Schedule 2 Part A Service Specification

	Service Specification No.
	05

	Service
	Care for those experiencing homelessness

	Commissioner Lead
	Anthony Gore 

	Provider Lead
	GP Provider

	Period
	April 2019 – March 2020

	Date of Review
	December 2019

	1.
Population Needs

	1.1 National/local context and evidence base 
All practices are expected to provide essential services to all their registered patients  However, the delivery of care to patients who are experiencing homelessness differs in two important aspects. 

1. Patients who are experiencing homelessness typically find it more difficult to access mainstream primary health care

2. Patients who are experiencing homelessness often present with multiple, complex needs, both to primary and secondary care 

‘Healthcare for Single Homeless People’ (March 2010, Department of Health)

This service specification recognises the inherent difficulties in providing appropriate access both for essential and more specialised services to patients who are experiencing homelessness, and outlines the additional resources and services a practice should provide in order to deliver this care. The specification of this service is designed to cover both the provision of a suitably accessible and flexible service to these patients, and the more complex / enhanced aspects of clinical for this patient group, both of which are beyond the scope of normal core practice services.

This service is designed to ensure that people who are experiencing homelessness have equal access to appropriate levels of service from practices citywide to meet their health needs effectively from mainstream general practice care through to end of life care. 
Homelessness is commonly used to describe a wide range of circumstances where people have no secure home. Homelessness is defined in legislation for the purpose of determining entitlement to help from local authorities. Certain groups are defined by law as being in priority need of housing. These include pregnant women, families with children, all 16 and 17 year olds, those who have physical and mental health problems, people who have experienced domestic or racial violence and people who are vulnerable following a stay in institutions. 

However, in order to target health services on the most difficult to engage people who are experiencing homelessness, it is necessary to consider a wider range of clients. Many of the most chaotic and vulnerable may not be in contact with housing authorities. Groups to consider are:

· Rough sleepers

· Hostel, night shelter and safe house / refuge residents

· Bed-and-breakfast residents

· Squatters

· People staying temporarily with friends and relatives (‘skippering’).

· People housed in interim accommodation by the Council.

Although the nature and extent of the health problems that face people experiencing homelessness will vary according to their particular experience (for example rough sleepers are often more likely to suffer from musculo-skeletal problems), research has shown that across the board, people who are homeless face an increased risk of mental illness, physical illness, of contracting infectious disease and of misusing substances. Of those who approach Local Authorities, 184,290 households were found to be homeless in England in 2001(1).
Between 2009 and 2018 homelessness in the UK increased by 169% and this included an increase in rough sleeping within Sheffield of 39%. Whilst the solution is multi-faceted and requires a cross-agency approach this LCS aims to demonstrate how effective primary care utilisation can help people experiencing homelessness to achieve better health outcomes. 


	2.
Outcomes

	2.1
NHS Outcomes Framework Domains & Indicators
Domain 1

Preventing people from dying prematurely

X
Domain 2

Enhancing quality of life for people with long-term conditions

X
Domain 3

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

X
Domain 4

Ensuring people have a positive experience of care

X
Domain 5

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

X
2.2 Local defined outcomes


	3.
Scope

	3.1 Aims and objectives of service

The purpose of this service is to provide an accessible, high quality primary care service, which is understanding of, and responsive to the particular needs of people experiencing homelessness, and to manage their complex health needs. Care to this group needs to:

(A) Provide accessible medical care:
· Enable appropriately flexible access to local GPs, preferably in an integrated way at the GP surgery;

· Encourage service provision by experienced local GPs in a flexible way which recognises the difficulties experienced by this population group in making and attending appointments;

· Where necessary (for example where homeless patients find it too difficult to access care at GP surgeries), provide care at appropriate outreach settings such as homeless hostels;

· Provide safe care for patients and improve Public Health for the community;

· Provide services for areas of the city where access to GP services is currently difficult e.g. outreach clinics;

· Integrate homeless care into mainstream General Practice to avoid segregation and stigmatisation, whilst helping those experiencing homelessness to access other services to assist them;
· Identify children at risk;

· Provide effective safeguarding; 

· Reduce inappropriate use of secondary care services.

