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	Service Specification No.
	DRAFT

	Service
	Hospice at Home for Southport & Formby CCG

	Commissioner Lead
	

	Provider Lead
	TBC

	Period
	Three Years

	Date of Review
	TBC



	1.	Population Needs

		
1.1 	National/local context and evidence base
Hospice at Home is an outreach service provided from a recognised Specialist Palliative Care Consultant led unit. It is able to provide a full range of hospice/specialist palliative care services and so give the patient and family the appropriate service at the appropriate time to meet their specialist needs. This might include crisis intervention by a multi professional team, accompanied transfers home for complex physical and psychosocial situations, rapid access to skilled and trained care workforce with consultant led medical support and the ability to be responsive to unusual situations and needs. 
The service is provided to adults over the age of 18 with a life-limiting illness, with either a cancer or non-cancer diagnosis, e.g. COPD, heart failure, dementia etc.  whose care is defined as palliative. 
The focus of this service is to give patients the choice to remain in their own home environment during the end stages of their life, and to facilitate a dignified and comfortable death with their loved ones around them. 
The service complements palliative care services already provided by GPs, District Nurses, (DNs) Specialist Palliative Care Nurses (SPCN) and Specialist Palliative Care teams (SPCTs). 
The service will work in partnership with social services, as well as voluntary, faith, private and charitable organisations.
To ensure the above, S&FCCG has adopted the North West’s model for end of life care.  The aim of this model is to enable all adults with life-limiting illness to live as good a life as possible until they die and into the bereavement stage for family, carers and friends.

[image: Model]

1. 
2. 
1.1.1 Evidence Base:

· Royal College of General Practitioners Commissioning Guidance in EOL Care 2013 
· Sefton Strategic Joint Needs Assessment 2013
· Better Health, Better Life 2008-2013
· NCPC Commissioning Guidance
· NICE End of Life Care Standards 2011
· MCCN Palliative Care Strategy- 2007-2010
· The National Dementia Strategy 2009
· National Framework for NHS 
· Continuing Health Care & NHS – funded Nursing Care National Service Framework for Coronary Heart Disease, Older People, Long term conditions and Renal failure
· End of Life Strategy 2008
· Our NHS, Our Future (Darzi) 2008
· Healthier Horizons NHS North West 2008
· National Audit Office – End of Life 2008
· Department of Health – National End of Life Care June 2008
· NHS Sefton’s Baseline Review of End of Life Care 2008
· Putting People First 2007
· NICE Supportive and Palliative Care Guidance for Adults with Cancer 2004 




	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

Expected Outcomes (for those patients known to the Hospice at Home service):
· Increase the number of patients who are cared for and dying in their PPC
·  Reduce unnecessary hospital admissions for people at End of Life (EOL)
· Increased numbers of patients being cared for and dying at home with a non-malignant diagnosis.
· Reduction of hospital deaths for patients known to be at EOL 
· Increased discharge from hospital for people at EOL who wish to be cared for and die at home.  
· Support to reduce the  length of stay (LOS) in hospital for patients known to be at EOL 


	3.	Scope

	
3.1	Aims and objectives of service

3.1.1 General Overview 

The aim of this service is to provide a high standard of care for all patients. 

All patients nearing the end of life should be identified, have their needs assessed, care planned and provided to enable them to live and die well in their Preferred Place of Care (PPC)

The service will be provided by organisations working in partnership to enable patients to be cared for and die in their PPC.

Hospital admissions at the end of life are sometimes essential however a significant number of these admissions may be due to poor co-ordination or inadequate palliative and supportive care services being available in the community.  Many hospital deaths may be avoided if patients and carers had access to appropriate services in their place of choice.
There is a national recognition that people should be allowed choice of where they want to be cared for and die.

