government,
2011, p. 69) That same year, a Department of Health guidance to Prevent for healthcare
workers directly situated Prevent within the sphere of safeguarding: Prevent, the guidance
said, would be ‘most appropriately managed within existing safeguarding structures’
(Department of Health [DoH], 2011, p. 4; see also National Health Service [NHS], 2017;
and Heath-Kelly & Strausz, 2018 on how this has occurred in practice). With the 2018
version of CONTEST, the positioning of Prevent as a measure of safeguarding was both
bolstered and moved closer to the core of what UK counter-terrorism was presented as
being about.

When underlining the evolving role of Prevent as a safeguarding measure within UK
counter-terrorism, the 2018 CONTEST document stated that ‘(h)ealth workers and social
care staff are at the heart of safeguarding’ (HM Government, 2018, p. 36) – hence
placing health and social care at the heart of counter-terrorism too. Notably, the part of
CONTEST which then addressed the role of the health care sector in delivering Prevent
was primarily concerned with mental health. In the words of the strategy, while ‘no
links have been established between mental disorder and group-based terrorism, terror-
ists who act alone may be more likely to have a background that includes mental ill health’;
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it is in this context the mental health care sector should ensure that those ‘at risk of radi-
calisation will be able to access the mental health support and treatment they need’, and
work with counter-terrorism police to manage those at risk of radicalisation (HM Govern-
ment, 2018, p. 36). When referencing the management of terrorist offenders, the strategy
also cited ‘mental health issues’ as a distinct terrorism-related ‘vulnerability’ (HM Govern-
ment, 2018, p. 41).

In addition, as called for by the strategy – and like with the rest of the health, education,
social care and related sectors in the UK – mental health care workers were expected to
carry out their Prevent duty by referring individuals of concern. The way this duty has
been operationalised within these different domains have varied greatly. Educational insti-
tutions have accounted for around one third of total referrals to Prevent, police for another
third, while health authorities have been responsible for 6% of Prevent referrals (Home
Office, 2017d, p. 8). Ever since it was introduced, the Prevent duty and its management
by such institutions has also been subjected to intense examination by scholars, examin-
ing the many questions and possible trade-offs involved for professionals in terms of confi-
dentiality, ethics and in weighing professional duties against security concerns (see
Busher, Choudhury, & Thomas, 2019 for a recent summary regarding the field of education;
Heath-Kelly & Strausz, 2019 for health).

The expressed articulation of Prevent as a safeguarding mechanism in the 2018 strat-
egy, and the related alignment between Prevent and the health and social care sectors
in the UK have happened as Prevent both remained at the core of CONTEST, and while
Prevent was also being brought closer to the Pursue part of UK counter-terrorism (see
also Elshimi, 2018). Pursue, in the words of CONTEST, had as its key purpose ‘to stop ter-
rorist attacks happening in this country and against UK interests overseas’ (HM Govern-
ment, 2018, p. 43), working by means of law enforcement and intelligence measures
such as detection, investigation, and prosecution. The 2018 CONTEST document drew
up unprecedentedly strong interconnections between Prevent and Pursue, and formu-
lated their purpose jointly, as being ‘to reduce the threats we face’ (HM Government,
2018, p. 6). Presenting an argument for adjoining the two, the strategy stated that ‘(t)he
timescale for individuals moving from radicalisation to carrying out an attack can be
rapid’ (HM Government, 2018, p. 13).

The conjoining of the Prevent and Pursue strands of CONTEST represented a shift away
from the widely shared – while somewhat simplified, still broadly correct – perception that
Prevent addresses ‘prevention’ meaning what occurs before and in order to prevent the
enactment of a terrorist offence (terrorist violence as well as the advocating, planning,
or training for an act of violence) and Pursue addresses what happens after a specific
offence has been committed. Both, however, target behaviour carried out before an all-
out terrorist attack has taken place, in order to stop one from occurring.

The 2018 strategy’s closer alignment between Prevent and Pursue hence contributes
to undermine the idea that there is a clear distinction between a ‘pre’- and ‘post’-crim-
inal phase in the chronology leading towards an act of terrorist violence. In earlier
counter-terrorism parlance, the UK Government sometimes referred to parts of
Prevent as addressing a ‘pre-criminal’ space, but this phrase does not appear in the
2018 CONTEST document. That updated strategy’s merger of Prevent and Pursue
appears to have replaced this terminology with an outlook that does not sharply delin-
eate the ‘pre-’ or ‘non’-criminal space from the criminal one: the whole pre-attack or
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pre-violence arena (whether involving criminal acts or not) seems to be conceptualised
and addressed as one.