(B)  Improve the health of those experiencing homelessness:
· Achieve improvements in the physical health of this group, including access to chronic disease management and prevention;

· Achieve improvements in their mental health, including the provision of appropriate services in primary care and, where appropriate, rapid access to secondary care;

· Ensure that all service users who misuse drugs and alcohol are supported in accessing treatment and harm minimisation services;

· Develop centres of excellence by training and co-operative working.

· Develop effective end of life care pathways which recognise the fact that service users should be able to choose their care when terminal illness is identified and to assist service users to access the highest levels of care available. 

3.2 Service description/care pathway

The service will offer as its primary functions:

3.2.1 Provision of care to patients who are experiencing homelessness who are not permanently registered with a practice, or who are not able to access their last registered practice because of the location of their temporary accommodation or support organisation.
Note: This service should not provide a walk in service to patients already permanently registered with another practice.  A practice wishing to offer these additional services to a patient permanently registered with another practice should offer registration to the patient following the usual protocols and contact Family Health Services for the patient’s records.

3.2.2 An up-to-date register of patients experiencing homelessness receiving care. Practices should be able to produce an up-to-date register of patients who are defined as homeless and currently receiving active care. Patients who have not been seen in the three months prior to a quarter-end should be removed from the register. 

3.2.3 Comprehensive health assessment and stabilisation for patients not registered with a GP in Sheffield and defined as homeless.

3.2.4 Comprehensive assessment of the physical and mental health of patients experiencing homelessness. This should include but is not restricted to: 

· Assessment of both physical and psychological well-being and referral onwards if needed

· Assessment of alcohol use 

· A high index of suspicion of substance misuse and appropriate referral

· A high suspicion of conditions such as tuberculosis, Hepatitis A, B and C, and HIV. Screening should be made available if appropriate. 

· Assessment of nutritional state

· The offer of other elements usually part of a new patient check

· The offer of appropriate preventive measures (e.g.: Hepatitis A or immunisation against flu)

· The offer of a review of any chronic diseases

· Learning/physical disabilities support

· Asking each adult patient about responsibilities for children, and documenting the age and schools of such children, with liaison with Health Visitors/School Nurses/Social Workers as appropriate and use of the Sheffield SafetyNet and Contact Point.

3.2.5      In addition the service will aim to fulfil the following functions:

· Care and co-ordination to enable patients to receive appropriate support from secondary services

· Support to patients to make the transition to mainstream services once their housing situation is more stable

· Advice, referral and support into mainstream primary and secondary care services to meet the needs of people experiencing homelessness appropriately and effectively. This will include a general liaison and representation role with other agencies, especially HASS (Homeless Assessment and Support Team) and other homelessness agencies in the city.

· The service will recognise the complex health and social care needs of those experiencing homelessness and vulnerably housed people and will operate in a way which respects and responds to the needs of service users

· It will ensure that the times, locations and methods of service delivery recognise the particular needs of these clients, in particular practices will be expected to respond promptly to requests for consultations because of the vulnerability of this group with the availability of same day access to a GP and, if required, outreach clinics. Longer consultations should be available for those with multiple problems.

· Dispensing arrangements with local pharmacies that allow for the administration of single or daily doses of prescription drugs.

· Provision for appropriate and regular screening assessments based on current research in relation to the health needs and problems of homeless people. Also where appropriate vaccination where there are outbreaks of particular conditions in the homeless community for example tuberculosis, Hepatitis A, Influenza.

3.2.6 
It will offer flexibility and choice and make every effort to promote longer term engagement with services.

3.2.7
The provision of training to appropriate practice staff ensuring an understanding of and sensitivity towards the particular problems faced by people experiencing homelessness.  As well as the issues associated with health and homelessness, training should provide staff with a general understanding of the range of problems this population faces, e.g. access to appropriate housing and problems with benefits.

3.2.8
Prompt provision of monitoring returns for infectious diseases.
NOTE: It is anticipated that participating practices will agree to offer care to patients living outside their immediate catchment area, by negotiation with Sheffield CCG, particularly for areas where there is no practice providing the locally-commissioned homelessness service.
3.3
Population covered

The service will support anyone who is experiencing homelessness within the city.  

