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SECTION 1 – SERVICE SPECIFICATIONS 
Section 1: 	Service Specification

	Service
	Offender Personality Disorder (OPD) pathway specification for Intervention services for people in secure settings who meet the OPD criteria* (men and women criteria on page 4 ) 

	Commissioner Lead
	NHS England Co -commissioner – xxx/ HMPPS co-commissioner – xxx

	Provider Lead
	Joint Operation involving (providers to be named)


	Period
	Provisional, subject to contract:
Design & development phase: xxx
Service delivery xxx

	Date of Review
	Quarterly from contract award



	
Key Service Outcomes


	
This service is commissioned as a part of the Offender Personality Disorder (OPD) pathway. The four high level outcomes for the OPD pathway are: 
· For men, a reduction in repeat serious sexual and/or violent offending; or for women, a reduction in repeat offending of specified offences;
· Improved psychological health, wellbeing, pro-social behaviour and relational outcomes;
· Improved competence, confidence and attitudes of staff working with complex people who are likely to have severe ‘personality disorder’;
· Increased efficiency, cost effectiveness and quality of OPD pathway services.



	
	
1.  Purpose of Service


	
Please note this specification is for ‘Intervention’ services, this term relates to a range of activities as outlined in the specification below.

[bookmark: AimsandObjectivesAnnexB]1.1 Aims and objectives of service
This Intervention specification is designed to support the outcomes of the Offender Personality Disorder (OPD) Pathway by providing services located in prison or medium secure settings that deliver individually tailored and psychologically informed interventions directly to people screened onto the pathway, which aims to enhance the management of risk of serious harm to others and re-offending, and develop psychological wellbeing and social engagement. This service will operate consistently with other OPD services in prison, NHS secure, community and health settings. 
The service is complementary to other OPD based services, (or may operate alongside)  such as Psychologically Informed Planned Environments (PIPEs), Core OM-OPD services in the community and (following the introduction of OMiC), in custody, IIRMS and pathfinder specifications, all of which can be found on Kahootz (OPD online information portal, for access please contact commissioners).  

This specification relates to a service offering direct work with people who have committed an offences plus identification of cases meeting the OPD criteria, consultation and formulation, and workforce development.  These direct interventions will be evidence based and may comprise of treatment, structured and semi-structured activities with a clearly defined purpose, they might be delivered via outreach, day services and/or residential.  In total all these elements are referred to in this specification.

The service will be jointly commissioned by NHS England and HMPPS, and delivered via a joint service model to include health and criminal justice partners as a minimum. As such, the model relies on the concept of an integrated and whole systems approach for access to and receipt of specialist and mainstream services. This specification will be delivered by a partnership between organisations within which terminology relating to the participant group will vary.  For the purposes of this specification, the target group are referred to as “people who have committed an offence’ while acknowledging that a range of alternative terminologies may be used by different organisations, such as “service user”, “prisoner”, “participant”, “client” and “patient.”
The Service should be:
· Based on psychological models and approaches - in line with the OPD strategy (link below),  the service model should be psychologically informed. There should be a core focus on the therapeutic relationship between staff and service users; on skills development, and emotion understanding/communication/regulation, within a structured therapeutic regime, such as is set out by Livesley (ref). The predominant model for risk assessment, management and reduction should build on evidence such as Risk Need Responsivity, Dessistence and the Good Lives model (refs). .  Individualised formulations should be developed which lead to a plan for specific interventions. 
· Guided by evidence-based practice - using existing evidence to inform assessment and intervention protocols and developing local approaches to evaluation and research which may contribute to national learning and building the evidence base. The service will need to identify and record relevant outcomes and to collect an agreed minimum dataset for each service user. This will be in addition to any financial and pathway recording and reporting. 
· Attentive to the impact on staff of working with high risk people likely to meet the diagnosis of ‘personality disorder’ - this should be reflected in appropriate recruitment of staff, staff support, supervision and reflective practice, and in structures that make the work sustainable including part-time working, split posts, time for service development and team days, training and external supervision or staff group facilitation.

1.2 National/ local context and evidence base
National
This is a specification for the design, development and delivery of a ‘personality disorder’ intervention service, establishing one progressive step along the pathway for people likely to meet the diagnosis of ‘personality disorder’. It supports the delivery of the NHS England and HMPPS Offender Personality Disorder Strategy originally 2011, updated 2015: https://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2016/02/opd-strategy-nov-15.pdf. 