The dual and apparently contrasting move of Prevent within the 2018 CONTEST strat-
egy – simultaneously towards a ‘softer’ emphasis on safeguarding and supporting vulner-
able people and towards the ‘harder’ Pursue prong with that strand’s emphasis on
managing security risks through stopping, investigating and prosecuting crimes –
seems to place mental health in the tension between security and care within the field
of counter-terrorism. In lieu of either scholarly answers or clear policy guidance on the
relationship between terrorism and mental health, or on what role perspectives on
mental health should play in counter-terrorism – finding a place in this changing land-
scape would be expected to pose a challenge both to mental health care workers and
counter-terrorism practitioners in the UK.

Preventing terrorism: risk, vulnerability and anticipatory action

The ‘Prevent’ element of the UK’s counter-terrorism strategy is concerned with acting early
to stop terrorist acts from being carried out. Clearly, prevention has a long and multifa-
ceted history within police, social and youth work – as well as in other fields including
health and natural disasters – and is, for instance, at the core of the ‘Scandinavian
model’ of counter-terrorism and counter-‘radicalisation’. Within (critical) security studies
scholarship, however, some have questioned the role and nature of preventative
counter-terrorism work, considering its present-day development as signifying a temporal
focus shift away from primarily stopping looming acts of terrorist violence (and respond-
ing to these), towards stages further back in an assumed pre-attack chronology. Such
scholarly framings seem in part inspired by strands of military doctrine, which has some-
times described preventative action as behaviourally indistinguishable from aggressive
acts, in that both entail acting on perceived risks that have not (yet) matured into
threats (Gray, 2007, p. 36).

Writing on counter-terrorism, Jessica Stern and Jonathan B. Wiener, for instance, have
warned of undertaking counter-terrorist action against potential threats before these
become imminent; such action, they argue, would likely be too expansive, possibly
counter-productive – and problematically shifts the burden of proof onto those arguing
for restraint (Stern & Wiener, 2008, esp. p. 131; also Brown & Cox, 2011). Louise Amoore
has relatedly cautioned against limited information on potential risks becoming the
grounds for wide-ranging preventive counter-terrorism measures (Amoore, 2013; also
Amoore & de Goede, 2008; Bracken, Bremmer, & Gordon, 2008, esp. pp. 1–15). And includ-
ing counter-terrorism in a wider discussion of temporality and risk, Ben Anderson ques-
tions how, when allowing anticipatory action to become the norm, an unknown future
becomes the justification for action in the here and now (see Anderson, 2010, pp. 778–
780). A resembling temporal move could be observed on the field of terrorism legislation:
Broadly speaking, the tendency of terrorism legislation has been to criminalise behaviour
increasingly further back in the chronology from an act of terrorist violence, capturing for
instance planning, encouraging, financing, training for, and providing material support for
terrorism (see e.g. United Kingdom Terrorism Act [TACT], 2006).

With the 2018 CONTEST document’s emplacement of safeguarding at the core of UK
counter-terrorism practice, the concept of vulnerability has properly entered onto the
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counter-terrorism-specific (but not counter-terrorism exclusive) scene of risk and tempor-
ality. Scholars generally conceptualising vulnerability from different disciplinary angles
have already argued for understanding vulnerability in terms of how it compels state
responsiveness, rather than as a feature existing ‘in itself’ (e.g. Dehaghani & Newman,
2017): Others have provided categorisations including both inherent conditions such as
e.g. age or disability, and contextual circumstances (for a more nuanced categorisation,
see e.g. Brown, 2015, esp. pp. 29–48), whereas others again have posited vulnerability
as a universal feature of the human condition; not so much an innate quality as a charac-
teristic emerging from an individual’s embeddedness in a social and institutional setting
(Fineman, 2013).

In UK governance and legislation, ‘vulnerability’ has tended to be defined in terms of an
individual lacking capacities and needing protection (DoH, 2000, 2014; UK Care Act, 2014;
UK Safeguarding Vulnerable Groups Act [SVGA], 2006); the operational meaning of the
term within the field of counter-terrorism will be returned to in the three sections
below. From the discipline of political sociology, Kate Brown (e.g. 2011) has argued that
the concept of ‘vulnerability’ functions in problematic ways, especially in interactions
between individuals and the state with regard to welfare provision. In particular, she
claims, the uncertainties, ambiguities and contingencies in the operational meaning of
‘vulnerability’, as well as the political, ethical and practical implications and baggage of
this term, makes reliance upon categorisations of ‘vulnerability’ potentially damaging to
social justice. Within this line of critical inquiry, defining someone as ‘vulnerable’ under-
mines their agency and opens up for potentially baseless and possibly damaging state
interventions (see also Coppock & McGovern, 2014).

