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A. [bookmark: _Toc343591382][bookmark: _Toc511983481]Service Specifications

This is a non-mandatory model template for local population. Commissioners may retain the structure below, or may determine their own in accordance with the NHS Standard Contract Technical Guidance.

	Service Specification No.
	

	Service
	Integrated Homeless Service

	Commissioner Lead
	Tower Hamlets Clinical Commissioning Group

	Provider Lead
	

	Period
	1st April 2019 to 31st March 2024

	Date of Review
	1st April 2020



	1.	Population Needs

	
1.1 	National/local context and evidence base

Introduction 
The Tower Hamlets vision is for a healthy and well population able to care for itself where possible, with joined up services that work together, provided around the whole person and focused on early intervention and prevention.

Improving health and care outcomes for the homeless population is a key priority of Tower Hamlets CCG and the London Borough of Tower Hamlets and both are committed to addressing the inequalities experienced by homeless people and to transform the way in which homeless health and care is delivered locally.

This service specification details the CCGs commissioning intentions for a single, integrated, proactive and accessible homeless model of care for homeless people, aligned with the strategies of the CCG and the London Borough of Tower Hamlets (LBTH).

The intention is to commission a model that supports multidisciplinary integrated care. This is central to effective care because many homeless people present with multiple health and care needs. The use of peer advocacy, and taking a partnership approach to addressing health and care needs of homeless people are evidenced to improve the effectiveness of care delivery. Commissioners are keen to see whether an integrated multidisciplinary approach can lead to:
· Medicines optimisation
· More personalised care
· Innovative approaches to the use of social prescribing to address individual needs
· A focus on ill health prevention and health promotion
· More effective use of technology to promote cost-effective delivery of care
· A population health approach to service redesign and the development of new models of care
· Better management of the continuing healthcare process

Overview
Significant progress has been made nationally to improve health outcomes for the population as a whole however; health inequalities remain for many socially excluded groups. Health inequalities amongst the homeless population are evidenced at both a national and local level, with evidence of significantly lower life expectancy and poorer health outcomes amongst the homeless[footnoteRef:1]. [1:  Morbidity and mortality in homeless individuals, prisoners, sex workers, and individuals with substance use disorders in high-income countries: systematic review and meta-analysis. R Aldridge, A Story, S Hwang et al, The Lancet Nov 2017] 

 
Those who find themselves homeless are often extremely vulnerable with complex health and care needs and high levels of comorbidity including:  physical, mental health and substance misuse needs. 
 
They may be excluded from services or have difficulty engaging with mainstream services, relying instead on emergency or urgent care services such as Accident & Emergency.

National Context
The current Government has set a vision of an NHS modelled on integration, asking Health and Local Authorities to work more closely across the barriers of Primary and Secondary Care to provide seamless services for the population. This necessitates making the very best use of resources to improve health and wellbeing outcomes for the whole population. Part of this agenda is redesign of services to better support people with multiple or complex needs and through this it is anticipated there will be a reduction in reliance on emergency and urgent care services. 

Another key element is to support patients to have more control over their care by empowering them to live independently, with the ability to make choices about the way their care is administered. There has also been an emphasis on collective leadership and joint working with a call for leaders from across Health, Social Care and the third[footnoteRef:2] sector to jointly deliver solutions appropriate to their own communities.  [2:  Non statutory voluntary sector partners] 


Addressing Health Inequalities, supporting early identification of housing need and actively intervening to prevent homeless are all important national priorities.  During 2018 the Homelessness Reduction Act will be implemented establishing new duties on the NHS to contribute to preventing and reducing homelessness.

London Context
In 2016/17 over 8,100 people were seen sleeping rough at some point in London. This is virtually unchanged from the total of 8,096 people seen in 2015/16, but is more than double the figure of 3,673 in 2009/10[footnoteRef:3].   [3:  https://data.london.gov.uk/dataset/chain-reports] 


53% of the people seen sleeping on the streets were not UK nationals, many of whom would have no recourse to public funds[footnoteRef:4].  However all of these people are entitled to register with a GP practice and receive immediate treatment if it is necessary. [4:  For more information about statutory duties to migrants with care needs who have no recourse to public funds see the information provided by the network of local authorities and partner organisations  http://www.nrpfnetwork.org.uk/Pages/Home.aspx] 


The wellbeing of people who live and sleep on the street is at significant risk.  Homelessness may be a consequence of health problems, and is very commonly a cause of worsening health. Many people who sleep rough will have significant needs in relation to physical health, mental health and substance misuse.  The average age of death for a person who is sleeping rough is just 47, half that of the general population[footnoteRef:5]. [5:  http://www.crisis.org.uk/data/files/publications/Homelessness%20-%20a%20silent%20killer.pdf] 


The pan-London London Homeless Health Programme has published commissioning guidance for London for health services for people who are affected by homelessness.  This includes 10 Commitments[footnoteRef:6] listed below which will underpin the model of delivery of services for people who experience homelessness.  The Commissioning Guidance was developed in response to issues identified by people who were homeless in London as reported in More than a Statistic[footnoteRef:7]; a research and consultation exercise carried out by Groundswell using peer researchers. [6:  https://www.myhealth.london.nhs.uk/healthy-london/programmes/homeless/commissioningguidance/commissioningguide ]  [7:  https://www.healthylondon.org/homeless/more-statistic-report ] 


Table 1: Ten Commitments
	1. People experiencing homelessness receive high quality healthcare

	2. People with a lived experience of homelessness are pro-actively included in patient and public engagement activities, and supported to join the future healthcare workforce

	3. Healthcare ‘reaches out’ to people experiencing homelessness through inclusive and flexible service delivery models

	4. Data recording and sharing is improved to facilitate outcome-based commissioning for the homeless population of London

	5. Multi-agency partnership working is strengthened to deliver better health outcomes for people experiencing homelessness

	6. People experiencing homelessness are never denied access to Primary Care

	7. Mental Health Care Pathways, including Crisis Care, offer timely assessment, treatment and continuity of care for people experiencing homelessness

	8. Wherever possible people experiencing homelessness are never discharged from hospital to the street or to unsuitable accommodation

	9. Homeless Health advice and signposting is available within all Urgent and Emergency Care Pathways and Settings

	10. People experiencing homelessness receive high quality, timely and coordinated End of Life Care



Local Context

Between April 2016 and March 2017 the Combined Homelessness and Information Network (CHAIN) saw 445 unique cases of people sleeping rough in Tower Hamlets, an increase of 13% on the previous year. In London there were 8104 unique rough-sleepers in the same time period, an increase of 1% from the previous year, and of 7% from 2014/15. 

The number of rough sleepers in Tower Hamlets has increased at a greater rate than across London as a whole in recent years. The causes of this increase are likely the same as those for the national increase in statutory homelessness, coupled with a limited supply of services available for those most vulnerable, such as suitable sheltered housing or other supportive accommodation. 

In July 2017 a Homeless Health Audit was conducted in Tower Hamlets. Findings include: 

· the prevalence of severe mental illness, such as schizophrenia and bipolar disorder, is 13 times higher than in the rest of the borough
· The prevalence of Chronic Obstructive Pulmonary Disease (COPD), is four times greater[footnoteRef:8].  [8:  Public Health England Fingertips, National General Practice Profiles, QOF 2015/16] 

· Patients from our specialist homeless practice are four times more likely to attend A&E than patients from other practices. 
· In 2016, the rate of attendances to A&E was 28.8/1000 practice population for the practice, compared to 7.1 in the remaining Tower Hamlets GP practices.

From the Tower Hamlets Homeless Health JSNA (2017), we know that:
· The majority of rough sleepers and those who are statutorily homeless are aged between 25 and 45.  A greater proportion of the statutorily homeless are aged under 25 (16-25)
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Figure 1: Age of rough sleepers (CHAIN 2016/17) and statutory homelessness (housing options service Q1 2017)
· Adults with lived experience of homelessness report the following barriers to accessing healthcare:
· Lack of documentation
· Poor understanding of services
· Language barriers
· Limited opening hours and appointment times.
· They also reported the following as characteristics of a good health care service:
· Consistency in care
· Services with a single point of access or a single person in charge of care.
· Flexibility
· Being able to address health problems as they arise rather than requiring an appointment at a later date.
In March 2018 the London Borough of Tower Hamlets Health Scrutiny Sub-Committee published a review of health and social care provision for homeless residents. The report conclusions included that:
· Upskilling staff in mainstream GP surgeries in the borough could lead to better links with wider services for homeless people and enable GPs to better identify a person’s housing needs during appointments and refer on as needed.
· Training and awareness raising for front line staff dealing with homeless people will help staff to better understand how to deal with some of the behaviours which may be encountered by services engaging with homeless people. This could address issues of equity of access.



	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	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
The Tower Hamlets Together outcomes framework describes the collective ambition to improve the health and wellbeing of the population in a way that is understandable both to professionals and the people they serve. The outcomes sought are as follows:
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Figure 2: Tower Hamlets Together Outcomes Framework

The overall outcomes to be secured from the contract are:

· Improved identification of homeless patients in primary care and acute services
· Increased use of planned health care
· Reduction in the inappropriate use of secondary care
· Delivery of effective preventative health services
· Provision of safe environments that promote physical and psychological well being
· Facilitation of service users to take increasing responsibility for their own health and well being
· Integration of care delivery across health, social care and homeless services through strongly managed co-ordination of services and partnership working
· Delivery of personalised services
· Support for people to access and maintain suitable accommodation, linking with existing local services including local General Practice
· Reduction in Delayed Discharge 
· Improvement of patient experience 
· Reduction of readmission to hospital within 7 and 28 days
· Increased ability to manage mental health and wellbeing 
· Increased physical health and self-care skills
· Encourage social networks and peer support
· Increase in the ability to find work, training and access education




	3.	Scope

	
3.1	Aims and objectives of service

The provider will provide high quality, accessible and responsive specialist homeless primary medical services to address the often complex health and care needs affecting people who are homeless.

