HARM MINIMISATION MODEL SPECIFICATION

1.0
Introduction

Harm Minimisation services are developed to prevent Blood-borne viruses and other drug and alcohol related harm including death. 

They often have contact with substance misusers not in touch with other substance misuse treatment services. Harm minimisation initiatives should provide an easy access and user friendly, low threshold service for all substance misusers that is equitable and culturally sensitive.
2.0
Definition of Service

This model service specification is intended to provide general guidance and is not to be used as a fixed and prescriptive template. The model should be adapted at local levels, tailored to the particular type of providers and information purchased and should not hamper the development of innovative practice.  It is intended to guide service commissioners in developing specifications to minimise harm to those who misuse substances to include alcohol. 
It is good practice that commissioners develop specifications in partnership with service providers and in consultation with service users and carers

Overall harm minimisation initiatives should be regarded as tier 2 specialist substance misuse services. However facilities should also be available in tiers 1, 3 and 4.  Harm minimisation initiatives are developed within a wider approach that advocates the following hierarchy of goals:
· Stopping sharing injecting paraphernalia or equipment for any drug use;
· Moving from injecting to oral drug use;

· Decreasing drug misuse;

· Abstinence from alcohol, drugs and solvents.
A wide range of services will be provided by all statutory and voluntary sector organisations and should be listed here, including both dedicated and non – dedicated needle syringe exchange and harm minimisation services. These will vary in the range and comprehensiveness of interventions of the services they provide.
The provision of these services includes the distribution and collection of sterile injecting equipment and their safe disposal, and the ongoing provision of a range of other drug and alcohol harm minimisation support for the users of services.

The ability of some facilities to provide some services/interventions outlined in this model service specification is limited and should be reflected in the service specifications developed at a local or regional level and be appropriately resourced.
3.0
Aims of Service

The primary aim of providing a harm minimisation service is to improve the health and well being of those individuals who misuse substances including alcohol.

Harm minimisation services are also there to prevent the transmission of HIV/Aids and other Blood borne viruses including Hep C that are spread between the substance misuse community and those around them and the community at large. This is not limited to injecting drug users but would also include all non-injecting drug users.

4.0
Objectives of Service
· To offer user-friendly, non-judgmental, client-centred and confidential services

· To assist clients in remaining healthy until they are ready and willing to cease using substances and ultimately achieve a drug-free life with appropriate support

· To reduce the rate of sharing and other high risk behaviours by providing sterile injecting equipment and offering advice on other harm reduction methods
· To reduce the rate of blood-borne infections amongst substance misusers

· To reduce drug-related deaths (immediate death through overdose and long-term such as blood-borne infections)

· To promote safer injecting practices

· To provide focussed harm minimisation initiatives, including advice on overdose prevention (e.g. risks of poly-drug use and alcohol use)

· To provide and reinforce harm reduction messages

· To help clients access substance misuse treatment services

· To help clients access other health and social care and to act as a gateway to other services (e.g. key working, prescribing, hepatitis B immunisation, hepatitis and HIV screening etc.)

· To facilitate access to primary care where relevant

· To ensure the safe disposal of used injecting equipment
· To aim to maximise the access and retention of all injectors, especially the highly socially excluded, through the low-threshold nature of service delivery and interventions provided.
· To prevent initiation into injecting and to encourage alternatives to injecting
· To improve the health of local communities by preventing the spread of blood-borne viruses and by reducing the rate of discarded used injecting equipment
· To promote safe drinking levels
5.0
Client Group
Harm minimisation initiatives are available to all substance misusers. Special attention should be given to the ’Harder to Reach’ groups, i.e. substance misusers who are under utilizing the service; this includes but is not limited to:

5.1
Eligibility Criteria

· Pregnant women;
· Amphetamine crack/cocaine users;
· Steroid users;
· Minority ethnic community;
· Younger People;
· Rural and travelling communities;
· People diagnosed with Blood-borne viruses;

5.2
Priority

Substance misusers who have characteristics of high risk behaviour:

· Poly Drug Users; 

· People with severe drug/alcohol dependence;

· Frequent injectors;

· People who have spent time in prison;

· People who have left residential rehabilitation and those who have left in-patient facilities.