Within UK counter-terrorism, the 2018 CONTEST strategy seems to present ‘vulner-
ability’ as specifically tied to individual mental ill health, and to posit this notion as
central to its reframing of counter-terrorism and especially Prevent in terms of safeguard-
ing. This version of the strategy, it is worth recalling, was launched while scholarship has
remained unsettled on the relationship between mental health and terrorism – and while
numerous questions are still unresolved around how different mental health issues could
be either contributing to, protecting from, or resulting from terrorist engagement.

It is worth stressing that scholars interested in vulnerability in a terrorism context
have also insisted on the importance of distinguishing between vulnerabilities in the
‘general’ senses theorised by the literature cited above, and the specific vulnerabilities
that may be of note in relation to someone’s terrorist involvement (Bhui, 2016; Cole,
Alison, Cole, & Alison, 2014; Corner, Bouhana, & Gill, 2018a, p. 8). Some have suggested
that the ‘vulnerabilities’ actually relevant in a ‘radicalisation’ or terrorist setting might be
broadly categorised in terms of being susceptible to moral change, and exposed to
radicalisation settings (Bouhana & Wickström, 2011; see also Bhui, 2016; Corner et al.,
2018a, p. 8). This, however, does not appear to have been taken on board by the
Prevent practitioners (from a range of sectors not specified) cited in one study as
summing up the vulnerabilities relevant to their field as being ‘mental health problems’,
social isolation, and relative deprivation (Peddell et al., 2016). Also other research from
the UK shows that both crime- and care-related ‘vulnerabilities’ tend to be understood
in general ways not particularly relevant to radicalisation or terrorism – and in manners
that could be contingent and arbitrary (Braye, Orr, & Preston-Shoot, 2011; Dehaghani,
2017a, 2018b).
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The centrality of conceptualisations of mental health vulnerabilities and safeguarding in
the 2018 CONTEST strategy makes it pertinent to explore how mental health perspectives
are being incorporated in UK counter-terrorism in practice. Examining such practices will
also serve to show how changing understandings are translated into concrete counter-ter-
rorism action, and reveal the underlying assumptions of mental health, vulnerabilities,
risks, and of the relationships between these concepts.

Risk assessment and mental health

One place to start such an examination would be with the main risk and vulnerability
assessments directly aimed at capturing the risks and vulnerabilities relevant in a
counter-terrorism context. Indeed, individual risk assessment has long been central to
counter-terrorism. In the UK, such risk assessments have been important to the custodial
follow-up of sentenced terrorism offenders and other prisoners since 2011, and of individ-
uals receiving interventions through the Channel programme as part of the Prevent strat-
egy since 2012 (Augestad Knudsen, 2018). The UK’s recent CONTEST strategy in effect
significantly increased the number of individuals of interest to authorities from a
counter-terrorism perspective. Specifically, the strategy included a strengthened focus
on closed and closing subjects of interest, in total more than 20,000 individuals, as well
as hundreds of returning foreign fighters/travellers along with at least 700 ex-offenders
(HM Government, 2018, p. 21, 26, 40–41). As authorities seek to decide on whom
among these large and diverse populations to devote special attention, the importance
of terrorism-related individual risk assessments would seem to grow even further.

Until 2018, the two main terrorism-related risk and vulnerability assessment tools in use
in the UK were the Extremism Risk Guidance (ERG 22+) and the Vulnerability Assessment
Framework (VAF) (Lloyd & Dean, 2015; HM Government, 2012a). The ERG 22+ is used on
offenders in prison, while the VAF is being used as one part of the Channel process –
Channel is a key part of Prevent aimed at identifying and providing support to those at
risk of ‘radicalisation’ (HM Government, 2012a, 2012b). While applied to different parts
of the UK counter-terrorism system, the two tools are closely related. The VAF was devel-
oped based on the ERG22+ with one of that tool’s two main authors involved. Both tools
contain the same 22 risk indicators, similarly grouped into three categories. In April 2018, a
trial of two additional and linked risk assessment tools created for and by UK counter-ter-
rorism police were rolled out in England by Counter-Terrorism Policing Headquarters
Prevent. The two new tools are now in review until January 2019.

Of the 22 indicators that the ERG22+ and the VAF share, one is referred to as ‘mental
health’. In both the ERG22+ and the VAF, the mental health indicator belongs to the cat-
egory of ‘engagement’ indicators. The creators of the ERG22+ – from which the VAF was
later derived – have described ‘engagement’ as referring to ‘the process by which individ-
uals become involved with or identify with an extremist group, cause, or ideology’, and as
‘a term emerging in the literature that reflected a commitment to ideology, group, or cau-
se’(Lloyd & Dean, 2015, p. 42, 45). The engagement factors are jointly described as able to
capture ‘relevant beliefs’ (Lloyd & Dean, 2015, p. 45).