The Contractor shall ensure that care is accessible to homeless people and delivered within the principles of care as outlined below:
Care is Personalised - The Contractor must ensure that care is designed around the needs of the individual and their families and carers and is not dictated by, or dependent on setting. Care should be strengths based, responsive to the individual’s personal priorities and needs and empower people to be equal partners in their own care.
Care is Integrated - integrated care will deliver seamless, efficient and effective care, eliminating barriers and gate-keeping and improve access to appropriate care. The Contractor will ensure that care is integrated at the point of delivery.
Care is Proactive - Proactive care transforms the management and care of people. Engaging people who are homeless with health and care services requires a flexible and proactive care approach. Time is required to build trust for informal and collaborative engagement with individual patients. Services need to be flexible and responsive to “windows of opportunity” to maximise opportunities for engagement and change.
Care is Preventative - Preventing rough sleeping and homelessness and supporting individuals to move towards and maintain independence is a key priority for Tower Hamlets.
The Contractor must utilise processes, tools and language which will positively influence behaviour, self-esteem and motivations of individuals including consideration of environment (welcoming, inclusive and non-institutional) and offering choice and self-direction.
The Contractor should ensure that services recognise the needs of specific vulnerable groups amongst the homeless, including women, LGBT homeless, travellers, sex workers and vulnerable migrants.

3.2	Service description/care pathway

The Single Integrated Homeless service is a borough wide service which will deliver accessible, proactive, holistic, coordinated and integrated care. 
The key elements of the model are:

1. A GP led service which will deliver Primary Medical Services including essential, additional and local Network Improved Services to the registered practice list.

2. A peer led advocacy, engagement and outreach service which will support patients registered at the practice and homeless people registered at other Tower Hamlets practices. Support is intended to address health inequalities faced by homeless people by improving their access to and uptake of health and care services.

3. A multidisciplinary hospital in-reach service which will work with teams at the Royal London Hospital around in-patient mental health services to reduce admissions, attendances, and length of stay as clinically appropriate, and ensure that discharge procedures enable continuity of care and reduce rough-sleeping.

4. A multidisciplinary hostel in-reach service which will provide regular clinical and peer support to staff and residents of Tower Hamlets hostels with input from other services, e.g. RESET, THSORT, RAID, Community Mental Health Teams, Primary Care Liaison.

5. A primary care support service which will provide peer-led training and clinical support to other primary care practices in Tower Hamlets to facilitate registration of homeless patients or move-on of previously homeless patients to mainstream GP services, increase the skills and awareness of frontline staff in their engagement with this client group, including skills to identify housing need and record housing status, and knowledge to support signposting and referral to other housing-related support services.

The service will be required to work collaboratively with a range of other services to improve access to health and social care support, ensure smooth transitions of care, and to coordinate care. It will work to bring in the broader range of health and social care services including (refer to section 3.5 for a full list of key interfaces):
· Hostel services and other accommodation settings
· Drug and Alcohol teams
· RAID services
· RESET services
· Other GP practices with registered homeless patients
· Hospital services
· Mental health services (including assessment, treatment and support)
· Other community health and social care settings.
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Figure 3: Integrated Homeless Health Service: Diagram of Service Components

1)  Primary Medical Services

The objective for this component of the service is to provide a primary care service for homeless people in Tower Hamlets. The sub-components listed below (3.2.1-3.2.7) are those services typically provided within an APMS contract. 

3.2.1     Practice Clinical Services

The Contractor shall:

· Provide Essential Services and Additional Services to all Registered Patients, including patients registered as Temporary Residents;
· Only be required to provide services during APMS Core Hours specified in this contract.
· Provide Enhanced Services appropriate to the provision of care required by the health needs of the Contractor’s List of Registered Patients and directed by the Commissioner;
· Participate in the Quality and Outcomes Framework (QOF);
· Implement the Gold Standards Framework and co-ordinate My Care for patients requiring end of life care;
· Participate in and support Health Promotion and Disease Prevention programmes


3.2.2     Essential Services

The Contractor shall provide Essential Services at such times, within APMS Core Hours, as are appropriate to meet the reasonable needs of Registered Patients, including patients registered with the practice as Temporary Residents.

The Contractor shall have in place arrangements for Patients to access such services throughout the Opening Hours if clinically urgent and in accordance with the KPIs.  

The Contractor shall provide:
· Essential Services required for the management of Patients who are, or believe themselves to be: 

i. ill with conditions from which recovery is generally expected; 
ii. terminally ill; or 
iii. suffering from a long term condition.

· Essential Services that are delivered in the manner determined by the GP Practice following discussion with the Registered Patient; and 
· Appropriate ongoing treatment and care to all Registered Patients taking account of their specific needs including: 

i. advice in connection with the Registered Patient’s health, including relevant health promotion advice;
ii. the referral of the Registered Patient for other services under the relevant Act; and 
iii. primary medical care services required in Opening Hours for the immediately necessary treatment of any person to whom the Contractor has been requested to provide treatment owing to an accident or emergency at any place in the Patient Registration Area.

For the purposes of the above section, “management” includes:

· offering a consultation and, where appropriate, physical examination for the purpose of identifying the need, if any, for treatment or further investigation; and 

· making available such treatment or further investigation as is necessary and appropriate, including the referral of the Registered Patient for other services under the relevant Act and liaison with other Health Care Professionals involved in the Registered Patient’s treatment and care.

3.2.3  Immediately Necessary Treatment

The Contractor shall provide primary medical care services required in Opening Hours for the immediately necessary treatment of any person falling within the following conditions described below who requests such treatment, for the period specified

A person falls within this requirement if he is a person: 

· whose application for inclusion in the Contractor’s list of Registered Patients has been refused and who is not registered with another contractor of Essential Services (or their equivalent) in the Practice Area;
· whose application for acceptance as a Temporary Resident has been rejected; 
· who is present in the Practice Area for less than twenty-four (24) hours.

The period referred to  above is: 

· fourteen (14) days beginning with the date on which that person’s application was refused or until that person has been registered elsewhere for the provision of Essential Services (or their equivalent), whichever occurs first; 
· fourteen (14) days beginning with the date on which that person’s application was rejected or until that person has been subsequently accepted elsewhere as a Temporary Resident, whichever occurs first; and
· twenty-four (24) hours or such shorter period as the person is present in the Practice Area.

For the avoidance of doubt, Essential Services provided by the contractor are deemed to include wound care and suture removal.

3.2.4   Additional Services

 The Contractor shall provide Additional Services as defined in the GMS contracts regulations as amended from time to time.

 The Contractor shall provide Additional Services at such times, within APMS Core Hours, as are appropriate to meet the reasonable needs of Registered Patients.

The Contractor shall have in place arrangements for Patients to access such services throughout the Opening Hours if clinically urgent and in accordance with the KPIs.  

 The Contractor shall provide such facilities and equipment as are necessary to enable it properly to perform each Additional Service that it provides.

The Additional Services the Contractor shall provide to Registered Patients are: 

i. Vaccinations and Immunisations;
ii. Contraceptive Services;
iii. Maternity Medical Services (excluding intra-partum care);
iv. Cervical Screening Services; and
v. Minor surgery.

 3.2.4.1  Vaccinations and Immunisations

The Contractor shall: 

· offer to provide to Registered Patients all clinically necessary vaccinations and immunisations including Childhood Vaccinations and Immunisations and influenza and pneumococcal vaccinations, in accordance with “Immunisation Against Infectious Disease 2005: "The Green Book" (as amended from time to time); 
· provide appropriate information and advice to Registered Patients and, where appropriate, their Parents about such vaccinations and immunisations; and 
· record in the Registered Patient’s record any refusal of the offer of all clinically necessary vaccinations and immunisations.
· Where the offer referred to above is accepted, the Contractor shall administer the vaccinations and immunisations, and include in the Patient’s record details of: 

i. the Patient’s consent to the vaccination or immunisation or the name of the person who gave consent to the vaccination or immunisation and his relationship to the Patient;
ii. the batch numbers, expiry date and title of the vaccine; 
iii. the date of administration;
iv. in a case where two vaccines are administered in close succession, the route of administration and the injection site of each vaccine;
v. any contraindications to the vaccination or immunisation; and 
vi. any adverse reactions to the vaccination or immunisation.

The Contractor shall ensure that all staff involved in administering vaccines are trained in the recognition and initial treatment of anaphylaxis and any adverse reactions to the vaccination or immunisation.


3.2.4.2 Contraceptive Services

The Contractor shall make available the following Contraceptive Services to all of its Registered Patients who request such services: 

· advice about the full range of contraceptive methods;
· where appropriate, the medical examination of Registered Patients seeking such advice; 
· the treatment of Registered Patients for contraceptive purposes and the prescribing of contraceptive substances and appliances; 
· advice about emergency contraception and where appropriate, the supplying or prescribing of emergency hormonal contraception or, where the Contractor has a conscientious objection to emergency contraception, prompt referral to another Contractor of primary medical care services who does not have such conscientious objections; 
· the provision of advice and referral in cases of unplanned or unwanted pregnancy, including advice about the availability of free pregnancy testing in the Practice Area and, where appropriate, where the Contractor has a conscientious objection to the termination of pregnancy, prompt referral to another Contractor of primary medical care services who does not have such conscientious objections; 
· initial advice about sexual health promotion and sexually transmitted infections; and 
· the referral as necessary for specialist sexual health services, including tests for sexually transmitted infections.
· In addition to the specific requirements of the GMS Contract Regulations the Contractor shall co-operate with the Commissioner, CCG and/or relevant Local Authority and implement any reasonable initiative that that reduces teenage conceptions. 

3.2.4.3  Maternity Medical Services

The Contractor shall: 

· provide Registered Patients who are pregnant, with all necessary Maternity Medical Services throughout the antenatal period;

· provide referrals to the Smoking Cessation Service for Registered Patients who are pregnant and who smoke;

· provide female Registered Patients and their babies with all necessary Maternity Medical Services throughout the postnatal period other than neonatal checks; and 

· provide all necessary Maternity Medical Services (see paragraph 7.4.6 below) to Registered Patients who are pregnant if their pregnancy has terminated as a result of miscarriage or abortion or, where the Contractor has a conscientious objection to the termination of pregnancy, prompt referral to another Contractor of primary medical care services, who does not have such conscientious objections.