This strategy requires Her Majesty’s Prison Service and health service providers to work together to improve the management of people who are likely to meet the criteria for a diagnosis of ‘personality disorder’ and delivery of services to this population through the development of joint operations, predominantly based within the criminal justice system (CJS). 
The pathway was founded with specific reference to the treatment of enduring personality disorders under Standards 4 and 5 of the National Service Framework for Mental Health (DoH 1999), together with political concerns regarding the management of people with  ‘Dangerous People with and Severe Personality Disorder’ (DSPD), which jointly laid the foundation for a range of policy initiatives within the NHS and the Criminal Justice System. These, in turn, have been instrumental in a change of approach in respect of the management of individuals with ‘personality disorder’ and the emergence of therapeutic optimism where previously there was none.  The National Institute for Mental Health in England reported significant user dissatisfaction with services for these groups of patients (NIMHE 2002) and published its policy guidance in respect of development of services “Personality Disorder – No Longer a Diagnosis of Exclusion” in 2003.  At the same time the Department of Health published its Personality Disorder Capabilities Framework (DoH 2003) and from that developed its Personality Disorder Capacity Plans jointly with the then Home Office in 2005 (DoH/HO 2005). 
Interventions for people who are likely to meet the diagnostic criteria for ‘personality disorder’ should be informed by specific guidance from the National Institute for Health and Clinical Excellence (NICE). NICE guidance for anti-social ‘personality disorder’ (NICE, 2009) recommends group cognitive behaviourally-based interventions to address impulsivity, interpersonal problems and antisocial/offending behaviour. NICE guidance for borderline personality disorder (NICE, 2009) highlights the importance of tailoring interventions to individual choice and need but recommends Dialectical Behaviour Therapy for women who self-harm. Guidance also highlights the importance of supervision and staff support.
The Bradley Report (2009) focussing on people with mental health problems or learning disabilities in the criminal justice system recommended an inter-departmental strategy for ‘Offenders with PD’ to cover the management of these individuals into and through custody and into the community. In general terms, for all prisoners with mental health problems or learning disabilities to have early identification and assessment of ‘offenders’, and more people who have committed an offences treated in the community and for those in prison to have targeted effective care.
The Government’s policy for HMPPS and NHS England (updated in 2015[footnoteRef:2]) is underpinned by the following principles:  [2: ] 

· There is shared ownership, joint responsibility and operations, and partnership working principally between the NHS and the CJS.
· There is a whole system, community-to-community pathway.
· People who have offended are primarily managed through the criminal justice system, with the lead role held by Offender Managers. 
· Treatment and management is informed by a bio-psychosocial approach, in which individual’s development is understood.  
· All services adopt a relational approach. 
· Staff have shared understanding and clarity of approach.
· The pathway is sensitive and responsive to individual needs, including gender, protected and offence characteristics.
· Service users, where directly engaged on the pathway, have clarity of approach.
· There is meaningful service user involvement, in design, delivery, review, performance management and evaluation of services.
· Ruptures and setbacks should be anticipated, understood and responded to; as part of a formulation-based approach
· All will commit to shared learning, as evidence and good practice arises.  
· Services will be developed in line with the model and using an evidence-based approach, where evaluation continually informs services.


Local Context
Please insert any local documentation required here.

NICE guidelines
Borderline personality disorder: http://www.nice.org.uk/nicemedia/pdf/CG78NICEGuideline.pdf 
Antisocial personality disorder: 
http://www.nice.org.uk/nicemedia/live/11765/42993/42993.pdf 


	
2. Scope


	
2.1 Service Description
Interventions may be provided at different stages in peoples’ pathways in the secure setting.  Services will comprise of a programme of activities, including both individual work and group work to meet the requirements of individual formulations.  The aim of the treatment in secure services is to increase  motivation, to engage in current and future treatment; to increase and improve coping strategies; and to increase / support pro-social behaviour and improved psychological health. 

