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	Service Specification No.
	

	Service
	Intensive Support

	Commissioner Lead
	Victoria Morris

	Provider Lead
	

	Period
	2.5 years

	Date of Review
	



	1.	Population Needs

	1.1 National/local context and evidence base
1.1.1 Overview of national data
Public Health England estimates that 101,600 people were living with HIV in the UK in 2017[footnoteRef:1]. Of this number 92% were diagnosed, 98% of people diagnosed were receiving treatment and 97% of people receiving treatment were virally suppressed. Overall, 87% of people living with HIV in the UK were estimated to have an undetectable viral load and therefore unable to pass on the infection.The latest data from Public Health England, published 4 September 2018[footnoteRef:2], shows a total of 4,363 people (3,236 males and 1,125 females) were newly diagnosed with HIV in 2017 in the United Kingdom (UK). New HIV diagnoses have continued to decline over the past decade with a substantial decrease over the past two years; the 2017 figure represents a 17% drop from the 5,280 diagnoses reported in 2016 and a 28% drop from the 6,043 diagnoses in 2015.  [1:  Public Health England (November 2018) ‘Progress towards ending the HIV epidemic in the United Kingdom 2018 report − summary, key messages and recommendations’]  [2:  Public Health England  (September 2018) ‘Health Protection Report Advanced Access report’  Volume 12 Number 32  4 Trends in new HIV diagnoses and people receiving HIV-related care in the United Kingdom: data to the end of December 2017 

] 

Despite these promising reductions in diagnoses, significant challenges remain to the control of HIV in the UK. The proportion of people diagnosed at a late stage of infection (CD4 count <350 cells/mm3 at diagnosis) has remained persistently high over the past five years at close to 40%. Late diagnosis is associated with a ten-fold increased risk of short term mortality (within a year of diagnosis) and an increased risk of onward transmission, with people diagnosed late having been unaware of their HIV infection for approximately three to five years
The number of people receiving HIV-related care has increased by over 50% over the last decade, from 60,737 in 2008 to 93,385 in 2017. This is due to ongoing new diagnoses and people living longer with HIV. Overall, ART coverage in 2017 was high at 98% (91,266/93,385). Of people on ART in 2017, 97% (88,528/91,266) were virally suppressed with a viral load ≤200 copies per mL and therefore very unlikely to pass on HIV, even if having sex without protection.
1.1.2 Overview of local data
 Public Health England reports that there was a reduction in the number of residents aged 15-59 receiving treatment for HIV in Greater Manchester in 2017:
4,840 residents aged 15-59 received treatment for HIV in 2017 compared to 4,948 in 2016
PHE is also reports a fall in the HIV diagnosed prevalence rate for Greater Manchester:
Prevalence of diagnosed HIV infection per 1,000 people aged 15-59 fell from 2.95 in 2016 to 2.88 in 2016
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Manchester has the highest rate of diagnosed HIV prevalence (5.78 per 1,000 people aged 15-59) outside of London and the South East. Salford (4.71) and Bolton (2.01 (1.84 in 2015)) have rates in excess of 2 per 1,000 population. Between 2015 and 2017, Trafford (1.95) and Rochdale (1.96) have moved out of this bracket to less than 2 per 1,000 population; (2.05) and (2.04) respectively.
60% of the residents of Greater Manchester (aged 15-59) who were receiving treatment for HIV in 2015 lived in the cities of Manchester and Salford. 44% (2,101) of patients lived in Manchester; 27% (1,273) lived in the Bolton, Salford (and Wigan) cluster; 15% (723) lived in the Stockport, Tameside and Trafford cluster; and 14% (643) lived in the Bury, Oldham and Rochdale cluster.
Males accounted for 72% and females for 28% of the residents of Greater Manchester who received treatment for HIV in 2015. 
52% of the residents of Greater Manchester who received treatment for HIV in 2015 had been exposed through sex between men and 43% had been exposed through heterosexual contact. Of the residents exposed through heterosexual contact, 60% were women and 40% were men.  
59% of the residents of Greater Manchester who received treatment for HIV in 2015 were from white ethnic groups. Residents from black ethnic groups accounted for 34% (black African = 32%, black Caribbean = 1.7%, black other = 0.3%) of patients.
Black Africans accounted for at least one third of all residents receiving treatment for HIV in Rochdale (43%), Bolton (42%), Manchester (35%) and Wigan (33%) in 2015.
There has been a gradual decline since the start of the decade in the proportion of residents of Greater Manchester diagnosed with HIV at a late stage of infection. In 2015 46%[footnoteRef:3] (290 of 623) of residents aged 15 and over who were diagnosed with HIV in 2013/15 had a CD4 count lower than 350 cells per mm3 compared to 54% (445 of 821) in 2009/11. This compares to 40% for England.   [3:   Percentage of adults (aged 15 years or more) diagnosed with a CD4 cell count less than 350 cells per mm3 among all newly diagnosed adults with CD4 cell count available within 91 days of diagnosis and with known residence-based information] 
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1.2 The Greater Manchester Health and Social Care Partnership[footnoteRef:4] oversees the devolution of our health and social care services, aiming to achieve the biggest, fastest improvement to the health and wellbeing of our region. The Partnership is made up of our local NHS organisations and councils, as well as people from NHS England and NHS Improvement, our emergency services, the voluntary sector, Healthwatch and others including the mayor of Greater Manchester. [4:  http://www.gmhsc.org.uk/wp-content/uploads/2018/05/1.-150227_HandSC_MoU-1.pdf ] 