While the ERG22+ does come with guidelines that should be expected to provide some
detail on how to understand and register the ‘mental health’ indicator, the VAF (HM Gov-
ernment, 2012b, p. 2) simply references ‘(r)elevant mental health issues’ without further
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elaboration. When completing a VAF, therefore, the local authority officials or police in
charge of such assessments as part of the Channel process are therefore left to decide
for themselves – without the relevant mental health training – if the indicator of ‘relevant
mental health issues’ is present or not present. The research cited above on how security
practitioners conceptualise mental health-related and other vulnerabilities does not seem
to offer insurance that this indicator would be registered accurately (Peddell et al., 2016;
see also Dehaghani, 2017b; Home Office, 2017c; Local Government Association [LGA],
2018; also Martin, 2018).

In fact, some of those completing ERG22+ assessments in a prison context might face a
similar challenge, regardless of the specificity of the tool’s written guidelines. Whereas for-
ensic psychologists and psychiatrists might be well equipped to identify the relevant
mental health issues when carrying out an ERG22+, probation officers – however experi-
enced – would probably not be, even after the required two-day training in the tool.
Indeed, it would seem like a daunting task for anyone without proper mental health train-
ing to spot which mental health issues should be cited as vulnerabilities in a counter-ter-
rorism context, or why – let alone what to do with such information, were one able to
acquire it. This might be difficult even for experienced psychiatrists or psychologists,
should they lack specific training and experience with terrorism-related risk and mental
health vulnerabilities. The changing profiles of those involved in terrorism in the UK
and elsewhere would further complicate this picture. Research from 2016, for instance,
showed that this demographic then included more people than earlier with a criminal
record, as well as of lower socio-economic and educational status than before, likely
reflecting changing recruiting patterns among terrorist groups (Basra & Neumann, 2016,
e.g. p. 13).

In this light it seems on point to call for more nuance in how ‘mental health’ is included
in tools for assessing terrorism-related risk (see e.g. Corner et al., 2018a). Scholars have also
questioned the absence of guidance as to the base rate prevalence of various mental
health conditions, and of instructions regarding appropriate processes for information
gathering (Corner, Gill, Schouten, & Farnham, 2018b, p. 8; Sarma, 2017). Whereas the
first of these omissions would be relevant primarily to the weighing of a mental health indi-
cator in terms of risk, it seems even more important that the tools do not explain how
being generally ‘vulnerable’ through experiencing mental health problems would make
one vulnerable specifically to radicalisation or terrorism (see also Chisholm & Coulter,
2017; Corner et al., 2018a, p. 6). As already touched upon, mental health problems
could certainly be described as making people ‘vulnerable’ in that they could negatively
impact on their day-to-day functioning and relationships. But how such a generalised vul-
nerability translates into a counter-terrorism context is much less clear (see also Rousseau,
Ellis, & Lantos, 2017; Scurich, 2016, p. 5).

It is worth noting here that mental health does not appear to play the same role risk
wise with regard to terrorist engagement or terrorist violence as it does in the enactment
of ‘generic’ violence (see e.g. Monahan, 2012). When explaining why she developed one of
the main (Canada-originated) specialised risk assessment tools for extremism-related vio-
lence (VERA2 – Violent Extremism Risk Assessment, Version 2), Elaine Pressman stressed
that the existing, generic risk assessment models – aimed at capturing violence risk
among a general population and the mentally disordered – weighed mental illness
heavily (Pressman, 2009, p. 16). Noting this as an explanation for why she developed a
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specialised risk assessment tool for extremism-related risk clearly implies that mental
health – while possibly relevant to include – should not be weighted as heavily in assess-
ments of this kind.

Regardless of practice so far, to put significant expectations and weight onto a disag-
gregated category of ‘mental health’ in any new or existing terrorism- extremism- or ‘radi-
calisation’-related risk or vulnerability assessment tool would hence seem ill advised (see
also Powis, Randhawa, & Bishopp, 2019). It would also pose the possible hazard of
unnecessarily increasing the stigma already associated with mental health difficulties,
and of securitising such difficulties by associating an unspecified idea of ‘mental health’
with terrorism-related risk (see also Bhui, James, & Wessely, 2016; also McKendrick &
Finch, 2017a, 2017b; Weine et al., 2017). The continuing existence of insufficiently clear cat-
egories of ‘mental health’ indicators in terrorism-related risk assessment tools certainly
moves mental health vulnerabilities closer to the field of terrorism-related risk within UK
counter-terrorism.