In this section: 

“antenatal period” means the period from the start of the pregnancy to the onset of labour;

“Maternity Medical Services” means: 
i. in relation to female Registered Patients (other than babies), all primary medical care services relating to pregnancy, excluding intra partum care; and 
ii. in relation to babies, any primary care medical services necessary in their first fourteen (14) days of life; and

“postnatal period” means the period starting from the conclusion of delivery of the baby or the Registered Patient’s discharge from secondary care services, whichever is the later, and ending on the fourteenth day after the birth.

3.2.4.4      Cervical Screening Services

The Contractor shall: 

· supply any necessary information and advice to assist women identified by the Commissioner as recommended nationally for a cervical screening test in making an informed decision as to participation in the NHS Cervical Screening Programme (the “Programme”);
· perform cervical screening tests on women who have agreed to participate in that Programme;
· arrange for women to be informed of the results of the test;
· ensure that test results are followed up appropriately; and 
· ensure the records referred are an accurate record of the carrying out of a cervical screening test, the result of the test and any clinical follow up requirements.

In addition to the specific requirements of the GMS Contract Regulations the Contractor shall aim to meet the performance standard specified in Schedule 6 or achieve at least a 5% improvement of performance against the previous year’s performance.

3.2.4.5    Minor Surgery Services

The Contractor shall make available to Registered Patients where appropriate:

· curettage and cautery and, in relation to warts, verrucae and other skin lesions, cryocautery; and
· management of minor injuries that do not require hospital assessment and care.
· ensure that its record of any treatment provided pursuant to the paragraphs above includes the consent of the Registered Patient to that treatment.

3.2.5   Enhanced Services
The Contractor shall provide all clinically appropriate Enhanced Services, as directed by the Commissioner, to patients registered at the Practice Premises
The Extended Hours DES will not be commissioned by NHS England
3.2.6  Health Promotion and Disease Prevention
The Contractor shall:
· provide services focusing on health promotion and disease prevention and work with the Commissioner, CCGs, Local Authority, other local GP Practices and other health contractors on initiatives to promote health and prevent disease within the Commissioner’s area;
· ensure it has effective strategies for health promotion and disease prevention in place  These shall include but not be limited to: 
· smoking; 
· alcohol; 
· obesity;
· lack of exercise;
· dietary habits; and
· sexual activity. 
· identify and proactively screen and manage Patients at risk of developing Long Term Conditions (see paragraph 10.10 below), cancers and sexually transmitted infections as well as those more likely to have unwanted pregnancies;
· provide information about, and access to, self-management programmes for Registered Patients with long term conditions where appropriate; 
· identify local care pathways for Registered Patients with Long Term Conditions  to reduce inappropriate and unnecessary hospital admissions; 
· provide information and advice to Registered Patients on self-monitoring for Long Term Conditions; 
· participate in expert Registered Patient programmes; 
· use computer-based disease management templates; and
· implement appropriate DH, NICE, MHRA and any other relevant guidelines (as amended from time to time) that apply to the provision of primary medical care services for Registered Patients.
For the purposes of this paragraph, “Long Term Conditions” shall be deemed to be those conditions that cannot at present be cured but which can be controlled by medication and other therapies. 
The Contractor shall, at the minimum, be expected to achieve those standards in the key Public Health Targets including but not limited to:
· flu vaccine uptake
· pneumococcal vaccine uptake
· shingles vaccine uptake
· childhood vaccines uptake
· cervical cytology screening
· bowel screening
· breast screening
· diabetic retinopathy screening
· abdominal aortic aneurism (AAA) screening
· smoking cessation
· obesity
· alcohol consumption
Unless otherwise advised the minimum expected achievement standard for the Public Health Targets will be the Minimum Performance Level (Band C) of the KPIs as defined in Standard APMS contracts. Where a Public Health Target is not defined in Schedule 6 Part 7 or Schedule 6 Part 9, the minimum standard will be: 
· equal to or exceeding the median value established for all the GP Practices located in the local CCG area for the previous year.

For those standards above that relate to cancer screening, the Contractor shall refer to the Transforming Cancer Services Team for London guidance document “Good Practice Guide for Bowel Breast and Cervical Cancer Screening in Primary Care”[footnoteRef:9]  [9:  http://www.londoncancer.org/media/134888/Cancer-Screening-Good-Practice-Guide-Final.pdf] 

3.2.6  Frailty 
The Contractor must use an appropriate tool, for example the Electronic Frailty Index (eFI), to identify patients on its registered list who are living with moderate or severe frailty. 
For those patients identified as living with severe frailty, the diagnosis must be recorded in the patient’s record. 
Where appropriate, the Contractor must use the Malnutrition Universal Screening Tool (MUST) as Underweight / malnourishment is an issue amongst homeless patients 
For those patients identified by the tool as living with moderate frailty, the Contractor shall determine using clinical judgment whether that diagnosis is appropriate. If the clinical judgment of the Contractor is that the patient has moderate frailty, the result must be recorded in the Patient’s record.
For those patients identified as living with severe frailty, the Contractor must:
· deliver a clinical review, including providing an annual medication review and where clinically appropriate discuss whether the patient has fallen in the last 12 months, and
· provide any other clinically relevant interventions, and
· explain the benefits of the enriched Summary Care Record (SCR), seeking informed patient consent to activate it. 
The Contractor must make relevant entries, including for appropriate clinical interventions, in the Patient's record that the Contractor is required to keep. The Contractor must use those Read codes and provide the Commissioner with data undertaking those management information counts as set out in the Technical Requirements for GMS Contract Change as applicable, which must include:
· the number of patients recorded with a diagnosis of moderate frailty;
· the number of patients recorded with a diagnosis of severe frailty;
· the number of patients with severe frailty with a record of an annual medication review;
· the number of patients with severe frailty who are recorded as having had a fall in the preceding 12 months;
· the number of patients with severe frailty who provided explicit consent to activate their enriched SCR. 
If the patient has reported a fall, there are a number of clinical interventions the Contractor may wish to consider as clinically appropriate, for example this could be a referral to a falls clinic. The Contractor would be expected to routinely record such a clinical intervention in the Patient’s record that the Contractor is required to keep.
3.2.7  Other Services
The CCG will retain the right during the course of this contract to introduce further services specifications and KPIs to ensure equality of service provision to the patients registered with this practice compared to other GMS and PMS practices within the CCG area. Where such further services specifications and KPIs are introduced, the Commissioner will make further payments over and above those specified to the contractor in line with those payments made to other GMS and PMS contractors within the CCG Area.
2)  Peer Led Advocacy
The objectives for this component of the service are to:
· address the health inequalities faced by homeless people by improving their access to health and social care services through volunteers engaging and accompanying people to health and social care appointments;
· build relationships and work closely with other providers of services for homeless people in the borough to ensure patients receive a comprehensive and equitable service from all providers and are not lost in the system;
· help increase the knowledge, confidence and motivation of homeless people in order for them to better manage their own health and navigate the health and care system;
· work with Bart’s discharge team to ensure there are decisive interventions and a stable exit rout available at the point of discharge for adults;.
· work closely with hostel discharge managers to improve care and provide a seamless service for clients

This component of the service could include:
· 1:1 peer-led engagement sessions and support to enable and encourage homeless people to attend their healthcare appointments, and to build skills and confidence to access health and care services independently
· Practical support, e.g. travel fares, accompanying clients to appointments
· Tailored and targeted advocacy working with clients identified as being particularly vulnerable, with long-term conditions, who are not engaging with necessary treatment.

3) Multidisciplinary Hospital In-reach Service
The objectives for this component of the service are to:
· Identify homeless people as soon as possible after admission, in conjunction with colleagues at Royal London Hospital and inpatient mental health facilities in the borough;
· To integrate care in hospital by the advice and intervention of a specialist GP and nurse;
· To integrate care after discharge through the interventions of a dedicated social worker, close working with other agencies and case management;
· To reduce admissions, attendances, and length of stay as clinically appropriate, and ensure that discharge procedures enable continuity of care and reduce rough-sleeping.

This component of the service could include
· Regular multi-agency meetings to assess and address homeless inpatients’ health and care needs;
· Hospital ward rounds to visit homeless inpatients to support inpatient care delivery and discharge planning;
· Joint working with relevant clinical teams to inform treatment and discharge planning.

4) A multidisciplinary hostel in-reach service
The objectives of this service are to:
· Increase the confidence of hostel staff and their ability to appropriately support residents to manage their health and care needs 
· Provide clinical and peer support to the care management process through participation in multidisciplinary team meetings
· Support the registration of residents at Health E1 and other GP practices
· Provide ad-hoc face-to-face patient care and peer support to residents who are struggling to engage with primary care and other healthcare services to facilitate (re)engagement with services.
 
This component of the service could include:
· Training to hostel staff on homeless health care including e.g. diet, basic wound care, healthcare access rights, signposting to services etc.  This should be developed with input other services, e.g. RESET, THSORT, RAID, Community Physical and Mental Health Teams, Extended Primary Care. This training could be delivered by clinical staff and peer advocates.
· Provision of low-threshold clinics, mobile clinics and street clinics as appropriate.

5) A primary care support service 
The objectives of this service are to:
· Provide peer-led training and clinical support to other primary care practices in Tower Hamlets, with specific support to practices which have hostel provision in their service area.
· To facilitate registration of homeless patients at or move-on of previously homeless patients to mainstream GP services
· Increase the skills and awareness of frontline staff in their engagement with this client group, including skills to identify housing need and record housing status, and knowledge to support signposting and referral to other housing-related support services.

This component of the service could include:
· Regular review of the housing status of Health E1 patients, and when appropriate support transition to other services including registration with other GP practices.
· Training to GP clinical and administrative staff in other Tower Hamlets GP practices on homeless health care. This should be developed with input from other services, e.g. RESET, THSORT, RAID, Community Physical and Mental Health Teams, Extended Primary Care. This training could be delivered by clinical staff and peer advocates
· Consultative clinical support to practices which have hostel provision in their service area
· Development and implementation of systems and protocols to identify housing need and record housing status of patients registered with other GP practices in the borough.