3.4
Any acceptance and exclusion criteria and thresholds

N/A
3.5 Interdependence with other services/providers

NHS Sheffield will support the development of the case management function and support worker role in co-ordination with Sheffield City Council, Sheffield Health and Social Care Foundation Trust and other agencies working with those experiencing homelessness in Sheffield. The CCG will support integrated working between existing community teams and providers under this contract.

The service will have close links to a range of other services for this population with the aim of providing a holistic range of support to enable people to move into a settled lifestyle. These will include the Sheffield City Council Homeless Section of the Housing Department, HASS, and providers of accommodation for the homeless and other specialist/outreach services.



	

	4.1
Applicable national standards (eg NICE)

N/A

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

N/A

4.3
Applicable local standards

The selection criteria for those contracted to provide such services will be based on levels of competency and compliance in all the following areas: 

· Evidence of existing need for these enhanced services within the catchment area
· Practices undertaking the service must have clinicians who can demonstrate experience and knowledge of working with homeless patients and associated agencies

· Clinicians should have demonstrable experience in the assessment of drug misuse, alcohol misuse and mental illness.
· Experience and commitment to multi-professional working, demonstrating a multi-disciplinary approach through liaising with HASS and other homelessness agencies
· Evidence of a coherent approach to achieving harm reduction as a clinical outcome

· Evidence of referrals to other services, demonstrating that full medical records are being kept in line with expected standards

In addition should be able to show active participation in service development through CPD, audit and critical case analysis.

The practice must comply with the NHS complaints procedure and notify Sheffield CCG, as appropriate, of any complaints.



	5.
Location of Provider Premises 

	The Provider’s premises are located at:
Variable depending on practice providing service and whether it is in the practice or at an outreach centre. 



Schedule 2 Part B Indicative Activity Plan

	Name of Service 
Care for those experiencing homelessness



Schedule 2 Part C Activity Planning Assumptions

	Name of Service 


Activity Planning Assumption

Not Applicable


Schedule 2 Part F Clinical Networks and National Programmes 
	Not Applicable



Schedule 2 Part G Other Locally Agreed Policies and Procedures

Not applicable
Schedule 2 Part I Exit Arrangements 

	Either party must provide 6 months’ notice in order to exit this agreement. 



Schedule 2 Part K Transfer of and Discharge from Care Protocols 

	


Schedule 3 Payment 

Part A Local Prices
	Service Description


	Currency
	Price
	Basis for payment
	Regime for future years

	Care for those experiencing homelessness
	Annual service provision
	Practice specific
	Quarterly payment. . 
	1 year non-recurrent funding. 



Part B Local Variations
	Not Applicable



Part F Expected Annual Contract Value
	Service 


	Expected annual contract value

	Care for those experiencing homelessness
	Dependant on practice. 


Schedule 4 Part C
Local Quality Requirements

	Quality Requirement


	Threshold
	Method of Measurement
	Consequence of breach

	Domain 1: Preventing people dying prematurely

	Audit
Clinicians should be able to show evidence of experience and commitment to multi-professional working, demonstrating a multi-disciplinary approach through liaising with HASS and other homelessness agencies

Clinicians should be able to show evidence of referrals to other services, demonstrating that full medical records are being kept in line with expected standards


	Submission of completed audit of 3 patients. 


	Submission of audit reports. 

	As per clause GC9



Schedule 4 Part F
Local Incentive Scheme

	N/A


Schedule 5 Part B2 Provider’s Permitted Material Sub-Contractors

Not Applicable
SCHEDULE 6 Part C Reporting Requirements

Activity Information required
	Information required
	Reporting Period
	Format of Report
	Timing and Method for delivery of Report

	Up to date confirmation of homeless patients seen and registered over the past 6 months.
	Bi-annually
	Register via LCS Database
	By 31/10/19 and 30/04/20.


Quality Requirements Information required

	Information required
	Reporting Period
	Format of Report
	Timing and Method for delivery of Report

	Bi- Annual audit of care provided to homeless patients from practice based system data. 
	Bi-Annually
	Entry into LCS Database. 
	By 31/10/2019 and 30/04/2020.

	Confirmation of the number of end of life care plans implemented in the past year. 
	Annually
	Entry into LCS database.
	By 30/04/2020
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