Appropriate adults

In turning from the attempts to measure terrorism-related risk and vulnerability to ideas vul-
nerability in UK counter-terrorism, the appointing of ‘Appropriate Adults’ to individuals above
the age of 18 in terrorism-related cases is a useful practice to explore. Besides helping to
further unpack UK counter-terrorism’s conceptualisations of ‘vulnerability’, the practice
should serve to illuminate one of the ways in which considerations around mental health
are operationalised in the counter-terrorism domain. Specifically, Appropriate Adults are
appointed to any detainee below the age of 18, as well as to adult detainees deemed to
be ‘vulnerable’, but not so vulnerable as to warrant a full mental health assessment – in ter-
rorism-related and in other cases (National Appropriate Adult Network [NAAN], 2018a).

The Appropriate Adult function is an explicit safeguarding mechanism. Historically, the
practice of appointing Appropriate Adults was introduced in the UK in 1984 explicitly to
safeguard the rights, entitlements and welfare of juveniles and vulnerable persons and
in order to avoid miscarriages of justice. Appropriate Adults should be present in terror-
ism-related and in other cases during a vulnerable individual’s interactions with police,
to observe whether police are acting correctly and whether the person’s situation has
changed. They can assist the detainee in understanding rules and procedures including
for instance those regulating searches and interviews, and/or advise police in effective
communication with the person. They can also intervene if the detainee is not being
treated properly, or if the Appropriate Adult believes the person would benefit from
having a solicitor present (Gov.UK, 2014; NAAN, 2018a).

There is no statutory requirement for the police to appoint an Appropriate Adult for
detainees aged 18 or older, but they are obliged to do so for persons aged 17 or under
(e.g. Dehaghani, 2017a, e.g. p. 190). However, if an Appropriate Adult is not appointed
and it later turns out that one should have been, the evidence gathered without the
Appropriate Adult present – for instance during a police interview – might not hold up
in court. Nonetheless, 2014 figures showed that while at least 39% of those in contact
with probation would then have met the threshold for having an Appropriate Adult
present (Bath, 2014a), certain areas of the UK requested the service in only 0.016% of
cases (Bath, 2014b).
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According to Chris Bath, chief executive of the UK’s National Appropriate Adult
Network, the threshold for appointing Appropriate Adults may effectively be lower in ter-
rorism-related cases than in other cases. From the police perspective, terrorism-related
cases are both associated with more resources and a higher degree of risk, increasing
incentives for implementing all safeguards that would protect the validity of evidence
and avoid future challenge or the collapse of prosecutions. At the same time, some
TACT custody facilities are located in areas where there are no organised Appropriate
Adult services available for adults (Bath, 2018).

Since the criteria for a detained adult having an Appropriate Adult appointed – in terror-
ism-related as in other cases – is that the person is ‘vulnerable’, the concept of vulnerability is
at the heart of the practice (see also Dehaghani, 2017b). Interestingly, in 2018, the same
summer as the UK launched its new CONTEST strategy, the country’s regulations for deten-
tion, treatment and questioning by police officers (Police and Criminal Evidence Act, PACE)
specifically including its definition of ‘vulnerability’ was revised too. The revisions in the
definition of vulnerability similarly encompassed in both the version of PACE regulating
ordinary arrests – Code C – and the version regulating detention, treatment and questioning
by police under the UK Terrorism ACT (TACT) – Code H (Home Office, 2018a, 2018b). Since
the focus of this article is on counter-terrorism, only Code H will be discussed here.

Before the summer of 2018, PACE described ‘vulnerable’ adults as ‘people who are men-
tally disordered or otherwise mentally vulnerable’, and further stated:

“(m)entally vulnerable” applies to any detainee who, because of their mental state or capacity,
may not understand the significance of what is said, of questions or of their replies. “Mental
disorder” is defined in the Mental Health Act 1983, section 1(2) as “any disorder or disability of
mind”. (Home Office, 2017a and 2017b – Codes C and H, Notes for Guidance 1D and 1G)

In other words, if a detainee had a mental disorder, that person would ipso facto be cate-
gorised as vulnerable and should have an Appropriate Adult appointed. If the detainee did
not have a mental disorder, the person could still be categorised as vulnerable if they did
not understand (the significance of) what was being said or what they themselves said.

In July 2018, this protocol changed with PACE’s new definition of ‘vulnerability’. Accord-
ing to the new code:

(d) ‘vulnerable’ applies to any person who, because of their mental health condition or mental
disorder (…):

(i) may have difficulty understanding or communicating effectively about the full implications for
them of any procedures and processes connected with:

• their arrest and detention at a police station or elsewhere;

• the exercise of their rights and entitlements.