2.2 Service user groups covered

The specific criteria for men and women, as described in the OPD strategy, are as follows:
Men
· At any point during their sentence, assessed as presenting a high likelihood of violent or sexual offence repetition AND as presenting a high or very high risk of serious harm to others; and
· Likely to have a severe ‘personality disorder’; and
· A clinically justifiable link between the ‘personality disorder’ and the risk; and
Women:
· Managed by the NPS; and
· Likely to have a severe form of ‘personality disorder’; and
· A clinically justifiable link between the above.

The age threshold for these services and pathway is from 18 years.  There may be times that clinical / operational reasons require someone to be 21 years or older.  People should be informed of this.

Diversity Issues
OPD treatment in secure services must ensure that (prioritised) access to the service is given to those who meet the OPD criteria.  No assumptions as to suitability should be made on the basis of: ethnicity, race, disability, background, age or sexual orientation.
Consultation, formulation and treatment plans should take account of peoples ethnicity and cultural needs and of the possible impact of experience of racial prejudice in their willingness to engage in the pathway.  Information about ethnicity will be part of the information requirement and used for evaluation.  Commissioners will be actively monitoring the ethnic mix of those referred, accepted or rejected, and will investigate further any significant patterns or trends that emerge.
Where appropriate, active steps should be taken to promote the recruitment and retention of suitably qualified black and minority ethnic staff, so aiming to achieve workforces within services that are representative of the ethnic diversity of the wider community.

The threshold criteria for the Service will reflect the following:
· Mental health problems which include serious ‘disorders of personality’ and functioning that relate to high levels of risk as well as ability to function in the community; 
· Risks and complex needs that require multi-agency, intensive support and frequent contact;
· History of volatile, impulsive, challenging and chaotic behaviours which indicate that the individual  might benefit from focussed work undertaken within a therapeutic milieu with a focus on relationships;
· Evidence of the presence of stress / distress and associated risks which will require management in a holistic approach should delivered within an intensive and supportive environment;
· Risks on release that would benefit from a psychologically informed approach and access to an individualised programme to support their reintegration into the community.
Other cases may be considered where there is a clinically justifiable reason to do so.

[bookmark: InterdependenciesAnnexA]2.3 Interdependencies with other services
This is one of a number of complementary specifications under the auspices of the OPD pathway to which account must be given. 
It is the aim that all services offer a responsive approach to the target population.  Where services are being provided for women, it is essential that they include the following aims and objectives:
•	To use evidence-based and gender-specific research to inform the development of tools and interventions
•	To target women’s specific risk and vulnerability factors
•	To create environments that are gender-responsive, safe, supportive and respectful
•	To ensure that interventions are trauma-informed and reflect women’s caring and family responsibilities (if any) and increased likelihood of self-harm 
•	To acknowledge the importance of stable and long-term relationships between staff and people who have committed offences and relational security
•	To develop coordinated case management that is strength-based, trauma-informed, relational and culturally competent
•	To build partnerships with a range of community organisations (public and private) to establish gender and culturally responsive multi-dimensional, wrap-around services. 


	
3.  Service Delivery


	
[bookmark: ServiceModelAnnexB]3.1 Service model 
This Intervention specification requires services to establish a pathway design to achieve participant improvement over time through a series of interventions, environments and management of care.  This means that each individual pathway will be a series of different, but coordinated, experiences based on a formulation (formulation guidance available) of the presenting problems and the identification of the person’s bio psycho social needs. ‘Treatment’ gains will therefore be achieved through service pathways, not participation in a single ‘unit’ experience.  Measures of progress will, however, be agreed for each stage.  

In prisons, the whole service will be jointly operated by both prison and health providers.  As such the senior managers of these organisations will be responsible for making sure this joint approach is embedded in day to day service delivery.  In health based services this will sit with Health managers, however they will be required to engage at length with other organisations such as prisons and probation.
Below is a range of delivery actives that this specification covers.  Services can deliver some or all of the following in consultation with commissioners.