Coordination and Joint Working
The complex health and care needs of this patient cohort means that there will always be a mix of service provision tailored to each person’s needs. This requires careful coordination and joint working between service providers to a) reduce duplication and b) ensure that service users do not ‘fall between the gaps’. Aspects of the care pathway that require a considered approach to joint working include:
· Assessment
A typical initial assessment within a primary care setting should provide a thorough review of medical history and cover the following areas:
· a general physical health assessment
· Patient education/self-care advice.
· Explanation of health and care services available both within and outside the practice that are relevant for the patient and refer appropriately.
· An overview of how services should be accessed by patients mentioning use of A&E, NHS 111 and urgent care.
· Record different agencies already involved with the person’s care 
· Undertake a thorough review of medicines.
· Develop a care plan if required and ensure this is shared with all relevant agencies, subject to patient consent.
· Provide vaccinations if required.
· Identify the housing status.
· Identify ethnic origin, sexual orientation and gender identity.
· Smoking status.
· Drug and alcohol screening assessment.
· A sexual health screen including chlamydia screening assessment where appropriate.
· Identification of any communication issues including: need for an Interpreter service, literacy issues and learning difficulties.
· Mental health / dementia assessment.
· Foot care needs.
· Dental needs; and
· Screening for blood borne viruses including HIV and risk of TB and provide interventions as necessary.

However, it is likely that other services that patients are in contact with also conduct initial needs assessments. For example, the RESET drug and alcohol service provided at the Health E1 practice requires that the service provides all eligible service users with a Specialist Substance Misuse Annual Health Check, including: 
· Health issues for patient physical and mental, exercise and diet
· Any specific diagnoses
· Any recent acute admissions
· Respiratory symptoms and history
· Smoking history and appropriate advice/referral
· Alcohol history, including AUDIT C and appropriate advice/referral
· Any liver issues
· Mental health
· Weight/height/BMI, Blood Pressure and pulse
· Cervical cytology (female)
· Offer of contraceptive and sexual health advice and screening
· BBV assessment, screening, immunization, advice and signposting
· Promotion of other screening tests and reviews due.

Similarly, hostels will undertake an assessment process with residents on intake.
The Contractor should work closely with other service providers to ensure that assessments are streamlined with data sharing where appropriate to reduce duplication and ensure integrated and coordinated care. 
· Care and Discharge Planning
The nature of this client group means that their care needs will change rapidly and constantly and they will disengage and re-engage with services as their needs change. Most services provided to these patients include requirements for care and discharge planning, and most service providers will have care and discharge planning protocols, templates and systems for recording information.
The contractor should work closely with other service providers to ensure that care and discharge planning is streamlined with data sharing where appropriate to reduce duplication and ensure integrated and coordinated care.
· Care coordination
Many services work on a principle of supporting the delivery of coordinated care within their service and between services, and often require the nomination of a named key worker, care navigator, care coordinator or similar role.  The contractor should work closely with other service providers to ensure that care coordination services are streamlined with data sharing where appropriate to reduce duplication and ensure integrated and coordinated care. 

3.3	Population covered

This service is intended to provide integrated primary care services to all adult homeless residents (i.e. 18 years of age and older) of the London Borough of Tower Hamlets. The definition of ‘homeless’ used in this service specification is broad by design and includes:
· People living in hostels or supported accommodation;
· The hidden homeless, i.e. people in ‘squats’ or ‘sofa surfers’;
· Rough sleepers; and
· Those who spend a significant amount of time on the street or in other public areas.

People who sleep rough
Between April 2016 and March 2017 the Combined Homelessness and Information Network (CHAIN) saw 445 unique cases of people sleeping rough in Tower Hamlets, an increase of 13% on the previous year.
People staying in Emergency/Temporary Accommodation
In 2016/17 there were more than 2,100 households living in temporary accommodation in Tower Hamlets. 504 households were deemed to be homeless and in priority need.  
Hostel Provision
The following hostels operate within London Borough of Tower Hamlets:
1. The Salvation Army: Founders House (123 units, male only.  High-medium needs assessment centre: 15 units)
2. Look Ahead Care and Support: Daniel Gilbert House (87 units, mixed male and female. High-medium needs assessment centre: min. 4 units)
3. Providence Row Housing Association: Edward Gibbons House (35 units, male only.  Substance misuse ‘wet accommodation’ very high complex needs. CQC registered)
4. Look Ahead Care and Support: Hackney Road Project (35 units, mixed male and female.  Abstinent/low needs move on provision co-delivered with RESET)
5. The Salvation Army: Riverside Hostels Complex 20 (81 units, women only.  Complex to low needs with separate building clusters. Assessment centre up max.21 units)
6. Look Ahead Care and Support: Providence House (33 units, mixed male and female.  Ageing stabilised substance misusing service users).

3.3.1    Access to Services

Opening Hours

The Practice shall be open and Reception Services shall be provided at all times during APMS Core Hours.  APMS Core Hours are defined as:

	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	8am-6.30pm
	8am-6.30pm
	8am-6.30pm
	8am-6.30pm
	8am-6.30pm
	9am-1pm
	Closed



This is the minimum requirement and there is nothing in this Agreement that prohibits the contractor from opening and providing Reception Services outside of APMS Core Hours.

Provision of Reception Services

The Contractor must provide full reception services at the Practice Premises throughout the APMS Core Hours.

Reception services will include but not be limited to:

· Answering the telephone by a practice staff member;
· Free access to the premises without the need to be physically admitted;
· Booking appointments; 
· Answering and co-ordinating Patient queries and requests;
· Signposting Patients to services.
· Issuing repeat prescriptions
· Registering new patients

Registration Policy

The Contractor shall adhere to the GP Registration Standard Operating Principles for Primary Medical Care (General Practice) (as the same may be amended or replaced from time to time). A copy of the version of the Policy in force can be requested by contractor from NHS England (London Region) at any time. 

The Contractor must:
· Provide the services described at such times, within core hours, as are appropriate to meet the reasonable needs of its patients, and have in place arrangements for its patients to access such services throughout core hours in case of emergency.
· Deliver services at agreed times and intervals to best meet the needs of patients and, where appropriate, include the use of outreach and drop-in-clinics to improve patient access.
· Demonstrate how the delivery of patient care will be managed and set this out in an appropriate access plan.
· Deliver a service that is over the entire specified period of opening, with a clinician available at all times. 
· Demonstrate that Premises will be open and reception staffed for face to face contact and telephone access (not voicemail) to the practice between 8a.m. until 6.30pm Monday to Friday.
· Have non-clinical staff that are appropriately trained and skilled to provide a high quality service and good user experience to this client group.
· Utilise practice skill mix and clinical rooms effectively to foster integrated working. This should be set out in the access plans and updated routinely in line with list size growth.
· Enable patients to consult an appropriate health care professional on the day of request or at an agreed future appointment time appropriate to the clinical need.
· In a clinical emergency, enable patients to access an appointment on the same day.
· Have no restricted times for making booked appointments.
· Enable patients to book appointments more than 48 hours in advance and up to 4 weeks, or longer at clinician’s discretion, in advance.
· Where practicable, ensure patients have an opportunity to be seen by a practitioner of their preference, whether this be a named member of staff or a gender specific member of staff.
· Offer patients flexible ways of making appointments and communicating with the service. Offer and utilise a full range of consultation methods according to clinical need including, but not limited to, web-enabled communication, telephone, e-mail, and face to face.
· Ensure a minimum level of bookable and drop in-appointment capacity during opening hours so as to ensure that appointment lengths are tailored to the clinical needs of patients. It is expected extended appointments will be made available to patients to meet their health and support needs in a proactive and reactive manner.
· Conduct home visits according to clinical need as determined by GP acting in accordance with Good Clinical Practice. This will include in-reaching to other homeless services such as local hostels or temporary emergency accommodation, day centres and drop-ins. Where a patient is a rough sleeper, their ‘home’ should be understood to be the place that they are sleeping
· Provide a clear written policy on the service’s approach to ensuring continuity of care for patients whose behaviour is challenging, including support to staff regarding, e.g. approaches to de-escalation.

The Contractor must at all times have provision for a clinician to see and visit patients at the patient’s home or sleep site if they are rough sleeping.  The Contractor shall ensure that patients are informed of the timescale in which they will be visited.

Appointments
The Contractor shall offer a full range of consultation methods according to clinical need and patient preference including, but not limited to, telephone, e-mail, video-conferencing and face to face consultation at the GP Practice.

The Contractor shall undertake continuous assessment of its appointment system and access, monitoring demand and supply and taking action to address gaps in provision.

Booking An Appointment
The Contractor shall ensure that, without recourse to further contact, upon contacting the practice during APMS Core Hours in person or by telephone:

· Patients should be required to only make one call in order to make an appointment and not be asked to call back;
· Patients are able to book an appointment with an appropriate Health Care Professional within twenty-four (24) hours and a GP within forty-eight (48) hours of contacting the practice.
· Patients are able to book an appointment with the GP or other Health Care Professional of their choice within 6 working days of contacting the practice.
· Patients are able to book an appointment with the GP or other appropriate Health Care Professional of their choice at the practice up to and including four (4) weeks in advance.
· If clinically urgent, a patient is able to book an urgent appointment on the same day.

Availability of Appointments
In order to ensure that demand for appointments is met, the Contractor shall provide as a minimum:

· An average (mean) of 72 consultations with a GP or Nurse Practitioner (or other suitably qualified medical practitioner with the express consent of the Commissioner) per 1000 Carr-Hill weighted registered patients per week during APMS Core Hours each contract year. This shall include providing a minimum of 72 consultations with a GP, Nurse Practitioner (or other suitably qualified medical practitioner with the express consent of the Commissioner) per 1000 Carr-Hill weighted registered patients per week during APMS Core Hours for at least 46 weeks per contract year. For the purposes of measurement, the number of consultations counted for a Nurse Practitioner or other suitably qualified medical practitioner must not exceed 25% of the total consultations reported unless otherwise agreed by the Commissioner.

