
TERMS OF REFERENCE FOR STOCKTAKE OF HIGH SECURE COMMISSIONING ARRANGEMENTS
1. A stocktake is required to confirm the future direction of high secure commissioning arrangements and future financial allocations.  
BACKGROUND
2. There are three high secure hospitals in England, operated by Nottinghamshire, Merseycare and West London Mental Health Trusts.  High Secure hospitals provide treatment for people with mental health disorders that mean that they are at significant risk of harming themselves or others. Many of these patients are detained under the Mental Health Act 1983. Due to the nature of this group, the link to offending, and some of the high profile offenders detained in these services, there is a perpetual potential for media interest.

3. There are particular and specific legal requirements relating to the operation of high secure services (see Annex A for further information).

4. The Carter report(2006) recommended that the Department of Health (DH) and the National Oversight Group (NOG) should seek to implement commissioning arrangements for high secure mental health services that are congruent and integrated with the National Specialised Commissioning Group (NSCG) – National Commissioning Group (NCG) – Specialised Commissioning Group (SCG) arrangements.   This resulted in the formation of the High Secure Commissioning Team (HSCT).
5. The HSCT was subsequently established in May 2008 in order to develop, coordinate and implement a commissioning strategy for high secure services.  It is accountable to the NSCG and reports to NOG.  In the first year, the governance and accountability frameworks and agreements were established.  Also during this time several projects were launched as part of the work to devise a commissioning plan for high secure services. 

6. At Annex B is a diagram showing the organisational structure of high secure commissioning.  The HSCT consists of a dedicated central team and three ‘lead’ commissioners in the host SCGs.  There are a further seven regional posts (one per SCG).  All high secure commissioning activities attract dedicated DH funding.  All SCG commissioners are subject to local accountability arrangements and carry other local responsibilities in addition to their high secure commissioning role.  The arrangements were designed to work effectively with other stakeholders within the high secure system and other parts of regional and national commissioning arrangements.

7. This stocktake covers the central team, the regional ‘lead’ arrangements, and the activities of the remaining seven regional posts.  For each group it is important to understand their contribution to high secure commissioning, to investigate how well the organisational arrangements support effective high secure commissioning and how well the links to the regional commissioning arrangements work.
Resource Information

8. The three ‘lead’ commissioners (one per high secure hospital) are funded at £60k pa and together with the dedicated staff in the central team they form the HSCT.  The central team receives a DH allocation of £480k pa.  The remaining seven SCGs also receive £30k pa to support high secure commissioning activities.  This makes a total investment of £870k pa in high secure commissioning.  Whilst this compares well with the value of the SLAs (£252m 2008/09) and represents less than 0.4% of service cost this is across only three hospitals and 879 beds.

SCOPE OF THE STOCKTAKE EXERCISE
9. The stocktake exercise should seek to evaluate whether the objectives agreed prior to the establishment of the HSCT at NOG and NSCG and endorsed by Ministers are being met.  If the objectives are not being met the exercise should explore why not.  The objectives are set out in detail in Annex C.
10. A written report is required for discussion and dissemination.  The report should identify what works well and why, and what doesn’t work as effectively.  Suggested sub-headings and questions the report should address are as follows;

11. Line of Sight 

a. Are the roles and responsibilities within the HSCT well defined and understood?

b. Has the HSCT engaged appropriately with other stakeholders including SHAs, DH and the trusts?

c. Does this new arrangement maintain a clear line of sight for the Secretary of State for Health via performance managers to DH?

d. Are the lines of governance and accountability clear?

e. Do the arrangements promote a consistent framework for the commissioning of services?
12. Efficiency and effectiveness
a. Are the opportunities to introduce a new and necessary challenge to current practice being promoted?

b. Do the arrangements offer the opportunity to deliver World Class Commissioning?

c. Do the arrangements offer the opportunity to develop mechanisms by which performance can be benchmarked including length of stay, early discharge planning and improved access and egress?  

d. Do the arrangements provide the opportunity to develop the standardisation of models of care that can be adopted across the three hospitals?

e. Do the arrangements provide the opportunity to develop service specifications that will delivered consistently across the three hospitals?

f. Do the arrangements provide the opportunity for the benchmarking of services against each other (and internationally) to have a positive effect on driving change and improving quality?
g. Do communications work effectively?