1. Enabling environments - Enabling Environments is a standards-based quality improvement process which aims to support the development of healthy social environments and promote the value of relationships in improving overall effectiveness and positive outcomes for everyone involved.
Being part of the Enabling Environments process provides an opportunity to explore specific elements that form the basis of a healthy social environment and provides the tools by which this can be measured and improved. The enabling environments process requires services to develop a portfolio and work towards the enabling environments award. https://www.rcpsych.ac.uk/improving-care/ccqi/quality-networks-accreditation/enabling-environments-network-ee

2. Screening/Case identification case consultation and Formulation - – this is undertaken as early as possible in a sentence according to the criteria and screening tool.  There is specific guidance to identify the processes around this, please see OPD community Guidance document via Kahootz (please email commissioners if you do not have access) https://opd123.kahootz.com/connect.ti/workspace/view?objectId=29014981

3. Interventions:
· Outreach – this includes non-residential contact with the person and his/her surrounding ‘system’ in order to stabilize behaviour and achieve progress.  This can incorporate joint casework.  This will allow people who have committed an offence to engage with the service in an appropriate format until such time as they are ready to fully engage (or re-engage) with an intervention (OPD interventions, or other mainstream HMPPS interventions or activities) or until they are deemed not to require specific interventions and to be progressing on their pathway.  This type of service may be used to work with people who have committed an offences to:
a. Introduce  them to group working processes, in preparation for more intervention group based work; and/or
b. Develop hopeful relationships with the service user; and/or
c. Continue the intervention/ treatment with the person  as part of a ‘laydown’ / reduced intensity period, e.g. if he/she has been temporarily de-selected (or self-de-selected) from a residential interventions service; and/or
d. The key component of this element is to provide continuity and support whilst a person is away from the ‘intervention service It is important for people to still be held in mind.
Outreach service design should be supplementary to and work alongside the wider intervention services.

· Day services – this relates to a non-residential service that offers a range of group and individual activities that are evidence based.  The day service can either sit alongside residential services or be stand-alone. Any work undertaken by people in the day service has to link with where the person resides and the day service team will offer all activities as outlined in the stages one, two and three below, also including workforce development.
· Residential treatment services – this relates to services based on a wing or discrete unit and offers a range of group and individual activities that are evidence based.  As above, the residential service can either sit alongside a day service or be stand-alone. The residential service team will offer all activities as outlined in the stages one, two and three below, also including workforce development.
· PIPEs – see separate specifications and guidance (https://opd123.kahootz.com/connect.ti/workspace/view?objectId=20415173)

The overarching service design will need to take into account the needs of the population and how they are best met, it is expected that, regardless of intervention type, all will incorporate the following key stages: 

Stage 1 -  Preparation/ integration

Referrals
For outreach / day / residential, the service will develop a process to actively identify people who have committed an offences to be referred.  Anyone who has been in regular contact with a potential candidate for assessment can initiate a referral: referrals may be made by the Offender Manager responsible for the case; by an Offender Supervisor; by wing officers; by psychology/ healthcare staff; or by people who have committed an offence themselves.  In all cases, the Offender Manager must be aware of and support the referral to ensure that it is consistent with the individual’s pathway plan.
In due course most referrals will be triggered by the POM or COM through case consultation, formulation and sentence planning arrangements.  Responsibility for admitting someone into a service against the OPD pathway criteria rests with the joint intervention service’s multi-disciplinary team.
The decision about placement must be a multidisciplinary one based on clinical rationale but agreed in conjunction with operational managers.  Where difficulties arise in relation to OPD pathway placements, the case should be referred in the first instance to the NHS/HMPPS OPD Commissioning Managers, or Case Managers and possible link with appropriate Case Advisory Groups.

Admissions
Considerations of psychological need and public protection should remain primary in considering and prioritising admissions.
In planning their admissions, intervention services will manage their referral processes and develop the necessary relationships with other OPD services, secure health providers, offender managers, prisons, and other key services such as the HMPPS Population Managers to co-ordinate prisoner transfers. 
The services will also need to establish a system for managing waiting lists and prioritising candidates.  Priority for allocation of places should be given in the first instance to those people who have committed an offence:
· Who present the most serious and immediate threat to public protection.  These are most likely to be high-risk people serving determinate sentences;
· Indeterminate sentenced prisoners, particularly those at or over tariff, and those who are ‘stuck’ in the system  
In addition, the treatment service should take into account other criteria when allocating places, such as:
· Where the integrity and/or safety of the therapeutic environment would be threatened;
· The amount of time someone has already spent on the waiting list; and
· Those people excluded from or who have failed to make sufficient progress in other interventions programmes;
· Link and use of outreach element of service.
In all cases, intervention services will be expected to evidence decisions taken on referrals, on the basis of: 
· Meeting prioritised need; and 
· Ensuring the safe and effective functioning of the service as a whole.