· An average (mean) of 25 consultations with a Nurse or Healthcare Assistant (or other suitably qualified clinician with the express consent of the Commissioner) per 1000 Carr-Hill weighted registered patients per week during APMS Core Hours each contract year. This shall include providing a minimum of 25 consultations with a Nurse, Healthcare Assistant (or other suitably qualified clinician with the express consent of the Commissioner) per 1000 Carr-Hill weighted registered patients per week during APMS Core Hours for at least 46 weeks per contract year. For the purposes of measurement, the number of consultations counted for a Healthcare Assistant or other suitably qualified clinician must not exceed 25% of the total consultations reported unless otherwise agreed by the Commissioner.

· A duty doctor/ Nurse Practitioner to be available throughout APMS Core Hours to provide urgent consultations and house-calls.

· For the purposes of measurement,  the number  of consultations counted referred to above shall include face to face, telephone, video and e-consultations provided that full details of the consultation are recorded in the patients’ individual clinical records.

· The number of Telephone, Video and E-consultations counted for the purposes of the measurement described in paragraphs 2.9.1 and 2.9.2 shall not exceed 33% of the total reported unless otherwise agreed by the Commissioner.

· For the purpose of calculating the measures in the paragraphs above the contractor will be required to calculate the number of consultations per 1000 Carr-Hill weighted patients each week of the contract year. The list size used for this purpose shall be the practice weighted registered list on the first day of each relevant quarter i.e. either 1st of April, July, October and January.

 Appointment length shall be tailored to the clinical needs of the patient. Time allowed for booked face to face appointments shall be no less than:
· Ten (10)(20) minutes for a GP or Nurse Practitioner led appointment;
· Fifteen (15) (30) minutes for a Nurse or Healthcare Assistant led appointment except where the Nurse or Healthcare assistant is providing Phlebotomy services, influenza or other such immunisations under a vaccination programme.
Punctuality of Appointments
Consultations shall commence within thirty (30) minutes of the scheduled appointment time unless there are exceptional circumstances.
Treatment for patients suffering from immediate and life threatening conditions (as determined by a clinically trained individual acting reasonably) shall commence within five (5) minutes.
Home Visits
 The Contractor shall conduct patients’ home / outreach visits according to clinical need as determined by a GP acting in accordance with Good Practice:
The criteria for determining when home visits are necessary shall be consistently applied to patients and included within the practice leaflet and on any practice website.
Patients shall be seen as soon as practicable according to clinical need, and in any event on the same day as the practice is alerted.
Patients shall be informed of the timescale in which they will be visited, and contacted if the agreed visit is expected to be delayed.
Home visits shall be appropriately indicated on the clinical system so that they can be audited and appropriately reported to the Commissioner.  Where a patient is a rough sleeper, their ‘home’ should be understood to be the place that they are sleeping. Similarly for patients in hostel or temporary accommodation, their current address should be considered their ‘home’ address. 
Improving Access Through Use of Technology
The Contractor shall implement the following Digital Primary Care schemes according to a timetable agreed with the Commissioner:
· Online Patient access to records;
· Online booking and cancelling of appointments;
· Online ordering of repeat prescriptions;
· The Contractor shall take reasonable steps to ensure that it transmits at least 80% of appropriate repeat prescriptions to the patients nominated pharmacy electronically using Electronic Prescription Services (EPS) Release 2 (or a later version of the software), unless the patient asks for a paper prescription or the necessary legislative or technical enablers are not in place.
· Electronic consultations.
· Electronic receipt of Secondary Care Provider discharge summaries and subsequent post-event messages. 
 The Contractor shall proactively offer registered patients access to the services referred to in the paragraphs above, providing clear information necessary to do so. The Contractor shall take reasonable steps to ensure that at least 10% of registered patients are using one or more of those online services described above.
 The Contractor shall issue passwords and verify the identity of registered patients wishing to access the services described above, as recommended by guidance from the Royal College of General Practitioners (RCGP).
The Contractor shall ensure that its pages on NHS Choices are updated regularly, and at all times provide complete and accurate information regarding the practice.
The Contractor will seek to maximise digital inclusion by actively promoting and encouraging digital access actively to the practices patients and participating in any relevant initiatives that support this objective.
System wide leadership 
The Contractor will have a system wide leadership role to drive improvements in health and care outcomes for homeless people. 
This will include working with the Tower Hamlets Together network of health and care providers to: raise awareness and understanding of the health and care needs of the homeless, the barriers to care that people who are homeless often face and to develop skills in working with the homeless amongst clinical and non-clinical front line staff. 
The Contractor must: 
· Provide care planning support and guidance to mainstream GPs and primary care clusters for their homeless and vulnerably housed patients.
· Agree shared protocols and pathways with partners to integrate care, assessment, planning, review and risk management. 
· Create sustainable support structures and work in a planned way to support individuals move on at the end of their period of support.
· Develop good relationships with relevant services to ensure effective delivery of care within the spokes.
· Deliver education and training to both clinical and non- clinical frontline staff  including e.g.: GPs and GP clusters medical school and undergraduate and postgraduate training,  shared GP Protective Learning Time (PLT), practice manager and nursing forums,  and any other health and medical meetings).
·  Promote inclusion health as a career path.
· Work in conjunction with other agencies to prevent and reduce anti-social behaviour and crime.
· Work in conjunction with other agencies to support people to access and maintain suitable accommodation.

The Contractor will encourage and enable staff to participate in London and national homeless health clinical and practice networks.

3.4	Any acceptance and exclusion criteria and thresholds

This service is not intended to provide primary medical or other services to residents of other boroughs, or to children and young people aged under 18 years of age. 


3.5	Interdependence with other services/providers

The Contractor shall have regard to all primary care commissioning policies (as updated from time to time at both local and national levels and including the ‘Call To Action’ deliverables), and ensure that co-commissioning arrangements are implemented and amended from time to time (including arrangements for co-commissioning or joint commissioning with clinical commissioning groups).

The Contractor will provide an integrated and fully supported primary health care team to work in partnership with all other NHS and non-NHS healthcare contractors and stakeholders on the same basis as the majority of other GP Practices in the CCG area. This will include participating in any local collaborative models of working. 
Key interfaces will include:

· Acute Care, including hospital discharge teams
· Rapid Assessment, Interface & Discharge services (RAID)
· Outreach teams- including TH SORT
· Community Health Services
· Mainstream General Practices
· Dental, Pharmacy and Optometry services
· Doctors of the World.
· Housing assessment services/Housing Options
· Hostel providers
· Day Centres
· Temporary and Emergency accommodation including winter night shelters, CRISIS at Christmas 
· Wellbeing and primary mental health services.
· Adult Social Care assessment 
· Adult Social Care services 
· Housing Related Support  services for single homeless people services which include:
· Rough Sleepers Service
· Supported accommodation
· Community Safety and police 
· Public Health and health improvement services
· Drug and Alcohol Teams and other Substance Misuse Services
· RESET
· Mental Health services 
· Voluntary and Community services (including Money Advice and Employment Support) day centres and food banks 
· Prisoner and ex-offender services 
· Forensic services 
· Local Authority Access Point for Safeguarding queries and concerns
· Community Safety Partnership and subgroups
· Home Office and Reconnection teams 
· Find & Treat – conducting screening TB and BBV – notification system 
· EoLC – hospices, palliative care teams, St Mungo’s EoLC Co-ordinator 
· Social prescribing providers

Whole System Working
The Contractor shall, together with the Commissioner:
· establish good information flows to/from pathology and diagnostic Contractors and NHS and non-NHS Healthcare Professionals;
· foster good working relationships and gain mutual understanding of systems, policies and procedures with key local stakeholders; 
· establish a directory of information regarding local resources and foster a good understanding of the local Patient care pathways to promote effective referrals; and 
· utilise specialist services (for example drug misuse, minor surgery, dermatology, NHS dentistry) from central primary care locations and other services at local locations to avoid duplication of services, promote economies of scale, and bring practices together to plan and implement common aims for the benefit of those practices and their patients.

The Contractor shall collaborate with the Commissioner in the following areas:
· structures - to ensure that links are maintained with key individuals, departments, forums, groups and organisations within the Commissioner and local health economy, particularly with forums dealing with Patient and Public Involvement  (an NHS defined term) which is an initiative to involve Patients and the public in the planning of services;
· process – to ensure that similar policies and protocols are implemented by all Contractors and the Commissioner (e.g. clinical policies, workforce planning including training opportunities and structured secondment programmes subject to agreement by the Commissioner and Department of Health); and
· outcomes – to ensure that key clinical indicators are in place to allow benchmarking with other equivalent services commissioned by the Commissioner and contribute towards the Commissioner’s own performance indicators.

For the purposes of the above, the Contractor will, if requested by the Commissioner, nominate representatives for key planning forums such as the Commissioner Local Care Network, the Commissioner’s Local Delivery Plans, Health Improvement Programmes, Strategic Service Development Delivery forums and nominate representatives for the Clinical Governance Committee and local Reforming Emergency Committees and ensure that service plans link with the plans of the Commissioner and local authorities.
The Contractor shall:
· discuss and develop policies and procedures with local CCGs  to ensure there is compatibility with local policies and procedures, including clinical and non-clinical issues;
· sign up to multi-agency information sharing agreements as agreed with the Commissioner.

3.6    Patient Voice

The Contractor will establish and encourage Patient Participation arrangements that support the second commitment of the London Commissioning Guidance for health services for people who are homeless.  People with a lived experience of homelessness are pro-actively included in patient and public engagement activities, and supported to join the future healthcare workforce.
Patient Participation Group (PPG)
The Contractor shall establish and encourage on an ongoing basis an active Patient Participation Group.  The PPG shall meet regularly at times determined by its members but as a minimum four (4) times per Contract Year, once in each three-month period.  Areas for discussion shall be determined by the members and should include, but not be limited to:
· Access, including opening hours, telephone access, availability of appointments
· Clinical services
· Reception services
· Practice performance
· How patient feedback is being used to improve clinical standards
· How patient feedback is being used to improve patient experience

Patient Surveys
The Contractor shall be required to fully cooperate and assist the Commissioner in measuring patient satisfaction on an on-going basis. The method for measuring patient satisfaction will be determined by the Commissioner and may include touch screen, written surveys, interviews or other appropriate mechanisms.   The methods may include, but not be limited to:
· An annual locally-administered survey of patients using a survey approved by the Commissioner;
· The NHS GP Friends and Family Test;
· The NHS England national annual GP Patient Survey.