1.3 The ‘Ending all new transmissions of HIV within a generation’ programme (working title - HIV-E)  is part of the Population Health Transformation Team of the Greater Manchester Health and Social Care Partnership, alongside other transforming projects that address the health inequalities and prevention opportunities highlighted within the Greater Manchester Population Health Plan 2017-2021.  HIV-E sits within the wider sexual health reform agenda and complements the ambitions of the Greater Manchester Sexual Health Network and Strategy, and the global Fast Track City Initiative.
Our vision is to reduce transmission of HIV in Greater Manchester, as part of our plan to eradicate HIV within a generation. 
The HIV-E (working title) programme is the first phase of investment towards the ambition of ending all new cases of HIV within a generation, which will reduce late HIV diagnosis and reduce rates of new diagnosis (after an initial increase).  To this end,  HIV-E efforts will focus on:
· scaling up HIV testing and re-testing opportunities (specifically self-sampling and point of care tests)
· providing enhanced services that enable people to take charge of their sexual health, plan a safer and enjoyable sex life with combination prevention (including campaign & digital tools and  targeted support for residents with the highest risk of acquiring HIV) 
· ensure those who test positive for HIV receive treatment and support they need to reach undetectable, and therefore, untransmittable, viral levels - tailored interventions for People Living with HIV (PLWH) with high levels of social need (this specification).
· providing GP / Primary Care education and awareness

1.4  HIV and complex social care need
The proportion of PLWH that experience social poverty and inequality, such as homelessness, poverty, low incomes, insecurity of paid employment, financial problems, benefit sanctions, no recourse to public funds, immigration, loss of job, is significantly higher than the general population. This has an impact on retention in care, adherence to medication and viral load suppression, and thus on mortality and morbidity as well as rates of HIV transmission in the community (p26) (NAT 2017) [footnoteRef:5] [5:  National AIDS Trust (March 2017) Why do we need HIV Support Services – A review of the evidence] 