S&FCCG has agreed funding which will ensure equity of services and allow people choice to be cared for and die at home if this is their wish.
2.1 
2.2 
2.3 3.1.2 Aims 
The aim of this service is to fill the gaps in the usual planned and currently funded community and sitting services, to ensure people can stay in their own homes. This is also in line with government policy to provide care to enable more patients to die at home.
To promote support to patients who have been identified as being in the last year of their life and who may require additional support in the last weeks and days” with the aim of:

· Providing a comprehensive service across Southport and Formby Clinical Commissioning Group (S&FCCG)  to enable people to be cared for and die at home (or care home if this is their home) if this is their choice.
· Provide additional services to care packages funded by Continuing Health Care Funding
· To provide an equitable service to all patients, to include hands on practical, social and psychological support, crisis and planned response and respite for carers.
· To achieve patients preferred place of care.
· Provide additional flexible Specialist Palliative Care to patients, but not replacing Palliative/Specialist Palliative Care already available across S&FCCG.
· Increase the number of patients being cared for and dying at home (including care home if this is the patient’s home). 
· Prevent unnecessary hospital admissions and facilitate rapid discharge from hospital to home.
· The service will be available to all patients who meet the criteria regardless of diagnosis. 

3.1.3 Objectives

The main objective is to facilitate a comfortable and dignified end of life when the patient’s PPC is their own home.  Carer support is often a necessary requirement to fulfil the patient’s preference for care and death at home and as such carers and families should be involved in all communication regarding the patients wish to be cared for and die at home, with the patient’s permission.  Where there are conflicts of needs and preferences between patients and carers high level of communication will ensue to explore these concerns more fully and appropriate support to maximise the possibility of achieving the patient’s PPC.  Carers and families will be supported through and into the immediate bereavement stage.  On-going and Complex grief and bereavement care will require referral to other or specialist services.

The service will provide practical nursing care and emotional support in the terminal phase of life.  The basis of the service aim is to enable patients and carers to fulfil their PPC with the aim to:
· Reduce inappropriate hospital admissions, and enable patients to be discharged from hospital where appropriate, particularly in the last days of life.
· Increase the number of patients supported by the End of Life care tools i.e. GSF in last year of life, Personalised Care Plans in final days of life.
· Increase the number of people being cared for and dying at home (care home if that is home) for those known to   Specialist Palliative Care services.  
· Implement Advance Care Planning for those wishing to have their wishes recorded
· Provide an equitable service to the population of S&FCCG referred to the service, who meet the criteria.   
· The provider to act as a source of specialist advice and support to any generalist staff involved in the patient, carers, family care.
· Support families and carers at end of life
· Develop services to enable people to be cared for at home (care home where this is their home) where this is their choice.
· Ensure appropriate discharge/rapid discharge from hospital to home, if this is the patient’s choice.

3.2	Service description/care pathway

3.2.1 Overview
Hospice at Home is an outreach service from a recognised Specialist Palliative Care Unit, which is able to provide a full range of hospice/specialist palliative care services with the full, consultant-led, multi-professional team and so give the patient and family the appropriate service at the appropriate time to meet their specialist needs. This might include crisis intervention by a multi professional team, accompanied transfers home for complex physical and psychosocial situations, rapid access to skilled and trained care workforce with medical support and the ability to be responsive to unusual situations and needs. It is also able to offer its other inpatient or day services as an alternative if these are more appropriate for the patient’s needs or situation. The service will fill the gaps in the usual planned and currently funded community and sitting services, which may prevent people from being in their own homes. 

The core service will provide care at end of life incorporating NICE guidance and using recognised End of Life Tools, such as Personalised Care Plans, (PCP) The Gold Standard Framework, (GSF) Advance Care Planning (ACP) and Do Not Attempt Cardiopulmonary Resuscitation (DNACPR).

It will require an integrated collaborative approach to providing care and open and free communications between organisations. 

This will be achieved by:

· A core team to co-ordinate and plan care
· Providing hands on practical nursing and emotional and social support
· Planned response to patient’s needs regardless of diagnosis
· Crisis response when required to avoid unnecessary hospital admission
· Provide a service allowing for carer  breaks
· Easy and prompt access to specialist medical advice 
· Immediate bereavement and pre bereavement support
· On-going audit and governance to be in place across all organisations to establish on-going standards of practice.

3.2.2 Service  Model – Three Elements of Care

Staff - A mixture of substantively employed and bank healthcare assistants and registered nurses   trained to provide care and support for patients at end of life and their families, for periods of hours, at home.