	4.	Applicable Service Standards

	
4.1	Applicable national standards (eg NICE)
· NICE NG33: Tuberculosis
· NICE NG58: Coexisting severe mental illness and substance use: community health and social care services
· NICE NG27: Transition between inpatient hospital settings and community or care home settings for adults with social care needs
· NICE CG115: Alcohol-use disorders: diagnosis, assessment and management of harmful drinking and dependence
· NICE NG67: Evidence-based recommendations on medicines support for adults (aged 18 and over) who are receiving social care in the community
· NICE PH43: Hepatitis B&C testing: people at risk of infection
· NICE PH15: Cardiovascular disease: identifying and supporting people most at risk of dying early
· NICE NG64: Drug misuse prevention: targeted interventions
· NICE PH52: Needle and syringe programmes
· NICE PH38: Type 2 diabetes prevention in people at high risk
· NICE PH35: Type 2 diabetes prevention: population and community-level interventions 
· NICE PH55: Oral Health: local authorities and partners
· NICE PH45: Smoking: Harm reduction
· Making Every Contact Count: A joint approach to preventing homelessness
· Right Care, right time, right place, right person  
· 5Year Forward View 
· GP 5 Year Forward View 
· Health inequalities resource 
· Sign Up to Safety

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

· 2002 RCGP Statement on Homelessness and Primary Care[footnoteRef:10] [10:  http://www.rcgp.org.uk/policy/rcgp-policy-areas/homelessness.aspx ] 


4.3	Applicable local standards

Equity of Access
The Contractor shall: 

· not discriminate between Patients on the grounds of sex, sexuality, ethnicity, disability, or any other non-medical characteristics;

· implement Royal National Institute of Blind People and Royal National Institute of Deaf People guidance as amended from time to time to ensure Patients who have relevant disabilities and/or communications difficulties are afforded appropriate access to the Services;

· utilise available professional translation services:
· As required for all non-English speaking Patients during all consultations.
· to provide appropriate translations of materials describing procedures and clinical prognosis, where it is normal procedure to provide such materials in English, for the languages recommended by the Commissioner as being the most common languages spoken by Patients who are likely to use the Services; and

· take reasonable steps to proactively deliver health promotion and disease prevention activities to all Patients including those from hard-to-reach groups.  The Contractor acknowledges that a hard-to-reach group shall include but not be limited to the following:

· those who do not understand written or spoken English; 
· those who cannot hear or see, or have other disabilities; 
· working single parents; 
· sex workers 
· asylum seekers or refugees; 
· those who have a No Recourse to Public Funds status 
· those who have no permanent address; 
· gypsy Travellers
· black or minority ethnic communities; 
· elderly and/or housebound people; 
· those who have mental illnesses; 
· those who misuse alcohol or illicit drugs;
· those who are unemployed; and
· those on probation in bail hostels and approved premises


· The Contractor acknowledges that to improve equity of access for black and minority ethnic (“BME”) Communities, it is important to collect information on ethnicity and first language due to the need to take into account culture and language in providing appropriate care packages and the need to demonstrate non-discrimination and equality of access to service provision.  The Contractor shall therefore be required to record the ethnic origin and first language of all Registered Patients.

Patient Dignity and Respect
· The contractor shall: 
ensure that the provision of the Services and the Practice Premises protect and preserve Patient dignity, privacy and confidentiality; Waiting room experience (in Health inequalities document NHS England 27/7/17 
· allow Patients to have their personal clinical details discussed with them by a person of the same gender, where required by the Patient and if reasonably practicable; 
· provide a chaperone for intimate examinations if requested by the patient to preserve Patient dignity and respect cultural preferences; and
· Ensure that the Contractor Staff and anyone acting on behalf of the Contractor behaves professionally and with discretion towards all Patients and visitors at all times.
· Ensure that services are delivered within a Psychologically Informed Environment or Trauma Informed Care framework in recognition of the trauma often experienced by those who are homeless and challenges for staff in working with complex needs.

Informed Consent

The Contractor shall comply with NHS requirements in relation to obtaining informed consent from each Patient as notified to the Contractor by the Commissioner from time to time prior to commencing treatment including the following as amended from time to time:

· Department of Health Good Practice in Consent Implementation Guide: Consent to Examination or Treatment 2001; 

· Health Service Circular HSC 2001/023; and

· Seeking Patients' Consent - The Ethical Consideration: GMC November 1998.

Prescribing
Without prejudice to Clause 14 in Schedule 2L of this Contract (which shall prevail in case of conflict or ambiguity with this paragraph, the Contractor shall:
· prescribe the most clinically and cost effective medicines in accordance with national and local guidance from time to time including:
· NICE guidance and Department of Health directives relating to prescribing;
· Good Prescribing Practice as defined by BNF; 
· shared care protocols agreed between the Commissioner and other secondary care NHS Contractors; and
· patient group directions, such as emergency contraception and antibiotics;
· Meet all requirements of the prescribing or medicines management work plan agreed with the CCG.

Clinical Safety and Medical Emergencies
The Contractor shall:
· ensure that all Contractor Staff have and maintain basic life support certification with competence in defibrillation and ensure that all the Contractor Staff comply with the UK Resuscitation Council guidelines on basic life support and the use of automated external defibrillators;
· ensure the availability of sufficient numbers of the Contractor Staff with appropriate skill, training and competency and who are able and available to recognise, diagnose, treat and manage Patients with urgent conditions at all times when the surgery is open;
· possess the equipment and in-date emergency drugs including oxygen to treat life-threatening conditions such as anaphylaxis, meningococcal disease, suspected myocardial infarction, status asthmaticus and status epilepticus;
· pass all life threatening conditions to the ambulance service as soon as practicable by dialling 999 and requesting the ambulance service; and
· Adhere to any national or local guidelines relating to clinical safety and medical emergencies in primary care as amended from time to time.

Good Clinical Practice 
Without prejudice to Schedule 2L Clause 41 of this Contract, the Contractor shall perform the Services in accordance with the following requirements as amended from time to time:
· Care Quality Commission Essential Standards in force from time to time during the term of this Contract;
· the “excellent GP” according to Good Medical Practice for General Practitioners (RCGP 2008); 
· any relevant Medicines and Healthcare products Regulatory Agency (MHRA) guidance, technical standards, and alert notices; 
· the highest level of clinical standards that can be derived from the standards and regulations referred to in this paragraph 7.1 of Part 1 of Schedule 2; and
· the General Medical Council guidance on Good Medical Practice (2013).
· The Care Quality Commission’s guidance on primary care for people who are homeless 
· The Faculty for Homeless and Inclusion Health’s Standards 
The Contractor shall ensure that clinical meetings are convened for all clinicians working in the practice a minimum of once each calendar month.
Equipment
The Contractor shall provide all medical and surgical equipment, medical supplies including medicines, drugs, instruments, Appliances, and materials necessary for the delivery of services under this Agreement; which shall be adequate, functional and effective.  
The Contractor shall establish and maintain a planned maintenance programme for the equipment referred to above in line with the manufacturer’s guidance, and make adequate contingency arrangements for emergency replacement or remedial maintenance.
Infection Control
Without prejudice to Schedule 2L clause 8 of this Contract, the Contractor shall have in place arrangements that meet the standards outlined in the NICE guidelines on infection control “Prevention of healthcare associated infections in primary and community care (June 2003)”, to maintain a safe, hygienic and pleasant environment at the Practice Premises, and the NHS England Standard Operating Procedure Infection Prevention & Control Audit requirements, and shall:
· use only disposable medical devices;
· make arrangements for the ordering, recording, handling, safe keeping, safe administration and disposal of medicines used in relation to the Services; and
· make arrangements to minimise the risk of infection and toxic conditions and the spread of infection between Patients and staff (including any clinical practitioners which the Contractor has asked to carry out clinical activity).
Referrals
The Contractor shall:
· record all referrals in the patient record using the appropriate Read Codes;
· monitor and minimise inappropriate referrals and hospital admissions in line with the CCG annually agreed priorities and practice specific work plan;
· co-operate with and make effective use of: 
· 111, including making available appointment slots into which patients registered with the practice may be offered an appointment by 111; 
· the community matron/case management team;
· Commissioner - commissioned services provided outside acute hospitals, including health promotion services; and
· local authority services and employment advisers;

· co-operate with service contractors carrying out Out of Hours Services to ensure safe and seamless care for Patients, including providing information on, as a minimum, a weekly basis and, where relevant, daily to such contractors carrying out Out of Hours Services on Patients that may require their services or who have special clinical requirements;
· provide complete and comprehensive information to support any referral made and comply with, where appropriate, any directions provided by the relevant CCG concerning the format or composition of referrals including, where relevant, instruction to direct referrals to a third party for clinic booking and/or clinical triage;
· use robust clinical pathways for referral, where these are agreed with other local healthcare Contractors and/or issued by the relevant CCG;
· routinely collect and assess data about the appropriateness of the Contractor’s referrals, using audit and peer review to share learning; 
· implement national referral advice including Referral Guidelines for Suspected Cancer and NICE guidance;
· ensure urgent suspected cancer referrals are faxed or sent electronically and received by the relevant trust within twenty-four (24) hours; 
· review referrals practice every six (6) months as a minimum to ensure it is in line with latest guidance and protocols; 
· develop and implement policies in relation to nurse and nurse specialist referrals where nurses have an extended role in the treatment and investigation of Patients with specified diseases; and
· implement and operate the NHS e-Referral Service (that was Choose and Book) at point of referral for services, and provide a booking facility unless this is managed by a third party under contract with the CCG. (In accordance with the NHS Choice agenda). The Contractor shall take reasonable steps to ensure that at least 80% of elective referrals are made electronically using the NHS e-Referral Service, unless the secondary provider has not made slots available on the system, there is a clinical need to refer to a provider who does not publish services on the system or patients have indicated their choice to be referred to a provider that does not publish services on the system.