In addition, PLWH very often come from communities already significantly affected by social and health-related disadvantage. Needs assessments should recognise the diverse experiences and needs of people with HIV and be sensitive to the way HIV interacts with other structural needs and inequalities.’(p29) 
There is a particularly high rate of problematic drug and alcohol use among HIV positive men who have sex with men, which risks other serious health harms including overdose and death, blood-borne virus transmission, STI transmission, mental health harms, and loss of employment, amongst others. This needs to be urgently addressed. (p24)
There are high rates of poor mental health amongst people with HIV. Such poor mental health can undermine clinic attendance and so have an impact on mortality and morbidity, as well as onward transmission. It also adversely affects self-care, social contact, employment and finances (p23, NAT 2017) 
PLWH experience mental health issues across the spectrum from “low level issues” such as anxiety and depression to psychosis and diagnosed long term conditions such as schizophrenia, personality disorder and manic depression (p23). Factors now associated with HIV-related neurocognitive impairment include nadir CD4 count, co-infection with hepatitis C and drug use. Ageing influences the development of neurocognitive impairment amongst those with HIV and high rates are also seen in HIV positive adolescents who acquired HIV from maternal transmission. Poor mental health results in worse engagement with and retention in healthcare. The REACH study found that both a diagnosis of depression and symptoms of neurocognitive impairment were associated with irregular HIV clinic attendance.[footnoteRef:6] Poor adherence or increasingly erratic clinic attendance are often indicators to a provider of possible neurocognitive impairment. Such as impairment impacts managing household finances, washing, driving, job performance/ employment, attention, information processing, motor skills, for example.[footnoteRef:7] (p24) [6:  2 Howarth A, Apea V, Michie S, Morris S, Sachikonye M, Mercer C, et al. REACH: a mixed methods study to investigate the measurement, prediction and improvement of retention and engagement in outpatient HIV care. Health Serv Deliv Res, 2017; In Press.]  [7:  3 Rackstraw S ‘HIV-related neurocognitive impairment: a review’ in Psychology Health and Medicine Vol 16 Number 5 October 2011] 

PLWH can experience Intimate partner violence; in particular, women living with HIV experience high levels of domestic abuse (Dhairyawan et al 2013[footnoteRef:8]). A conservative estimate puts this at 52% which is twice the level of general population figures. (p28, NAT 2017) [8:  Dhairyawan R et al ‘Intimate partner violence in women living with HIV attending an inner city clinic in the UK: prevalence and associated factors’ HIV Medicine 2013 14:303-310] 


The Positive Voices – National Survey of people living with HIV -  North West Regional Report[footnoteRef:9] tell us the following: [9:  https://watipa.org/us/our-work/projects/positive-voices/] 

The life expectancy and clinical outcomes of PLWH is similar in the North West of England, to the general population, when on antiretroviral therapy (ART). Most people with HIV in the UK are on ART and are highly adherent to treatment.  
In the North West region, 98% of people diagnosed with HIV are on ART, compared to 97% nationally. Among PLWH on ART, 90% report taking all of their tablets as prescribed in the last two weeks, compared to 90% nationally. 24% reported side effects from their HIV treatment in the last four weeks, compared to 17% nationally. 
The needs of PLWH are diverse. The extent to which these needs are assessed, planned for, and met directly impacts on the overall health of the patient. This table from the regional report, shows the type of need prevalent in the survey participants, and then the degree that need is perceived as unmet. An average of 14% of participants from the clinics were estimated to be in need for social and welfare services; 60% of whom, on average, had unmet need across the social and welfare services category, indicating a gap in provision, access to provision or take up of provision.
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Many individuals fall into more than one category outlined in the National AIDS Trust Report 2017, providing the need for not only 1:1 support but for complex social care co-ordination. Many of the needs outlined are social care needs which cannot be appropriately or adequately met by health care staff. Often PLWH present in crisis and meeting some of their needs immediately will prevent further deterioration in their situations
Data from HIV treatment centres in Greater Manchester indicates that a small proportion of PLWH (approx. 150 per annum) could benefit from additional support to maintain engagement with treatment services and/or to maintain adherence to their medications. PLWH who do not adhere to their medication are more likely to have an unsuppressed viral load; this increases the risk of onward transmission to others.  30-50% of people will use the voluntary sector provision but the clinic setting provides the opportunity to engage with virtually 100% of PLWH (not including those lost to follow up). The provider will build on this opportunity in order to offer PLWH an integrated service / or access to other relevant services that support their ongoing care. By being able to support PLWH in a timely manner the provision aims to reduce the need for escalation and be not only best from the PLWH point of view, but more efficient in terms of service provision.


	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators
The NHS Outcomes Framework (NHS OF) is a set of indicators developed by the Department of Health and Social Care to monitor the health outcomes of adults and children in England. 
These domains are ones that relate to the desired outcomes of the service.