13. Care Pathways
a. Do the arrangements promote improved engagement with cluster and catchments groups and the NSCG?

b. Do the arrangements promote better integration of care pathways?

c. Do the arrangements offer the opportunity for increased integration with the criminal justice system and other levels of security?
14. Agreed work plan

a. Does the agreed work plan meet the objectives at Annex C?

b. Is the progress on the work plan satisfactory?

c. Do the NHSCG own the high secure commissioning work plan?

d. Did the NHSCG contribute effectively to the development of the work plan?

OTHER RELEVANT INFORMATION
15. At Annex D is a document that specifies an independent audit exercise that is taking place concurrently within the North West SCG as hosts to the HSCT to inform this stocktake.  The results of this audit should inform this stocktake exercise.  [DN to be inserted]
16. It may be useful to take a concrete example of work to evaluate the objectives listed in Annex C, or to answer the questions above.  This should be agreed with the DH policy lead.  
TIMETABLE

17. The review should be undertaken January – March 2010, with a final report available 31st March 2010.

Jo Leech

Head of Secure Services Policy

DH

ANNEX A

Section 1 (1) of the National Health Service Act 2006 (“the 2006 Act”) provides that the Secretary of State's must continue the promotion in England
 of a comprehensive health service designed to secure improvement–


(a) in the physical and mental health of the people of England, and 


(b) in the prevention, diagnosis and treatment of illness.


Subsection (2) provides that the Secretary of State must provide or secure the effective provision of services in accordance with the Act.


Section 4 of the 2006 Act states that the duty imposed on the Secretary of State by section 1 (above) includes a duty to provide hospital accommodation and services for persons who are-

(a) liable to be detained under the Mental Health Act 1983 and

(b) in the opinion of the Secretary of State require treatment under conditions of high security on account of their dangerous, violent or criminal propensities.

These services are referred to in the 2006 Act as “high security psychiatric services”.

The Act also awards the Secretary of State powers of direction which enable her/him to intervene in a high security hospital in matters of management, security, service provision or capacity.  These powers are exercised through the Strategic Health Authorities (primarily via their performance management function described below but also via DH officials).

There is therefore, a very important role for performance management.  High secure commissioning is also a critical function, which needs to work closely with SHA performance managers to ensure effective service improvement and delivery.
ANNEX B
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ANNEX C
Objective 1 – High secure commissioning leadership

· The HSCT will provide dedicated leadership through a full time Director and core team ensuring that robust arrangements are in place at all levels. Relationships and accountabilities of the three current high secure commissioning leads and the Director of the HSCT will need to be further explored and developed to maximise and benefit from joint working.   
· Add value by avoiding duplication and making better use of management resources.   

Objective 2 – Line management and reporting arrangements

· The Director of the HSCT will report through NOG and be accountable to the Chief Officer of the NWSCT

· The Chief Officer as a member of both NOG and the NSCG will provide support to the Director when reporting to NOG and accountability when reporting the NSCG. 
· Develop the capability and capacity of the high secure commissioning team.

Objective 3 – Modernisation and strategic planning

· Provide authoritative, unbiased and expert management of the commissioning of high secure services covering all three high secure hospitals in order that the delivery of the modernisation programme can continue and, with NOG, to develop a new strategic plan on future provision. 
· Develop a commissioning strategy for high secure services that is based on outcomes and safeguards matters of public protection.