(ii) does not appear to understand the significance of what they are told, of questions they are
asked or of their replies.

(iii) appears to be particularly prone to:

• becoming confused and unclear about their position;

• providing unreliable, misleading or incriminating information without knowing or wishing to
do so;

10 R. AUGESTAD KNUDSEN



• accepting or acting on suggestions from others without consciously knowing or wishing to
do so; or

• readily agreeing to suggestions or proposals without any protest or question. (Home Office,
2018b – Code H – section 1.17. Code C, section 1.13 provides an almost identical definition,
Home Office, 2018a).

These changes meant that after the summer of 2018, only those whomet the ‘functionality
test’ outlined above would count as being vulnerable and as meeting the threshold for
having an Appropriate Adult appointed to them (NAAN, 2018b offers a thorough overview
of this and the other PACE revisions). Whereas previously, a detainee with a diagnosed
mental disorder would automatically be considered vulnerable and as having met the
threshold for having an Appropriate Adult, such an individual would now be defined as
vulnerable and get an Appropriate Adult only if that person was also seen to be function-
ally vulnerable. As per the criteria above, this would primarily entail having difficulties with
understanding and communicating, in ways observable and identifiable to the police.

The latter is significant and related to another relevant change to PACE with the 2018
version, apparently further raising the threshold for appointing Appropriate Adults. The
previous version of the document stated that a detainee should be treated as vulnerable
– and hence prompt the appointment of an Appropriate Adult – if police ‘any doubt about
the mental state or capacity of the detainee’ (Home Office, 2017a, 2017b, Notes for Gui-
dance 1G, added emphasis). In the 2018 version, this was changed to state that a
person should be treated as vulnerable and have an Appropriate Adult appointed if an
officer ‘has any reason to suspect’ that a person might be vulnerable (Home Office,
2018b section 1.10, added emphasis). The code did not provide any guidance of how pre-
cisely to determine whether there had been sufficient ‘reason’ to believe that a detainee
was in fact vulnerable.

These changes to how PACE defined and approached vulnerability effectively removed
mental health disorders from clear inclusion in the category of ‘vulnerability’ within this
specific part of UK counter-terrorism and security practice. This also seemed to limit the
opportunities for those with a mental health diagnosis to access the safeguard provided
by having an Appropriate Adult present at important moments during their detention.
Although seemingly unrelated, and occurring at a very specific location in the changing
topography of UK counter-terrorism, it is striking that this happened at the same time
as mental health care and mental illness were placed at the heart of CONTEST – and as
mandate of the mental health hubs expanded further into the Pursue space. Taken
together with the continued inclusion of a disaggregated category of ‘mental health’ in
terrorism-related risk assessment, these practices seem to represent a repackaging of
mental difficulties, mental illness and/or mental disorders from being seen as vulnerabil-
ities to being addressed as risks within the framework of UK counter-terrorism.

Mental health hubs

The final practice to be addressed here, is the mental health ‘hubs’ piloted in three English
cities in 2016, with a mandate extended in 2017, and now likely to be made a permanent
feature of UK counter-terrorism. The hubs are perhaps the clearest example of how ideas
around vulnerabilities and risks are materialised in UK counter-terrorism. Initiated as a
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collaboration between National Counter-Terrorism Policing, the NHS (National Health
Service) through the Department of Health, as well as the Home Office (National Police
Chiefs’ Council [NPCC], 2016), the hubs received joint funding from each of these
bodies. The articulated aim of the hubs was to

assess the value of mental health professionals working alongside counter terrorism police
officers. This is in relation to the management of individuals referred to the police with
known or suspected mental disorders who may be vulnerable to radicalisation and extremism.
(Radicalization Awareness Network [RAN] / National Counter Terrorism Policing Head Quarters
[NCTPHQ], Undated; see also NPCC, 2016, 2017, Undated)

The three hubs were established in London (covering London, the South East and South
West), Birmingham (covering the East Midlands, the West Midlands and Wales), and Man-
chester (covering the North).

Initially, the hubs were meant to support counter-terrorism police involved in Prevent in
liaising with health services, and to offer advice to Prevent and other counter-terrorism
teams. A core objective from the start was to ‘improve the understanding of both
police and health professionals of the associations between mental health conditions
and vulnerability to radicalisation’. This was initiated after a research programme had
identified ‘a broad range of mental health and psychological difficulties’ in around half
of 657 Prevent referrals (NPCC, Undated; see also Corner et al., 2018b).