	Domain 1
	Preventing people from dying prematurely

	Domain 2
	Enhancing quality of life for people with long-term conditions

	Domain 3
	Helping people to recover from episodes of ill-health or following injury

	Domain 4
	Ensuring people have a positive experience of care

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm



2.2	Local defined outcomes
Outcomes that relate to the impact of this service provision, from which the key performance indicators are derived.
· Reduce the number of PLWH who are dis-engaged / at-risk of disengagement from HIV treatment services
· Reduce the number of PLWH who are not adhering to their HIV medications 


	3.	Scope

	
3.1 Aims and objectives of service
· To provide complex social care co-ordination for HIV positive individuals living in Greater Manchester, who are vulnerable due to their complex psychosocial needs. The service aims to reduce disengagement with specialist services, and therefore reduce the impact of deteriorating physical and mental wellbeing that holds a risk of increase in viral load, onward transmission and further HIV-related health issues. 
· The overall outcomes will be achieved by Complex Social Care Co-ordination being integrated into clinical Multi-Disciplinary Teams; establishing an intensive support service for selected PLWH who are at risk of disengagement or with additional/complex needs. 
· This service will support HIV treatment centres to co-ordinate care and to work with the service user to address the barriers that can prevent them from adhering to their treatment plan
· 100 individuals will receive the service per annum.

3.2 Service description/care pathway
Objective: Holistically address the immediate needs, prevent further deterioration of those presenting at clinic in crisis, or unable or at risk of not being on HIV treatment and reaching undetectable levels of HIV. To work closely with clinics and support organisations and develop strong professional relationships with them.
Outcomes: 
· Service user is engaged with clinical teams, attending appointments
· Service user is adhering to anti-retroviral treatment
· Service user’s  viral load is undetectable

Eligibility of patient for service / contact
HIV-positive PLWH with a record of poor attendance at clinic / lost to follow-up, additional / complex needs, require support to address their social circumstances or immigration status

Staffing

The funding is for this element of the HIVE programme is for salaries and travel only.

Two part-time complex social care co-ordinators will be engaged; with access to work within clinical Multi-disciplinary team settings in HIV treatment centres across Greater Manchester. A collaborative approach to decision-making and accountability will ensure the maximum level of co-ordination for individuals accessing the service, particularly in relation to care planning, review and next steps. In order to maximize the relevant supervision and management, team support and social care methodology, the staff will have their base in an organisation which has expertise and a track record in:
- providing HIV social care 
- working in partnership with statutory and voluntary provision across Greater Manchester
- and, meaningful participation for those with lived experience,[footnoteRef:10]  [10:  http://www.seroproject.com/wp-content/uploads/2017/05/Meaningful_Involvement_of_People_with_HIV_AIDS_MIPA.pdf] 

The service must be able to mobilise quickly and in partnership with HIV treatment centres and their staff, to enable the referrals and ongoing development of the work, tailored to suit the local difference in context and clinical service provision.

3.3 Referrals:
To be generated by the social multi-disciplinary team (or equivalents meetings) in HIV treatment centres, of which the complex social care-co-ordinators are integrated. The integration will reflect local clinical structures but are likely to require honorary contracts, that covers data sharing, protection and patient records as well as a working agreement between the provider and the treatment centre that outline the exact arrangements for employment requirements, governance, supervision and team support, employment requirements, clinic involvement and support, and decision-making mechanisms that provide consistency across the service, and tailored options for each treatment centre as necessary.

The provider will not accept self-referrals, agency referrals or any other referrals outside the governance of the HIV treatment provider social MDT. Where these referrals happen, they may indicate a gap in the pathway for the patient (i.e. lost to follow up) and the provider will follow existing protocols and communication that support engagement into care.

The provider is also required to onward refer clients to other relevant services as and when required, including substance misuse, mental health and family services.

As the service develops and delivery is better understood some improvements to pathways and quotas for treatment centres may be developed.