· People who spend more time with other substance misusers
· Homeless or people in poor accommodation

· Those with a sexual partner who is an injector or other substance misuser
· Those out of treatment

· Injectors who have to travel to other areas to receive clean injecting equipment
· Substance misusers caring for children
All harm minimisation facilities including needle exchange should provide interventions relevant to non-injectors. These include but are not limited to;

· Interventions to prevent transition into injecting

· Interventions aimed at reducing the harm of smoking crack cocaine 

· Interventions aimed at reducing harm of other drugs 
· Those who drink above recommended levels but have no physical dependence.
5.3
Young Persons

A person aged 17 years or under who requires treatment will normally access a young person’s service.  However, it is recognised that those in the transitional period between childhood and adulthood can develop at different rates, and therefore have different treatment needs.  In some cases it may be more appropriate for them to be treated by an adult service.  The commissioners of both adult and children’s services need to have plans in place to ensure a smooth referral and transition between their services. 
Harm minimisation initiatives including needle exchange are open access services, and clients should only be excluded for behaviour that has breached accepted rules and standards at the discretion of the service but within a structure of users’ rights and responsibilities.  Where appropriate, work is carried out to re-engage clients in the service or to refer them to more appropriate services.

Clients may be excluded following a risk assessment and if they pose a serious risk to staff, other service users and members of the public.  Referral to more appropriate services is made where possible.

6.0
Exclusions/Contra Indicators

Service users may be excluded as a result of a professional risk assessment and if they pose a serious risk to staff, other service users and members of the public. Referral to more appropriate services is made where possible.

7.0
Costs

Commissioners will need to include contractual financial arrangements here. 
8.0
Referral Pathway

8.1
Access and referral

Access to harm minimisation including needle exchange facilities initiatives is voluntary. Tier 2 services are open access. Referrals are accepted from a wide variety of sources, including self-referral, and do not require contact with other drug misuse treatment and care agencies.

Liaison should be encouraged, within the bounds of local information sharing  guidelines, with the whole range of health and social care organisations and refer to existing schemes (e.g. health centres, GPs, the probation service, the youth service, other substance misuse treatment services etc).

Whenever possible, service providers facilitate onward referral to tier 3 services.
8.2
Basic assessment and ongoing harm reduction advice and support

A comprehensive assessment is not required, especially if it constitutes a barrier to service utilisation. It is good practice that tier 2 services undertake a basic assessment (including, for example, information on drug use profile, injecting history, referral details etc). Service providers ensure that the initial basic assessment is brief and does not constitute a barrier to service utilisation, especially for the hard-to-reach groups. A flexible approach may be required (e.g. initially this could be brief and a fuller assessment may take place over time).

It is good practice that providers of tier 2 services work to engage clients to discuss harm minimisation strategies. Harm minimisation work should be provided in a form that is appropriate to the needs and desires of the client.

Interventions should include a clear health promotion element. Engagement in harm minimisation work should not be a prerequisite for accessing sterile injecting equipment.

Harm minimisation work should be ongoing. Messages have to be periodically reinforced. Issues discussed include, but are not limited to the following:

· reasons for providing injecting equipment and risks of unsafe injecting and sexual practices

· risks of unsafe injecting practices (local and systemic infections, including HIV, HBV, HCV; venous and arterial thrombosis; abscesses; damaged blood vessels; TB; endocarditis)

· safer injecting practices

· alternatives to injecting

· the risks of unsafe disposal of injecting equipment

· request for return of used equipment

· risk of overdose, strategies to reduce those risks and to respond to overdose (including poly-drug use,

· alcohol misuse)

· HBV immunisation and HBV, HCV and HIV testing

· advice on safer sex/sexual health

· information about the range of services provided by needle exchange schemes, other drug treatment services and other health and social care services

· harm minimisation information specific to the drug used e.g. information is given to amphetamine and other stimulant users about the increased levels of paranoia, hallucinations and violent behaviour resulting from injecting and the risk of Blood-borne viruses transmitted from sharing pipes and snorting equipment.
· Promoting safer drinking practices.