Objective 4 – Commissioning responsibilities
· Undertake the full range of commissioning responsibilities in relation to high secure services, including:
· Needs assessment

· Develop, and achieve agreement to, an appropriate model of care

· Development of care pathways

· Alignment with national and local SCG strategies

· Prioritisation of work plan and potential modernisation / development

· Focus on improving outcomes, safety and quality.

· Placement and management of contracts

· Assure or enable public safety

Objective 5 – Relationship to DH team

· Work with the DH Policy team to develop and agree robust and clear roles and relationships between DH policy and the commissioning leadership within the team in order to be able to respond appropriately to Ministers and the DH policy team.

Objective 6 – Line of Sight

· Safeguard at all times the ability of the Secretary of State to have an unimpeded line of sight to the Trusts and hospitals directly responsible for providing high secure hospital services for patients from England and Wales. 
· Commission services in such a way that the Secretary of State can hold local services directly to account and can issue direct instructions to the service.

Objective 7 – Assume responsibility for Finance & Capital (F&C) committee work

· Take decisions to allocate and move resource between the high secure hospitals to meet the identified need.

· Take responsibility for the current work programme of the F&C Sub-Group (of NOG).  
· Development of a financial risk management framework aligned with that of NHS London in respect of the NCG budgets.  
· Provide a single route for the development and scrutiny of business cases (having being sponsored locally)

Objective 8 – Ensure regional engagement and integrated commissioning

· The dedicated commissioning team leading the commissioning of HS services must be integrated with local commissioners and requires wide engagement across the whole system.  
· Introduce a new commissioning group called the National High Secure Commissioning Group which brings the regional commissioning groups together from time to time (frequency to be determined) to advise the HSCT and in order to ensure local input into a cohesive national commissioning plan for high secure to provide a forum for discussion and facilitate an involved and inclusive commissioning process. 
· The Group will need to take into account and influence recommendations to and from the NSCG, NCG and NOG and the Terms of Reference need to be carefully defined to ensure that its work programme does not duplicate work done elsewhere.       

Objective 9 – Monitoring delivery against SLAs

· Respond to reports of the high secure performance managers on issues relating to the commissioning activity at any of the hospitals, or the hospitals’ delivery against standards and use normal performance management activities to monitor hospital delivery against SLAs.  
· Introduce new qualitative performance arrangements with input from cluster and SCG mental health leads to evidence value for money.  
· Benchmark performance and aggregation of other key performance indicators.  
· Review the consistency and implementation of the national high secure service level agreement and compliance to the service specification. 

Objective 10- Promote equality

· Ensure that equality impact assessments are undertaken in respect of commissioning plans, and that the obligations of the organisations in respect of Delivering Race Equality are met.

Objective 11 – Develop detailed work plans

· An early task for the HSCT will be to develop its capability and capacity and detailed work plans.  
· The plans should provide clarity on key priority areas including the use of performance reports to support an informed and intelligent commissioning process within financial controls and budgets.  
· Publish commissioning intentions in line with the PCT LDP timetable.

Objective 12 – Common approaches to care

· Develop, in partnership with key stakeholders, a common approach to models and standards of care, and service specifications including commissioning outcomes and pathways and support for other levels of acuity.

Objective 13 – DSPD commissioning

· Integrate the commissioning of DSPD services that impact directly on high secure provision.  This will be supported by access to advice from the DSPD lead on the DH policy team and Ministry of Justice.  

Objective 14 – Work with Criminal Justice Agencies
· Work with the commissioners in the criminal justice system (ROMs) [now called DOMS] to ensure that pathways of care are appropriate and that best use is made of shared objectives wherever possible.

Objective 15 - Communications
· Improve the communications with the hospitals, medium secure providers, commissioners of other secure services, DH policy team and any other stakeholders.

ANNEX D
DETAILS OF HSCT AUDIT TO BE INSERTED















































































































� The National Health Service (Wales) Act 2006 places a similar duty on the Welsh Ministers.
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