3.4 Delivery Model
The service model has been co-designed with relevant clinical and community expertise as part of the development of the HIV-E project. 
It relies on a collaborative and integrated multidisciplinary decision making approach that sets it apart from current referral processes for sexual health and HIV clinical and community services across Greater Manchester, intensifying the interventions and the pathway. The model aims to increase effectiveness for the most complex care solutions, and acknowledge that treatment, care and social care support go hand in hand for this cohort of individuals living with HIV.
The diagram below demonstrates the component parts of the service model:
· Identification and allocation of service users to Complex Social Care Co-ordinator
· Care planning and assessment
· Co-ordination and support interventions
· Review and ongoing case discussions
· Identification of impact in relation to outcomes
· Step up or down options














































	
3.5 Other Related processes
The service user will be eligible for support until the specific care plan has been met.
The length of ongoing support will be decided with the MDT in the review process. 
It will be the responsibility of the provider will manage the overall parity, and capacity of the service to take new referrals and ensure the annual target is met. As a new service some variation in set-up between HIV treatment providers are acceptable; and the model may need to adapt accordingly. The provider may prioritise the service for HIV treatment centres with the highest number of patients who are people living with HIV. 
Step up options may include safeguarding and statutory support
Step down options may include universal plus provision within the Passionate about Sexual Health partnership (PaSH) or support within other organisations that have specific relevant expertise. At all times, the provider will make efforts to prioritise the service user’s engagement with services, and provide supportive measures to facilitate access to services. 
Where engagement in the service has not been possible, the MDT (including the provider) will agree next steps.
Service users attending HIV/STI Prevention and Support Services tend not to receive formal discharge from care, however records should be maintained in case the service user attends the service at a later date. 
The Provider(s) will ensure, in the instance that a service user receiving ongoing care opts to attend another provider of HIV/STI Prevention and Support Services, that the transfer of records is progressed in line with Department of Health guidelines. 
The Provider(s) will ensure that patient records are archived in line with Department of Health guidelines.
Response times and prioritisation
The Provider is required to offer prompt access for individuals requiring one-to-one support. Response times will be agreed on award, and will be monitored as a quality outcome indicator.
3.6  Access
Days and hours of operation: The Provider is required to deliver the services from locations and at times agreed with the Commissioners.
The Provider is required to inform the Commissioner of emerging or actual issues in relation to access.

3.7 Appropriateness
The Provider is required to ensure that the service is operated in a manner that is appropriate and responsive to the needs of the service user, for example:
· Ensuring that members of staff respect the privacy and dignity of clients and contacts, regardless of religious and cultural beliefs, age, gender, sexual orientation, and other considerations. 
· Ensuring that confidential discussions are held in appropriate, private spaces.
· Ensuring that facilities are compliant with the Equality Act 2010. 
· Responding to feedback in order to improve service provision.
· Ensuring full compliance with statutory and non-statutory requirements and guidance relating to the provision of sexual and reproductive health services.

The Provider(s) is required to take appropriate steps to ensure that individuals who do not speak English as their first language can access the service.
3.8 Population covered
The Provider(s) is required to deliver the interventions and services described in this specification for the benefit of residents of Greater Manchester who are adults living with diagnosed HIV

Exclusion criteria
The Provider(s) is not required (or funded) to deliver interventions and services for:
· People who reside outside of Greater Manchester.
· People who are not living with diagnosed HIV.

The Provider(s) will ensure that people who have been excluded are signposted to other relevant services in Greater Manchester or elsewhere.

3.9  Interdependence with other services/providers
The Provider is required to develop and maintain partnerships with providers of clinical and other related services in Greater Manchester to facilitate the development and implementation of care pathways and referral processes. 
The interdependencies with HIV treatment centres have been covered under ‘referrals’ and ‘service model’. A working level agreement will be established by the provider with each HIV treatment centre to outline all operational and management elements to include (but not limited to)
· Communication and interface with the social MDT or equivalent
· Responsibilities in relation to the delivery model
· Access and update to patient records, and expectations in relation to data sharing and data input
· Supervision, management and training
· Safeguarding
· Duty and cover system
· Clinic and community based hours
· Training opportunities
The provider will work in partnership with statutory and community organisations that specifically in the area of the service user need and ensure the co-ordination of care is in line with the care plan and the outcomes identified.