Tier 2 services carry out a risk assessment and identification of immediate risks (e.g. harm to others, physical or mental health emergencies)

Facilities operating out of tier 1 services, including community pharmacies, should provide, as a minimum, written information about harm reduction and harm reduction services (e.g. advice, information and support agencies). Direct input from the pharmacist or other pharmacy staff is recommended, wherever possible.

All service users must be informed of drug and alcohol misuse treatment programmes available. Options for referral must be made.

Needle exchange facilities have directories of drug and alcohol treatment services in their locality, with clear information on referral and eligibility criteria.

Needle exchange facilities should actively encourage testing for Hep B + C and hepatitis B immunisation and course completion.

Service providers should be able to recognise people with physical health problems or severe mental illness, and to refer as appropriate.
9.0
Care planning
A written and comprehensive care plan for needle exchange clients is not required.  However, harm minimisation work should be ongoing, with messages reinforced periodically.

It is good practice that tier 2 providers work to engage service users in the development of a brief and basic plan which identifies goals and milestones for changes in risk behaviours and harm minimisation.  Such a plan should, not be a requirement for access to clean injecting equipment, or form a barrier to service use - particularly when a client first accesses a provider.

Within the bounds of local information sharing guidelines, liaison with the range of health and social care organisations should be encouraged.  Substance misuse treatment agencies and other health and social care professionals are highly encouraged to refer clients to harm minimisation and needle exchange services.
Service providers should have directories of substance misuse treatment services in their locality, with clear information on referral and eligibility criteria.  Clients should be informed of substance misuse treatment programmes available and given options for referral.

9.1
Clinical Governance
Service performance monitoring and external review processes will consider the governance arrangements in place.  The evaluation processes will compare and contrast clinical governance practice with Local Health Boards (LHBs).  The process will also evaluate the clinical supervision arrangements.  A timetabled action plan will be developed in response to the recommendations of any clinical audit.  In addition, the Commissioners require the results of any internal audit conducted by the Service Provider to support this evaluation process.
The Service Provider must have written policies and protocols in place and implemented from commencement of the contract for the following areas as a minimum:
· Clinical supervision arrangements
· Written and locally agreed strategies on the reduction of drug and alcohol-related deaths 

· Shared protocols with a range of other health and social care organisations including other drug and alcohol services.

· A written plan for dealing with people who cause concern identified by a risk assessment, and refer them to appropriate services.

The Service Provider must have robust systems for reporting any serious or untoward incidents. In addition records of qualifications, accreditation and training, as well as supervision and Continuing Professional Development, complaints and positive feedback must be included. 

10.0
Care co-ordination
Clients of tier 2 services, including needle exchange facilities, would not normally be subject to care co-ordination.  However service providers should be made aware in instances where clients referred for Harm minimisation and needle exchange services are subject to care co-ordination as part of a broad treatment programme.  

Many of those with complex needs are likely to require focused harm minimisation initiatives (for example, there may be a risk of drug-related death, such as after release from prison or leaving residential rehabilitation).

Where there are concerns identified by a risk assessment, service users are referred to appropriate services. Care co-ordination may be indicated in some cases.

11.0
Information sharing/confidentiality
Commissioners must be mindful of individual organisation information sharing protocols. Confidentiality may not apply when there are issues in relation to the following:

· Mental health
· Risk of harm to themselves or others
· Under 18s

· Users or carers

· Child protection issues 
12.0
Media
Commissioners and service providers should follow local media relations protocols.

13.0
Quality

Departure planning and onward referral must be a planned element of the intervention.

Staffing – the training of staff delivering needle exchange and minimisation initiatives should be detemined by competency analysis based on the Drug and Alcohol National Occupational Standards (DANOS).  Health and Safety training should also be provided to staff, including training on handling injecting drug equipment
Skills Mix – Staff should be competent to offer a range of needle exchange and harm minimisation initiatives and this should be integrated as part of their core service delivery. 

Protocols

Legal & Policy Requirements


Where the Service Provider is not QuADS compliant at the commencement of the contract, they must work towards compliance to Quality in Alcohol and Drugs Services (QuADS) standards and to any additional standards developed by the Welsh Assembly Government. The Service Provider must evidence that work is being undertaken to put in place all the written policies and protocols identified in QuADS. All policies must have a named person with responsibility for implementation and monitoring.