Stage 2 – Active intervention 

The service will take a multi-disciplinary approach to develop individualised intervention plans based on assessing , identifying treatment needs and further develop the case formulation and risk and formulation (in cases where a person does not already have a case formulation, one should be completed and recorded).  All case formulations in treatment services will be a ‘level 3’ and will be developed over time in collaboration with the service user.  These will detail the offender’s needs and set out reasonable and realistic goals for them during their time participating in the service. It is against this plan that intervention will be offered and change and progress will be measured. 

Development of the Service will be the responsibility of a joint partnership between all partners.  The Service will set out a range of evidence based interventions which will provide people with a programme of activities coordinated according to individual need, including: 
· measures to be used to assess effectiveness against the outcomes;
·  activities prescribed to the specific intervention models. 
· Implement multi-disciplinary and multi-modal intervention plans;
· Responsivity to changing circumstances;
· Ongoing assessment and review of risks and needs;
· Social activities aimed at developing new skills and understanding;
· Liaison with external service providers as appropriate;
· Social integration activities;
· Ongoing review of individual intervention plan.
· Service user involvement opportunities
This stage also provides an opportunity for consolidation of learning from work undertaken elsewhere in the pathway.

Treatment Phases
Establishing conditions to engage effectively in intervention requires focus on engagement, alliance, motivation for treatment. A model for use is Livesley’s ‘Framework for an Integrated Approach’ (2001) phased approach covering: 
· Crisis Management 
· Containment 
· Control and Regulation
· Exploration and Change
· Integration and Synthesis[footnoteRef:3]    [3:  Livesley J (2002)] 

Specific therapeutic interventions will include accredited offender focussed programmes currently available and funded by HMPPS and access to additional evidence based treatments.
Risk management
The Service will:
· Conduct regular assessments of service users’ risk of harm to self and others
· Contribute to a person’s risk management plans (normally written by the Offender Manager, or prison based Psychologist)
· Support the implementation of the risk management plans, 
· Share relevant information with other criminal justice agencies, where applicable, for example the Offender Manager, prison-based Offender Supervisors, etc


Stage 3 – Progression: ‘Pathway Services’ not treatment ‘Units’

In order for the progress made in treatment to lead to a long-term reduction in re offending, and improvements in psychological well-being, people leaving the service will need a degree of continuing aftercare in order to help ensure that treatment gains are generalised and maintained in the longer term.  Treatment services will be required to support possible moves, which may be linked to OPD pathway progression services, or Psychologically Informed Planned Environments (PIPEs).  Any move should support the transition of people  following treatment by consolidating gains made.  

OPD intervention services should engage with people who have committed an offence as early as possible to plan for and coordinate progression plans and help find suitable onward pathway places, either within the OPD pathway or wider NHS or HMPPS placements.

Length of intervention 
Treatment is a long term process and not all of this will be completed in a single intervention service setting. Progress towards the agreed outcomes will continue beyond the period spent in an intervention service location but minimum progress for move on will be agreed for each person. The primary objective is to facilitate progress along the pathway and it is not intended that all needs will be met in one service. The length of treatment in an intervention service will be dependent on reaching these progression objectives, the complexity of their difficulties and the requirements of specific treatment interventions. It is expected there will be annual reviews of progress against the plan and that the length of stay for individual setting will have been discussed and agreed with commissioners at service development and start stage
 
Staff Recruitment, Support and Development 
·  Recruitment
The Service will be delivered by a multi-disciplinary staff team from prison and health service backgrounds.  In medium secure units staff are more likely to be from a health setting but should consider engagement with prison / probation staff to assist with transition.  This staff group will have, or possess the potential to develop, the knowledge and expertise to deliver services to people likely to meet the diagnostic criteria for  ‘personality disorder’. Collectively they will have the expertise and authority to deliver the requirements of this specification.  

· Staff Support
Clinical supervision will be provided alongside professional and line management supervision arrangements for all Service staff. All staff will be expected to attend.