3.10 Monitoring and evaluation
As part of the wider programme on ‘ending all new cases of HIV’ the service will benefit from the overarching project evaluation, as well as the expertise within the steering group and the GM Sexual Health Network who will work alongside the provider to support continued service improvement and enhancement to the model. 
It is expected that evaluation and improvements will be ongoing and involve the HIVE steering group expertise to support all elements of the HIVE programme. A separate evaluation partner will be commissioned to measure the impact of the HIVE investment and will be expected to work alongside all the HIVE programme delivery partners and related user groups, to achieve a robust evaluation.
Qualitative feedback will be sought via the provider to understand the value of the new provision, and the effectiveness of working across Greater Manchester with key service components, but a tailored offer. Where possible baseline measures of adherence to treatment and social / emotional wellbeing should be obtained, in line with project evaluation and discussion with commissioners prior to implementation.
The provider will submit quarterly monitoring reports to commissioners in the format to be agreed with the commissioner. 
The provider shall use its reasonable endeavours to ensure its representative attends and remains in attendance throughout each meetings relating to this service.
Monitoring requirements will be related to KPIs detailed below, and the standard public health contract requirements, and submitted to the commissioner on a quarterly basis. Existing formats and monitoring processes can be used / enhanced where applicable. Agreement to be established with the HIV treatment centre at the set up stage for certain monitoring data.
Key Performance Indicators
· 100 services users per year are referred to the service via the route specified in section 3.3.
· Minimum of 3  Greater Manchester HIV treatment centres engage with the service with a minimum of 10 referrals per annum each as evidence of engagement.
· a reduction in DNA (did not attend) for appointments over a 12 month period after the start of the agreed care plan, based on attendance before the beginning of the support of 12 months (if applicable)
· Within 9 months or less (from referral), 50% of service users are
-removed from the complex patient list
- using a step-down option (section 12.10)
- report an improvement in stress levels*
-adhering to treatment*
- maintaining a certain viral load?*

*measure to be agreed


	4.	Applicable Service Standards

	
4.1 National standards and guidelines

The Provider(s) is required to develop interventions and services in line with relevant national standards and guidelines including but not limited to:

· BHIVA (2013), ‘Standards of care for people living with HIV’

· BASHH (2015), ‘STI outreach standards’ 

· BASHH (2014), ‘Standards for the management of sexually transmitted infections’ 

· BASHH (2010), ‘Recommended standards for sexual health services’ 

· BHIVA (2011), ‘Standards for psychological support for adults living with HIV’ 

· BASHH / BHIVA (2012), ‘UK national guidelines on safer sex advice’ 

· BASHH / BHIVA (2012), ‘UK national guidelines on safer sex advice’ 

· BHIVA (2008), ‘UK national guidelines for HIV testing’

The Provider(s) is required to develop interventions and services in line with relevant NICE guidelines including but not limited to:

· (PH34) ‘Increasing the uptake of HIV testing among men who have sex with men’

· (PH33) ‘Increasing the uptake of HIV testing among black Africans in England’

· (PH3) ‘One to one interventions to reduce the transmission of sexually transmitted infections including HIV’


The Provider(s) is also required to adhere to other relevant standards and guidelines including but not limited to:

· NHS England (2015), ‘Serious Incident Framework’

· Department of Health (July 2015), ‘The Health and Social Care Act 2008: Code of practice on the prevention and control of infections and related guidance’

· NHS Professionals (2010), ‘Standard infection control precautions’

· Department of Health (2013), ‘To share or not to share’

· Local Government Association (2014), ‘Tacking child sexual exploitation’

· Department of Health (2016), ‘Multi-agency guidance on female genital mutilation’


4.2	Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges)

4.3	Applicable local standards

Governance and operation
5.1   Overview

The Provider(s) is required to have an appropriate internal governance structure; sufficient to allow for the provision of safe, effective and efficient services. 

The Provider(s) is required to have an appropriate range of policies, procedures and protocols to govern the operation of the service. These should address issues including but not limited to management and protection of person-identifiable records and data, incident recording and reporting, and safeguarding of children, young people and vulnerable adults.