By embedding mental health professionals within police teams, the hubs should – from
their inception and as their continue their work today – enable police to detect earlier those
who had or had previously had mental health difficulties, hence ‘increase access to main-
stream service for vulnerable individuals and – as a result of early intervention – improve
health outcomes, achieve cost efficiency savings and reduce risk to the public’. (NPCC,
Undated; Holden, 2017; Taylor, 2018). Another key purpose is to promote better information
sharing between health services and police, since the police had experienced problems with
reaching medical practitioners in the past (Holden, 2017). The hubs involved mental health
nurses, as well as senior clinical psychologists and psychiatrists employed by the NHS,
working on cases in close collaboration with counter-terrorism police.

To some extent, the UK hub initiative resembles multisector cooperation arrangements
elsewhere, including variations on the Scandinavian SSP (School, Social and health ser-
vices, and Police) model, such as the PSP (police, social services, and psychiatry) in
Denmark (e.g. Sestoft et al., 2017) – or, relatedly, the formalised cooperation between
prison authorities and Oslo University Hospital in Norway (OU, 2019). However, the
focus of the ‘Scandinavian model’ is on broad-based multisector collaboration and early
prevention as integrated parts of the countries’ general provision of welfare (e.g. Regjer-
ingen, 2019). And in the latter case, the focus has primarily if not only been on addressing
and resolving questions around criminal accountability and the prospects of a possible
‘insanity defence’. The UK hubs, however, are distinguished from these initiatives in that
they are police led, could involve other counter-terrorism and security actors, and are
hence squarely located within a security framework.

The development of the workload of the hubs seems to have removed them even
further from models such as the Scandinavian ones. At the start, the hubs were almost
exclusively working on Prevent referral cases, although from the outset primarily on
police-led ones, rather than on the Prevent cases that were held by local authorities
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(Holden, 2017; NPCC, 2016, Undated). Increasingly, however, the hubs have worked with
referrals also from the investigation space, and handle live cases too (Taylor, 2018). This
seems to represent a reorienting of the hubs’ original objectives from being in the main
Prevent-focused to an increasing involvement with Pursue – in line with the overall devel-
opment of UK counter-terrorism and the alignment between these two CONTEST strands.
From an initiative chiefly set out to liaise between health and security services in order to
divert individuals onto the support they need before and so they should not go on and
commit terrorist crimes, the hubs have become a potential measure for assisting investi-
gations into individuals who may already have committed crimes.

Such a reorientation raises questions as to whether the hubs may risk transforming
from being principally measures of health care into tools of intelligence gathering for pre-
paring or conducting active counter-terrorism investigations. The critical security studies
‘risk’ literature referenced above would warn of such a development, and be especially
wary of the prospect of extending the hubs’ mandate even further, such as into the
fields of covert operations and surveillance. In the framing of such security studies scholar-
ship, counter-terrorism’s general tendency towards over-extension would warrant alert-
ness of the hubs being used as a risk assessment technique targeted even further back
in the chronology from a committed offence – at capturing signs of terrorism-related
risk in individual behaviour and traits.

The experienced practitioners involved with the hubs should be expected to be atten-
tive to the range of ethical challenges involved with their work. Nonetheless, the hubs
place them in a different role than their usual one as primarily being NHS health care pro-
viders: at the hubs, they provide counter-terrorism police with direct as well as ‘indirect’
assessments (that is, assessments not based on an in-person meeting with the patient)
of individuals of concern, and are not themselves involved in individuals’ treatment
(Bhui, 2016; NPCC, Undated; also Stanley, 2018; Yakeley & Taylor, 2017). Moreover, while
there is no reason to believe that the hubs are not adhering to information sharing and
confidentiality laws and regulations, they would have made accessing individual health
records, for instance, easier for security authorities – than when these would have had
to approach such records from the ‘outside’ (see also British Medical Journal, 2017a;
Wright, 2016).

Another way in which the hubs could challenge the traditional roles of a mental
health care provider, is that they open for diverting vulnerable people away from pro-
secution and into ‘urgent care pathway’ treatment (only) if they are considered at risk
of radicalisation or of committing a terrorism-related offence (NPCC, Undated, p. 2018).
One of the hubs’ original objectives was to assist in the provision of mental health care
to those who need it in order to prevent them from causing harm to themselves and
others. All the same, as pointed out in a recent report, this could create ‘incentives for
practitioners to refer patients to Prevent’, if they predicted that patients this way would
get treatment faster (Heath-Kelly & Strausz, 2018, pp. 53–54). Such misrepresentations
of individual diagnostic and risk profiles might unnecessarily categorise someone as
a terrorism-related subject of interest, and undermine trust in both health and security
authorities.