The Service Provider must have in place, from commencement of Service, the following policies as a minimum:

· Service User Involvement

· Equal opportunities

· Clinical supervision for prescribers

· Clinical supervision for managers and key workers

· Prescribing protocols and medicines management

· Drug Testing

· Serious and untoward incidents 

· Confidentiality and Information Sharing

· Discharge protocols including policy on DNA management

· Child protection

· Aggression and behaviour management
· Lone working

· Child protection

· Health & Safety

· Needle Stick Injury

· Complaints/grievance procedure, (for paid staff and volunteers) 

· Reporting and monitoring of accidents to staff, volunteers and service users 

· Occupational health 

· HIV/AIDS policies including employment 

· Fire 

· Codes of conduct and rights of service users 

· Training and staff development 

· Discarded Needle Policy 

· Drug and Alcohol Policy 

The policies and protocols need to be discussed with other service providers as identified by the Commissioner to ensure there is a consistent message to the client and implementation of policies by staff


In the provision of services, the Service Provider must comply with the following legislation:

· Misuse of Drugs Act 1971

· Medicines Act 1968

· Environmental Health and Hygiene

· Control of Substances Hazardous to Health

· Equal Opportunities

· Race Relations (Amendment) Act (2000)

· Health and Safety at Work Act

· Data Protection Act 1998

· Welsh Language Act 1993

· The Client Access to Personal Files Act 1987

· Employment Law and Relevant EU Legislation

· AIDS (Control) Act 1987

· Public Health Act

· NHS and Community Care Act 1990

· Mental Health Act 1983

· Disabled Person Act 1986

· Carers (Recognition and Services) Act 1995

· Children Act 1989

· Human Rights Act

· Relevant European Community Legislation.

· Freedom of Information Act

Diversity

From service commencement the Service Provider must demonstrate a pro-active stance towards diversity and pursue a robust anti-discriminatory approach in all aspects of their work. The Service Provider must have an effective diversity policy, which recognises all individual needs and aspirations as well as achieving equality in the delivery of services, in working with:

· Women

· BME groups

· Gypsy and traveller communities

· Asylum seekers

· Lesbian, Gay, Transsexual and Bisexual groups

· Minority language groups

· Individuals with disabilities

· Faith/Religious groups

· Other marginalised individuals or groups, for example sex workers, victims and perpetuators of domestic abuse

The Service Provider must use equal opportunities, anti-discriminatory and anti-oppressive practice policies in service development and ensure feedback regularly through service users, partner agencies and the project teams .

The Service Provider must encourage minority groups into treatment and ensure that people from ethnic minorities have access to support from people who have an understanding of their background and culture.  Levels of ethnicity within the potential client group should be monitored.  

The Service Provider must be committed to the recruitment, retention, training and development of a diverse workforce.  This will be the key to the development of culturally sensitive services which are reflective of the wider community they serve. The Service Provider must seek to support its staff and clients who suffer discrimination.

The Service Provider will work with Commissioners to ensure that clients with childcare issues received support to ensure they have equal access to services.  

14.0
Description of service
The services, care and interventions offered by the particular service provider depend on whether it is a tier 1 or tier 2 facility, and on the capacity and staffing level of the tier 2 facilities. Service specifications should reflect these differences. Services, care and interventions offered can include, but are not limited to, the following:

· Distribution of a range of free sterile needles and syringes.

·  Safe disposal of used injecting equipment.

·  Distribution of other appropriate harm minimisation literature for injecting paraphernalia. (Please note, consultation on changes to Section 9A of the Misuse of Drugs Act 1971 is currently underway with a view to making lawful the supply of certain articles of drug paraphernalia to drug misusers for harm minimisation purposes, specifically sterile water ampoules, swabs, spoons, bowls and citric acid).Information on Act will now need updating here.
· Service providers and commissioners should agree funding.

· Service providers should enhance motivation for change and treatment readiness where relevant.

· Advice on safer injecting practices (risks of sharing or lending and borrowing injecting equipment, filters, spoons and water) and safer injecting advice.