[bookmark: _Toc469051487][bookmark: _Toc469051605][bookmark: _Toc469052355][bookmark: _Toc469292647]The Provider(s) is required to work in partnership with HIV treatment centres to develop and agree operational and clinical procedures and protocols, patient pathways and referral processes.

The provider should recruit the complex social care co-ordinators in conjunction with a minimum of one clinician from one of the Greater Manchester HIV treatment centres, and ensure that parallel processes for honorary contracts are optimized. The individuals taking up the post/s should have the following:
· Experience of working with, and advocating on behalf of, people with a range of complex needs
· Experience of assessing, planning and prioritising the needs of people with a range of complex needs 
· Excellent communication skills both written and verbal
· Experience of multi-disciplinary and/or partnership working 
· The ability to work with people in crisis or under pressure
· The ability to manage a complex workload
· The ability to facilitate one to one discussions focussing on behaviour change 
· The ability to work on own initiative and take responsibility for own decisions 
· The ability to work in partnership, and establish excellent working relationships, with multi-disciplinary professionals and other organisations to plan and manage appropriate support
· A commitment to challenging HIV stigma and discrimination
· A valid Disclosure and Barring Service check.

5.2   Serious incidents
The Provider(s) is required to deliver safe and effective services and interventions and will take appropriate action to prevent or minimise the risk of harm to patients, clients, staff and others. 

The Provider(s) is required to have robust and auditable processes for recognising, reporting, investigating and responding to serious incidents and for arranging and resourcing investigations.  

NHS England[footnoteRef:11] defines a serious incident as: [11:  NHS England (2015) Serious Incident Framework] 

Acts and/or omissions occurring as part of NHS-funded[footnoteRef:12] healthcare (including in the community) that result in:  [12:  This definition is applied to the services and interventions funded through this contract] 

Unexpected or avoidable death of one or more people – this includes:
· Suicide / self-inflicted death
· Homicide by a person in receipt of mental healthcare 
· Unexpected or avoidable injuries to one or more persons that has resulted in serious harm
· Unexpected or avoidable injuries to one or more people that require further treatment in order to prevent serious harm or death
· Actual or alleged abuse, sexual abuse, physical or psychological ill-treatment, or acts of omission that constitute neglect, exploitation, financial or material abuse, domestic abuse, discriminative or organisational abuse, or human trafficking where: 
· healthcare did not take appropriate action / intervention to safeguard against such abuse occurring, or 
· where abuse occurred during the provision of NHS-funded healthcare

A ‘Never Event’ (all ‘never events’ are defined as serious incidents)
An incident or serious of incidents that prevents, or threatens to prevent, ability to deliver an acceptable quality of healthcare including (but not limited to): 
· Damage to / issues with premises
· Breaches of information governance – e.g. loss of data or patient information
· Incidents in population-wide programmes – e.g. screening

The Provider(s) is required to inform the Director of Public Health for Salford and the named lead Commissioner, within 24 hours, if a serious incident has occurred. The Provider(s) will be required to submit an initial and follow-up report(s) detailing the incident, the response and learning. The process will be agreed on award of contract.

The Provider(s) should consult the NHS England Serious Incident Framework 2015 for further information

[bookmark: _Toc469051498][bookmark: _Toc469051616][bookmark: _Toc469052366][bookmark: _Toc469292658]5.3   Information Governance

5.3.1	Confidentiality

The Provider(s) is required to develop, approve and implement a confidentiality policy and statement. The statement should be published on the website of the provider and on show within premises. The policy should be made available to clients on request. 

The Provider(s) will ensure that all members of staff (and volunteers) understand the policies and the importance of protecting client records and data. Regular training should be provided. 

5.3.2	Information sharing

The Provider(s) will have robust and auditable policies and procedures to protect the personal information of clients and to inform the sharing of information between teams and between organisations.

The provider(s) must ensure that person-identifiable information is not shared with other organisations without the informed consent of the client unless a significant risk to the individual or members of the public has been identified. Best practice guidance should be followed.

The Provider(s) must ensure that clients are informed about how and for what purposes personal information is collected, used, stored and protected, and the circumstances in which personal information could be shared with others – e.g. for the purposes of safeguarding.