Clinical Governance and Quality Assurance
The Contractor shall:
· show a commitment to achieve maximum points on the Quality and Outcomes Framework (QOF) and/or any future National Quality Framework;
· show a commitment to achieve the highest banding across the range of indicators on the NHS England Assurance Framework and/or any future quality scorecard by preparing and implementing suitable action plans until the standard is achieved;
· comply with any NHS England (London Region) Quality Standards that may be introduced during the term of the contract, subject to the agreement of additional funding should it be reasonably required;
· operate an effective, comprehensive, System of Clinical Governance with clear channels of accountability, supervision and reporting, and effective systems to reduce the risk of clinical system failure; 
· have medical and nursing leadership in place; 
· nominate a person who will have responsibility for ensuring the effective operation of the System of Clinical Governance and who is accountable for any activity carried out on a Patient;
· continuously monitor and report on clinical performance and evaluate Serious Incidents, near misses and complaints arising from any activity including ‘learning the lessons’ and provide the Commissioner with the records of such to assist the Commissioner in assessing whether standards are being met;
· use appropriate formal methods such as root cause analysis for Serious Incidents, near misses and complaints;
· have in place a system for collecting data on Serious Incidents, near misses and complaints in a systematic and detailed manner to ascertain any lessons learnt about the quality of care and to indicate changes that might lead to future improvements.  Furthermore, the Contractor shall have in place a system for adopting such changes into practice and processes going forward;
· operate robust auditing of clinical care against clinical standards and in line with CQC essential standards;
· comply with the Commissioner’s governance requirements and inspections and make available, on reasonable notice to the Commissioner, any and all Contractor records (including permitting the Commissioner to take copies) relating to Contractor clinical governance to enable the Commissioner to audit and verify the clinical governance standards of the Contractor; 
· where appropriate, fully implement any recommendations following Commissioner clinical governance inspections within three (3) months of notification by the Commissioner of the recommendations; 
· provide the Commissioner with an annual report and service improvement plan on a template to be provided by the Commissioner;
· participate in all quality and clinical governance initiatives agreed between the Commissioner and its other GP Practices.
· Comply with the pan-London Safeguarding policies and procedures for Children and Adults.
· Cooperate fully with NHS Trusts to support their requirements to learn from deaths and to report all deaths judged as likely to have been caused by problems in care.

Practitioner Skill Mix/Continuity
The Contractor shall:
· notify the Commissioner about any planned material changes to the skill mix of Clinical Staff at the GP Practice;
· keep the Commissioner informed of any changes in the permanently employed GPs or nurse practitioners; and
· take all reasonable steps to keep the use of locum GPs or nurses to a minimum.

Risk Management
The Contractor shall:
 
· Operate mechanisms for assessing & managing clinical and general business risk including the maintenance of a suitable risk register that is reviewed, as a minimum by the business owners on a monthly basis;
· prepare disaster recovery, contingency and business continuity plans that should be available for inspection by the Commissioner at any time; 
· keep the Commissioner fully informed about any significant risks that have been identified that could impact on the performance of the contract;
· notify the Commissioner of the person responsible for risk management within the contractor’s organisation.
· Participate in the Sign Up to Safety campaign, including its three central commitments[footnoteRef:11].  [11:  https://www.england.nhs.uk/signuptosafety/ ] 


Patient Records
The Contractor shall at its own cost retain and maintain all the clinical records in accordance with:
· Good Clinical Practice; and
· this Part 1 of Schedule 2.
The Contractor shall at its own cost retain and maintain all the paper based clinical records in chronological order and in a form that is capable of audit. 
The Contractor shall institute a programme of audit of individual clinicians’ electronic medical records on at least an annual basis for all clinicians engaged to work at the practice on the contractor’s behalf.
Contractor Records
The Contractor shall during the term of this Contract and for a period of six (6) years thereafter, maintain at its own cost such records relating to the provision of the Services, the calculation of the Charges and/or the performance by the Contractor of its obligations under this Contract as the Commissioner may reasonably require in any form (the “Records”), including information relating to:
· contract management reporting;
· national data set reporting. (This shall include full compliance by the Contractor with all of the requirements necessary for the operation of CQRS and GPES); 
· activity reporting, including:
· monthly activity reporting to the Department of Health and Commissioner;
· activity reporting in support of quarterly monitoring returns to the Department of Health (as agreed and advised by the Commissioner); 
· requisite data for payment purposes; 
· KPI measures (where not covered elsewhere); and 
· activity and outcomes data in support of service evaluation
· any management information relating to management information counts defined in the Technical Requirements for GMS Contract Changes as issued and updated from time to time.  
The Contractor shall, subject always to the provisions of relevant legislation and Directions :
· on request produce the Records for inspection by the Commissioner or, on receipt of reasonable notice, allow or procure for the Commissioner and/or its authorised representatives access to any premises where any Records are stored for the purposes of inspecting and/or taking copies of and extracts from Records free of charge and for the purposes of carrying out an audit of the Contractor’s compliance with this Contract, including all activities of the Contractor, the Charges and the performance, and the security and integrity of the Contractor in providing the Services under this Contract; 
· preserve the integrity of the Records in the possession or control of the Contractor and Contractor Staff and all data which is used in, or generated as a result of, providing the Services; 
· prevent any corruption or loss of the Records, including keeping a back-up copy; and
· provide any assistance reasonably requested by the Commissioner in order to interpret or understand any Records.
· take reasonable measures to ensure that the Records are updated using appropriate Read codes, using where applicable those Read codes required by the Commissioner and / or as required by the Technical Requirements for GMS Contract Changes. 
The Contractor shall ensure that during any Records inspection the Commissioner and/or its authorised representatives receive all reasonable assistance and access to all relevant Contractor staff, premises, systems, data and other information and records relating to this Contract (whether manual or electronic).
Blood Borne Viruses
The Contractor shall:
· in respect of Contractor Staff (but excluding Exempt Staff) that are or may be engaged on Exposure Prone Procedures, comply with BBV Guidelines;
· ensure that all Contractor Staff are kept fully aware of their professional, Contractual  and statutory obligations (as applicable to their speciality) to disclose, or seek testing for Blood Borne Viruses following any incident which carries a risk of infection or exposure to infection (including needlestick injuries) or which become known to staff members as a result of any medical examination or testing;
· ensure that occupational health services are available to support the Contractor in complying with the requirements in this paragraph 10.1;
· ensure the Contractor’s recruitment and health and safety policies include and are implemented to give effect to the requirements in this paragraph 10.1;
· comply with all circulars, instructions, directions, guidance, regulations, codes and/or requirements of the NHS and/or the Authority in respect of any Contractor Staff in connection with Blood Borne Viruses and Exposure Prone Procedures; 
· ensure for each and every member of Exempt Staff prior to his or her engagement on Exposure Prone Procedures that the Contractor has received (subject to Law) written confirmation from the NHS Body that employs such person that the engagement of the relevant member of Exempt Staff on Exposure Prone Procedures does not or would not breach BBV Guidelines and ensure that the relevant employing NHS Body notifies the Contractor immediately if any member of Exempt Staff that is or may be engaged by the Contractor on Exposure Prone Procedures should or would be required under BBV Guidelines to cease to or not perform Exposure Prone Procedures.  If the Contractor receives such notification it shall if appropriate and in accordance with BBV Guidelines ensure that the member of Exempt Staff who is the subject of the notification ceases to or does not perform Exposure Prone Procedures.


	5.	Applicable quality requirements and CQUIN goals

	
5.1 Applicable Quality Requirements (See Schedule 4A-C)
Not Applicable

5.2 Applicable CQUIN goals (See Schedule 4D)
Not applicable

5.3 Quality and Outcomes Framework

With regard to the Quality and Outcomes Framework (QOF) as defined in the GMS Contract Regulations and/or any future National Quality Framework, the Contractor shall:

· participate in the QOF Scheme each year;
· work towards gaining the maximum QOF points for each Contract Year securing the minimum standards set out in 12.1.1 of Part 1 of this Schedule 2;
· take all reasonable steps to minimise exception reporting and improve prevalence rates on practice registers;
· set standards over and above the QOF requirements to ensure Patients continually receive the highest standards of clinical care

5.4 Network Incentive Scheme
The Contractor will be required to sign up to all Network Improved Services (NISs) offered to the practice by the CCG.





	6.	Location of Provider Premises

	
The Provider’s Premises are located at:



	7.	Individual Service User Placement

	







SCHEDULE 2 – THE SERVICES

A.1 [bookmark: _Toc511983482]Specialised Services – Derogations from National Service Specifications


	Insert text locally or state Not Applicable




Not applicable
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SCHEDULE 2 – THE SERVICES

B. [bookmark: _Toc343591383][bookmark: _Toc511983483]Indicative Activity Plan


	Insert text locally in respect of one or more Contract Years, or state Not Applicable



· Expected patient list size
· Expected contacts at peer-advocacy
· Expected case load of hospital in-reach
· Expected contacts of hostel in-reach
· Expected contacts of primary care support service










SCHEDULE 2 – THE SERVICES

C. [bookmark: _Toc343591384][bookmark: _Toc511983484]Activity Planning Assumptions


	Insert text locally in respect of one or more Contract Years, or state Not Applicable



Assumptions about growth in list size










SCHEDULE 2 – THE SERVICES

D. [bookmark: _Toc343591385][bookmark: _Toc511983485]Essential Services (NHS Trusts only)


	Insert text locally or state Not Applicable


Not applicable












SCHEDULE 2 – THE SERVICES

E. [bookmark: _Toc343591386][bookmark: _Toc511983486]Essential Services Continuity Plan (NHS Trusts only)


	Insert text locally or state Not Applicable





Not applicable








SCHEDULE 2 – THE SERVICES

F. [bookmark: _Toc343591387][bookmark: _Toc511983487]Clinical Networks


	Insert text locally or state Not Applicable





Not applicable








SCHEDULE 2 – THE SERVICES

G. [bookmark: _Toc343591388][bookmark: _Toc511983488]Other Local Agreements, Policies and Procedures


	Insert details/web links as required* or state Not Applicable




Not applicable 








* ie details of and/or web links to local agreement, policy or procedure as at date of Contract. Subsequent changes to those agreements, policies or procedures, or the incorporation of new ones, must be agreed between the Parties.