· Risk minimisation advice and health promotion. This includes advice on a range of issues including the prevention of drug-related death, overdose prevention, blood-borne infections, contraception and safer sex, alcohol misuse, nutrition etc.

· Periodic development of a range of harm minimisation and health promotion campaigns.

· Brief interventions for alcohol misuse.

· Where appropriate, harm minimisation services develop supervised consumption programmes and monitor those newly on opioid prescriptions (e.g. methadone) and those who have become unstable.

· Advice on prevention of HIV, hepatitis and other drug-related problems.

· HIV and hepatitis B and C testing or referral to testing.

· Hepatitis B immunisation or referral to immunisation services (where possible, tier 2 services are encouraged to provided on-site immunisation and treatment completion).

· Overdose prevention and response advice and information.

· Advice specific to the substance used (including stimulant use, steroids use etc).

· Advice on the storage and handling of injecting equipment.

· Advice on safer sex and sexual health.

· Access to psycho-social interventions or advice on health, social and legal problems or referral to appropriate services.

· Referral to other drug and alcohol treatment services, where appropriate.

· Basic health examinations, including checks on injecting sites, dealing with minor infections and dressings or referral to appropriate services.

· Facilitation of GP registration

· Consistent service provider effort to maximise return of used injecting equipment.

· Advice/interventions that prevent or curtail transition into injecting. These interventions should be targeted at current injectors and current smokers of substances that can be injected.

· Advice/interventions on substance-related harm that does not involve injecting (e.g. harm related to smoking crack).
Location
It is expected that all substance misuse providers regardless of their tier should offer harm minimisation initiatives including alcohol information and advice. Individual CSPs must ensure appropriate geographical coverage and in particular they must consider issues for delivery of needle exchange services in rural areas where appropriate. The range and mix of services available should be determined at local level and reflect local need.

15.0
Service User Involvement

The Service Provider must be committed to meaningful, purposeful service user involvement including service reviews, outcome monitoring, service user participation and service user information.  The Service Provider must facilitate the involvement of service users in their own care planning, in the development and review of their service and provide opportunities for feedback on the wider treatment system.

The Service Provider must therefore ensure that service users are :

· Involved in the development and review of their individual care plan (where care plans are in place) and have their needs and goals incorporated into this plan

· Have easy access to information on all services that are available locally to the service user

· Have easy access to information on available treatment options 

· Receive information on how to make comments, complaints and compliments about the service(s) they receive and their right of access to information

· Receive information on how to access appropriate training and mentoring support to enable them to contribute to planning arenas

· Have their views considered in the development of services

· Receive feedback about how their comments have shaped services

· Contribute to the review and performance management of services

· Contribute to planning meetings and decision making, whilst having their own needs taken into account

The results of any service user involvement must be circulated to Commissioners to help inform service development.

16.0
Performance management
Performance Management shows progress against the various measures from Service commencement as well as allowing the early identification of issues and risks.  The Service Provider must ensure there are robust performance management systems in place.  

Monitoring Arrangements

Contract Review meetings must take place on a quarterly basis. Additional Contract Review meetings may be requested by the Commissioner or the Service Provider and where appropriate, monthly statistics may be requested. There must be ongoing open discussion between the Service Provider and Commissioners, to ensure effective delivery of the Service.   

Contract Review meetings will ensure regular discussion between the Service Provider and the Commissioners and will allow for:

· Review of performance management data

· Audit of financial information

· Verification of contract compliance

· Actions to be developed in response to emerging data/trends

· Action to be developed in response to underperformance

· Adjustment being made to the data collected

· Adjustments being made to the performance management targets

· Opportunities for any risks or issues to be raised.  

Contract Review meetings will take place between the Commissioner’s Nominated Officers, the Service Provider’s Nominated Officer and the Service Provider’s Manager, and other officers of either party as may be required from time to time. Quarterly Contract Review meetings will take place within 20 working days of the quarter end date

Commissioners are expected to develop and agree a Performance Management Framework that demonstrates adherence to the service specification, provides an overview of activity and performance, and demonstrates best value.

Substance misuse providers are required to comply with the reporting requirements of the Welsh National Database and National Key Performance Indicators. Quarterly progress reports and claims are required for Welsh Assembly Government funded Substance Misuse initiatives.
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