The Provider(s), if an NHS organisation, will have a Caldicott Guardian and will adhere to Caldicott principles. Non-NHS organisations should appoint a senior member of staff to perform the functions of a Caldicott Guardian. Further information can be obtained from www.gov.uk 


5.3.3	Information security

The Provider(s) will ensure compliance with the Data Protection Act (1998) and associated legislation. Further information is set out in the contract documentation.

i. Client records

The Provider(s) is required to ensure that client records (electronic and paper) are stored in an appropriate manner and are safeguarded from improper use or access. Further information is set out in the contract documentation. 
The Provider(s) is required to retain records for the minimum period set out in Department of Health guidelines for record retention.

5.4   Safeguarding

The Provider(s) is required to develop, adopt and implement safeguarding policies and procedures for children, young people and adults. These must be consistent with the requirements set out in the contract documentation.
The Provider(s) is required to ensure that all members of staff (and volunteers) are aware of their safeguarding responsibilities and receive initial and refresher training appropriate to their role. The Provider(s) will ensure that:
· Internal safeguarding policies and procedures are developed to adhere to the policies and procedures of the local Safeguarding Boards
· Staff members are aware of and adhere to safeguarding policies and procedures 
· Staff members know how to make a safeguarding referral
· Staff members receive regular supervision
· Staff members adhere to information governance requirements.

The Provider(s) is required to ensure that all members of staff (and volunteers) understand and adhere to the Greater Manchester policy for working with sexually active young people aged under-18.
The Provider(s) will ensure that all members of staff (and volunteers) are aware of their responsibilities in relation to safeguarding children and young people aged 12 and under, aged 13-15 and aged 16-17 as described in the Sexual Offences Act 2003 including responsibilities relating to Abuse of a Position of Trust
The Provider(s) will ensure that all members of staff (and volunteers) are aware of their legal responsibilities in relation to safeguarding vulnerable adults.
5.6 Complaints, compliments and suggestions
The Provider(s) will have appropriate procedures for accepting and responding to complaints, compliments and suggestions from clients and other contacts. Feedback should be used to inform service development, monitoring and evaluation. Complaints (and details of resolution) should be shared with the Commissioners on a quarterly basis. Further information is contained in the contract documentation.
The Provider(s) will ensure that clients and other contacts know how to make a complaint, compliment or suggestion; the process should, for instance, be explained on the providers website. 

5.7 Public / patient involvement
[bookmark: _GoBack]The Provider(s) is required to develop and implement approaches to involve service users (and others) in the design, development, implementation, monitoring and evaluation of interventions and services. 


The Provider(s) is required to support the Greater Manchester Health and Social Care Partnership commissioners through, for instance:
· Provision of information and advice as and when required
· Contributing to the development of strategies and action plans
· Contributing to the production of reports
· Supporting the evaluation of services and interventions
· Attendance at relevant meetings – e.g. Health and Wellbeing Board



	6. Applicable quality requirements and CQUIN goals

	
0. Applicable Quality Requirements (See Schedule 4A-C)

0. Applicable CQUIN goals (See Schedule 4D)



	7. Location of Provider Premises

	
7.1    Location of services
The Complex Social Care co-ordinators are required to operate the intensive support service in the main HIV treatment centres and from a community base with reference to each service level agreement across Greater Manchester, within the standard opening hours.


	





Review


Step up or down options


MDT  - social /disengagement/ complex


Complex Social Care Co-ordinator - part of MDTs allocated patients


With patient, case worker,  social MDT- assess and agree  care plan – identify specific outcomes


Co-ordinate and Support onward referrals


Review care plan with patient/client, case worker and social MDT


Ongoing / new issues 
New Care plan


Outcomes achieved – completed


Outcomes being met through Universal Plus   


Quotas per clinic to  be co-ordinated 


Support


PaSH interventions (universal plus)


See clients for one to one in clinic or community or inpatient (as directed)


Additional ‘enhanced interventions’ 


Advocacy with statutory bodies


Eligible patient is identified and care needs discussed


Care Plan


Referrals to non-sexual health specialist agencies / orgs


Prioritise immediate needs


Ongoing cases discussed
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