Apart from the practical and operational evolution of the hubs, authorities’ descriptions
of them also contribute to reframe mental health related ‘vulnerabilities’ for a counter-ter-
rorism context. As summed up by the National Police Chiefs’ Council,
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Not all of these cases offered support (after assessment by the hubs) will have a CT vulner-
ability but all will have unmet health needs. Clinicians are embedded within police Prevent
teams and together they are reducing the risk to individuals and the public. (NPCC, 2017)

Similarly, in a 2017 interview, the policing lead on UK counter-terrorism explained that
police and health care services needed to cooperate closely in order to stop vulnerable
people (and those) with mental health issues from becoming radicalised. Because, he
stated ‘(i)f we don’t intervene soon enough, that victim becomes a very serious perpetra-
tor’ (BMJ, 2017b). These statements suggest some fluctuation in the conceptual bound-
aries between mental health – and/or counter-terrorism-related vulnerability, and
between vulnerabilities and risks – and between the risks individuals may pose to them-
selves and/or to the public.

The very setting up the hubs as part of an increased counter-terrorism focus on mental
health within Prevent, as well as the hubs’ movement towards clearer inclusion in the
more ‘hard security’-oriented Pursue suggest a certain direction of travel: Towards
mental health vulnerability gradually becoming part of the conceptual domain of terror-
ism-related risk, and being addressed as such within the UK counter-terrorism system
(see also Holden, 2017; Stanley, 2018).

Conclusions

The 2018 UK counter-terrorism strategy implicitly proposed a partial discursive recasting of
counter-terrorism: from being about protecting (the public and the state) from security
risks, to providing support (to individuals) in managing and overcoming vulnerabilities –
and a corresponding shift in the field’s location between care and security. At the same
time, the formalisation of mental health vulnerability and safeguarding in UK counter-ter-
rorism seems not to have changed counter-terrorism’s overall risk calculus, but simply
incorporated vulnerability as ‘early’ type of (potential) risk. While ‘vulnerability’ from the
perspective of the state has conventionally been connected with lack of capacity and
with care needs (e.g. DoH, 2014; UK Care Act, 2014), UK counter-terrorism now appears
to be increasingly direct in linking mental health vulnerability to a potential capacity for
involvement in terrorism. From a primary conceptual location within a domain of care, ‘vul-
nerability’ now seems relatively more closely associated with an early stage of a foreseen
pre-attack timeline, prompting responses emphasising crime risk management such as
surveillance and investigation rather than a treatment pathway.

The practical approaches to mental health examined in this article show how central
concerns around mental health have become to the domestic counter-terrorism practices
of what might be Europe’s leading state on the field. In different ways, they can serve as
both inspiration and warning to other states in search of better counter-terrorism policies
and ways in which to incorporate mental health considerations. At a basic level, the three
practices reveal that UK counter-terrorism considers mental health as relevant to addres-
sing terrorism, and regards ill mental health – from diagnosed disorders to issues that may
not involve psychiatry – both as a risk and as a vulnerability, sometimes at the same time.
The relatively long experience within the UK (compared to many other Western countries)
with using specialised terrorism-related risk and vulnerability assessment as well as dedi-
cated mental health hubs should provide some lessons for those countries interested in
developing similar models.
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Take the mental health hubs. Although no full study has been conducted of them yet,
anecdotal evidence suggests that the mental health have successfully diverted individuals
vulnerable for mental health reasons onto treatment instead of locking them into a crim-
inal prosecution pathway. At the same time, the development of the hubs particularly their
increasing involvement in live cases are evidence of the increasing merger between the
Prevent and Pursue strands of UK counter-terrorism. This de-emphasising of the bound-
aries between these two strands of counter-terrorism indicates a rethinking of the pre-
sumed sequencing of a pre-attack chronology, and more fundamentally, of the causality
of terrorism. This again seems to manifest change the focus of counter-terrorism action
further back in a an assumed causal chain leading to criminal action – with a desire for
policy action more than a sound evidence basis as the driver of this change. Before
counter-terrorism in the UK or elsewhere continues in this direction, there is a clear
need to take stock and establish a more solid evidentiary ground on which to proceed.

Moreover, these different counter-terrorism domains offer no additional and sorely
needed guidance on how, exactly, different vulnerabilities might be relevant to prevent
terrorism, or on how these might manifest or be observable in practice – or on what
the precise mechanisms may be for making ‘mental health’ a vulnerability and/or a risk
in the specific context of counter-terrorism. The absence of such guidance in all the prac-
tices examined here creates the unfortunate possibility of grouping together populations
as ‘vulnerable’ or ‘risky’ who may not in fact be so and who may have little in common in
terms of how they should be meaningfully approached by counter-terrorism.
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