· Staff Development
In the Service start-up phase, aRegular training needs analyses will be undertaken to ensure that all staff who are involved with the Service are provided with opportunities to develop their skills and expertise in working with people who have committed an offences and likely to have a ‘personality disorder’.
Interventions services will develop and deliver an annual training plan that will be reviewed quarterly. This will maximise the opportunities for shared learning across the different staff disciplines.

Evaluation & Research
The service is encouraged to undertake local evaluation in addition to the national data set required. Any local evaluation  should be discussed, in advance, with the OPD programme NHS and HMPPS research managers who retain a national overview, can help make links with others undertaking similar activity and can provide expert advice. Participation in wider national research and evaluation may be required. 

Resourcing Arrangements
Funding of the Service will be provided by the Regional OPD Co-Commissioners on behalf of NHS England and HMPPS.  
The Service will make use of existing resources available to HMPPS or NHS partners; e.g. medication, drugs and alcohol misuse services, offending behaviour programmes, employment, training and education, etc. 
Funding for the Service will be committed to the areas of spend set out in the business plan to be agreed between the Service and HMPPS & NHS co-commissioners, and will be clearly set out in the NHS England contracts.
Under-spends must not be diverted to areas outside the business plans without prior agreement from the HMPPS and NHS co-commissioners as appropriate.
Any budget tensions or concerns likely to impact upon delivery of the programme must be reported to the HMPPS and NHS co-commissioners at the earliest opportunity.
The Service will provide quarterly reports on expenditure against budget, explaining any variances and project the year-end position.

Business Planning and Reporting
The service must comply with the business planning requirements of the appropriate management line under which the institution is governed, as well as the OPD Quality requirements LINK 

Governance
It is recommended to hold monthly Service Steering Group meetings during the implementation phase. This is to ensure that  the provider is on track with mobilising the service in line the the commissioned plan. This also allows for teething issues to be indentfied and resolved in good time.
This group willbe established to develop the governance structures of the provider organisations to ensure that appropriate governance, accountability, quality of provision and the meeting of the project’s objectives is overseen.
This steering group should be chaired by senior staff or  the co-commissioners and comprise of appropriate representatives from:
· HMPPS and Health commissioners
· Service providers
· Other key stakeholders, 
At an agreed point in time quarterly contract review meetings will take the place of this structure, subject to performance and any risks or issues identiifed. 

Clinical governance for delivery of the Service rests with the local partner health service provider and the Director responsible for the provision of the service.  Operational governance sits with the senior manager and overall Govenor of the prison setting.  It means that:
	All staff whose role includes regular involvement with the Service must have appropriate access to clinical supervision;
	Where clinicians are – by local arrangement –managed outside of their organisations, clinical management/supervision must be available from an appropriately trained and qualified person. This may be internally or through an external agency.
	Ultimate responsibility for governance on clinical issues (i.e. those relating to this Service with an impact on the mental or physical health of the offender) will rest with the health service;
	Ultimate responsibility for governance on public protection issues will rest with the criminal justice service.

Information Sharing
Services must have a local information sharing agreement that clearly sets out the partners directly involved in the care of the person, including related services such as standard prison mental health services, and how they share clinical and risk information between themselves.  All staff in the service must understand their responsibilities with regard to information sharing, and in particular with regard to public protection.  Services must adhere to the OPD guidance and expectations around information sharing and recording, as well as local organisation information sharing policies.


	
4.  Other Issues (where relevant)


	

4.1 People who have committed an offence / carer information

An Involvement strategy is in place for the OPD pathway. https://opd123.kahootz.com/connect.ti/workspace/view?objectId=21386373#21386373
The Service should ensure that there is meaningful and continuous Involvement in development, delivery and review of the Service. This may include the use of peer-led mentoring and support opportunities, providing real life examples of successful pathways. 
As part of the contract performance management arrangements, co-commissioners will regularly meet with offenders participating in pathway services. 
Carers should be involved in the individuals’ care and management, as appropriate. 
The Service may also be asked to participate in the self- and/or peer-review of involvement activity within the service or other services in the pathway.


	

	
[bookmark: _GoBack]5.  Quality Requirements



The Service will report in accordance with the OPD quality standards framework.
https://opd123.kahootz.com/connect.ti/workspace/view?objectId=5330736&exp=e1
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