SCHEDULE 2 – THE SERVICES

H. [bookmark: _Toc343591389][bookmark: _Toc511983489]Transition Arrangements


	Insert text locally or state Not Applicable





To be added after contract award








SCHEDULE 2 – THE SERVICES

I. [bookmark: _Toc343591390][bookmark: _Toc511983490]Exit Arrangements


	Insert text locally or state Not Applicable



To be added after contract award











SCHEDULE 2 – THE SERVICES

J. [bookmark: _Toc343591392][bookmark: _Toc511983491]Transfer of and Discharge from Care Protocols


	Insert text locally



Applicable? 










SCHEDULE 2 – THE SERVICES

K. [bookmark: _Toc343591393][bookmark: _Toc511983492]Safeguarding Policies and Mental Capacity Act Policies


	Insert text locally




Guidance on the application of the Mental Capacity Act with people who are sleeping rough can be found at  http://www.pathway.org.uk/wp-content/uploads/2015/05/MHRS-updated-guidance.pdf









SCHEDULE 2 – THE SERVICES

L. [bookmark: _Toc511983493]Provisions Applicable to Primary Care Services


	Insert text locally or state Not Applicable




Add in from APMS bolt-on
https://www.england.nhs.uk/publication/nhs-standard-contract-provisions-applicable-to-primary-care-services-schedule-2l-and-explanatory-note-updated-january-2018/ 










[bookmark: _Toc511983494]SCHEDULE 3 – PAYMENT

A. [bookmark: _Toc511983495]Local Prices


Enter text below which, for each separately priced Service:

· identifies the Service;
· describes any agreement to depart from an applicable national currency (in respect of which the appropriate summary template (available at: https://www.gov.uk/guidance/nhs-providers-and-commissioners-submit-locally-determined-prices-to-monitor) should be copied or attached)
· describes any currencies (including national currencies) to be used to measure activity
· describes the basis on which payment is to be made (that is, whether dependent on activity, quality or outcomes (and if so how), a block payment, or made on any other basis)
· sets out prices for the first Contract Year
· sets out prices and/or any agreed regime for adjustment of prices for the second and any subsequent Contract Year(s).

	Insert template in respect of any departure from an applicable national currency; insert text and/or attach spreadsheets or documents locally – or state Not Applicable

The Commissioner is proposing a local payment scheme comprising:
1.	An agreed contract value for delivery of the service
2.	A Local Incentive Scheme with the provider to be eligible for payment for performance against agreed thresholds. These to be paid quarterly, in-year and to comprise a small percentage of the agreed contract value (5%).  Further information on the proposed outcomes for Year 1 are included in Appendix: Integrated Homeless Services Outcomes.  It is proposed that the Contractor, relevant commissioners and service users meet in Year 1 to develop relevant metrics for Year 2, and that this process continues for the lifetime of the contract.
The Commissioner is proposing that the Local Incentive Scheme should be limited to no more than 10 threshold metrics per year (i.e. performance standards that the service must meet to be eligible for gainsharing payments) and 10 payment for outcomes metrics (i.e. targets that the service will be rewarded for meeting.  The metrics should be selected based on input from the provider and service users, and should reflect a range of quality domains (i.e. preventative care; access, continuity and coordination; multi-agency partnership working; and patient experience.) Furthermore, the Commissioner will seek reassurance that any voluntary sector providers who are sub-contracted to provide services within this contract are not exposed to any downside risk for this element of the payment (i.e. VCS contract values are guaranteed regardless of performance against the LIS)
3.	Should LIS minimum standards be met; the provider will be eligible for ‘gainsharing’ payments.  These will be calculated as notional savings delivered against a forecast spend based on an estimated per capita spend on care in acute hospitals for the practice population of Health E1.  Pending further analysis, this per capita spend on all acute services is forecast to be £841.  Therefore, any ‘savings’ realised to the CCG by a reduction in per capita spend from this £841 forecast should be shared with the service provider. It is recommended that this payment be equivalent to 60% of any savings realised (i.e. if per capita spend is £741 per patient, then £60 of that ‘saving’ will be paid to the service provider, and £40 of that ‘saving’ will be retained by the CCG’.) This payment to be made retrospectively, once Year End data has been validated. Further information on the proposed gainsharing approach has been shared with bidders via the Discussion Paper[footnoteRef:12] [12:  Integrated Homeless Service- proposed contracting and reimbursement approach- Discussion paper (June 2018)] 

The price for the first contract year and subsequent years will be agreed at contract award.
Applicable Direct Enhanced Services payments

The service provider may wish to sign up to deliver the Directed Enhanced Services (DESs) offered to the practice by NHS England in each financial year for all registered patients. It is recognised that this population has specific health care needs and that not all of these schemes will be appropriate. The funding for DESs will not be included in the overall contract payment and will be paid separately dependent on performance. 
Quality and Outcomes Framework
The Provider will be required to participate in the General Practice Quality and Outcome Framework (or the CCG local Quality and Outcome Framework). The funding for DESs will not be included in the overall contract payment and will be paid separately dependent on performance. 
Network Improved Services 
For registered patients the service provider will be required to sign up to all Network Improved Services (NISs) offered to the practice by the CCG. The CCG strategic approach to NISs will apply to the provider, including the requirement to participate in network based service delivery. These services will be offered to the practice by the CCG in each financial year of service. Funding for these NISs will not be included in the overall contract payment and will be paid separately dependent on overall network performance.











SCHEDULE 3 – PAYMENT

B. [bookmark: _Toc511983496]Local Variations


For each Local Variation which has been agreed for this Contract, copy or attach the completed publication template required by NHS Improvement (available at: https://www.gov.uk/guidance/nhs-providers-and-commissioners-submit-locally-determined-prices-to-monitor) – or state Not Applicable. Additional locally-agreed detail may be included as necessary by attaching further documents or spreadsheets.

	Insert template; insert any additional text and/or attach spreadsheets or documents locally – or state Not Applicable

















SCHEDULE 3 – PAYMENT

C. [bookmark: _Toc511983497]Local Modifications


For each Local Modification Agreement (as defined in the National Tariff) which applies to this Contract, copy or attach the completed submission template required by NHS Improvement (available at:
https://www.gov.uk/guidance/nhs-providers-and-commissioners-submit-locally-determined-prices-to-monitor). For each Local Modification application granted by NHS Improvement, copy or attach the decision notice published by NHS Improvement. Additional locally-agreed detail may be included as necessary by attaching further documents or spreadsheets.

	Insert template; insert any additional text and/or attach spreadsheets or documents locally – or state Not Applicable


Not applicable. 











SCHEDULE 3 – PAYMENT

D. [bookmark: _Toc511983498]Marginal Rate Emergency Rule: Agreed Baseline Value


	In line with the requirements set out in the National Tariff, insert text and/or attach spreadsheets or documents locally – or state Not Applicable

Not applicable 











SCHEDULE 3 – PAYMENT

E. [bookmark: _Toc511983499]Emergency Re-admissions Within 30 Days: Agreed Threshold


	In line with the requirements set out in the National Tariff, insert text and/or attach spreadsheets or documents locally – or state Not Applicable

Not applicable












[bookmark: _GoBack]SCHEDULE 3 – PAYMENT

F. [bookmark: _Toc511983500]Expected Annual Contract Values


	Commissioner
	Expected Annual Contract Value (include separate values for each of one or more Contract Years, as required)
(Exclude any expected CQUIN payments. CQUIN on account payments are set out separately in Table 2 of Schedule 4D, as required under SC38.3.)


	Insert text and/or attach spreadsheets or documents locally
	To be added after contract award
See proposed financial template 

	

	

	

	

	

	

	

	

	Total

	



SCHEDULE 3 – PAYMENT

G. [bookmark: _Toc511983501]Timing and Amounts of Payments in First and/or Final Contract Year


	Insert text and/or attach spreadsheets or documents locally – or state Not Applicable

1.	An agreed contract value for delivery of the service: to be paid as a block payment (monthly)
2.	A Local Incentive Scheme with the provider to be eligible for payment for performance against agreed thresholds. These to be paid quarterly, in-year and to comprise a small percentage of the agreed contract value (5%).  
3.	‘Gainsharing’ payments.  These will be calculated as notional savings delivered against a forecast spend based on an estimated per capita spend on care in acute hospitals for the practice population of Health E1. This payment to be made retrospectively, once Year End data has been validated. 












image3.png
Integrated Homeless Health Service

Primary Medical Peer led advocacy Multi-disciplinary
Services \Confidenceland skill hostelin-reach
: . building o .
o Essential Services : +  Training and capacity
. *  Practical support o
*  Immediately necessary . building for hostel-staff
*  Tailored and targeted o .
treatment *  Clinical and peer input
.. . support for the most .
*  Additional Services: to care planning and
e vulnerable
*Vaccinations and management processes.

immunisations;

+Contraceptive services 0 A .
e e Ganees Multi-disciplinary Primary Care

+ Cervical screening services hospital in-reach Support Services
*Minor surgery . *  Multi-agency working to +  Training to frontline
E Enhanced serV|‘ces assess and address staff on homeless
. Health elEidel and inpatient health and care healthcare
dlsease.preventlon s «  Support to improve
- Frailty . *  Hospital ward rounds access, identification of
*  Other services + Inputinto discharge housing need and
planning recording of housing status





image1.jpg
Rough sleeping by age

m1ss
nsss
masss
msse

Statutory homelessness by sge

mis2

massy
meoe




image2.png
After using Tower Hamlets Together services we want residents to b
able to say...

| feel safe from harm in my community

| play an active part in my community

1 am able to breathe cleaner the place where | live

Around me | am able to support myself and my family financially

| am supported to make healthy choices

| am satisfied with my home and where | live
My children get the best possible start in life

I am confident that those providing my care are competent,
happy and kind

My doctors, | am able to access safe and high quality services (when |
nurses, social [EEEOED)

workers and other | want to see money is being spent in the best way to deliver
staff local services

I feel like services work together to provide me with good care

I understand the ways to live a healthy life

I have a good level of happiness and wellbeing

Regardless of who | am, | am able to access care services for
my physical and mental health

I have a positive experience of the services | use, overall

I am supported to live the life | want

| believe the trust, confidence and relationships are in place to
work together with services to decide the right next steps for
Together us as a whole community

Tower Hamlets