Accompanied Transfer Home – where physical, psychological, and family dynamics are complex and perhaps unstable, a member of staff will accompany the patient, with or without a family member, on their journey from hospice/hospital to home smoothing the transition from one environment to another at a time of high anxiety and distress. The Aide will remain with patient and family and continue care until the DN or other carer arrives, to handover.

Crisis Intervention – when the issues which threaten staying at home are more complex than care alone, a multi-professional team of people e.g. doctor / nurse / physiotherapist / occupational therapist / etc. may be required to make an assessment, visit and plan on-going management to be undertaken, usually by the primary health care team but if this poses problems, the team will carry out the short term management and then hand care back.

3.2.3 Discharge Criteria Planning
Discharge policy will be in place and each individual discussed and agreed at MDT meeting.

3.2.4 Self-Care and Patient and Carer Information
The service will develop and make available clear and up to date information, which is accessible and appropriate for all users of the service.
The service will support patients and their carers in their self-management by signposting to all professional and voluntary organisations for support and advice as necessary.

3.2.5 Continual Service Improvement Plan
S&FCCG and Providers will agree a collaborative rolling development plan, in line with national strategies, local End of Life strategy, processes and timescales. S&FCCG with providers will plan and discuss all future developments.  Any new services that the Provider wishes to introduce, and are considered to be a core service that require further funding, will be discussed with the commissioners of the service and presented to the Resource and Finance Committee for approval before being presented to the S&FCCG Governing Body.  

3.2.6 Sub-contractors 
Any sub-contracting of the service will involve the development of a Service Level Agreement /sub-contracting arrangements, and subject to agreement with S&FCCG and the Commissioning Support Unit (CSU)
Any sub-contracting of the service will involve the development of a Service Level Agreement /sub-contracting arrangements, and subject to agreement with S&FCCG and the Commissioning Support Unit (CSU)


3.3	Population covered

All patients registered with a GP within S&FCCG.  The service is available to patients in their own home, wherever this is deemed to be.





3.4	Any acceptance and exclusion criteria and thresholds

3.4.1 Exclusion Criteria 
· Patients under the age of 18 years would access children’s services. 
· Patients not fulfilling the criteria
· Patients not registered with a S&FCCG GP practice.

3.4.2 Referral criteria & sources
The service is available to all adult patients over the age of 18 years who are recognised as being at EOL and who require:
· Symptom control
· Complex social support
· Support for carers
· Psychological support
· Spiritual support patients requiring a rapid intervention to support them to remain or return to home.

3.4.3 The service is available, at the request of the GP/DN team, SPCN/SPCT ,Discharge Planning teams,(DPT) Consultant in Palliative Care Medicine, Hospital teams to patients who have:
· advanced progressive disease 
· are on the GSF register.
· have had a DS1500 form signed to grant them access to the Disability Living Allowance under the Special Rules.
· Regular District Nurse visits, as appropriate to the patients need
· whose PPC is home or care home where this is their choice

Where patients do not meet the criteria they will be signposted to other appropriate organisations/agencies. Continuing Healthcare Funding (CHC) will be fully utilised before this service is asked to fill gaps.

3.4.4 Referral route
GP/DN team, Hospital teams, SPC Teams and where possible with the agreement of the clinician in charge of their care.

3.4.5 Response time and prioritisation 
Prioritised to clinical and individual need

3.4.6 Days/Hours of operation 

	Mon
	Tue
	Wed
	Thurs
	Fri
	Sat
	Sun

	24hr
	24hr
	24hr
	24hr
	24hr
	24hr
	24hr






3.5	Interdependence with other services/providers

3.5.1Whole System Relationships:
To ensure patients, families and carers receive a quality service it is necessary to have an integrated service and collaborative working relationship with other providers of EOL care.  

It will be the responsibility of the provider to encourage the service is fully integrated.  

Interdependencies/Partnerships:
· Hospices/Specialist Palliative Care Units
· Community Teams
· Hospital
· GPs 
· Social Care
· Out of Hours Services
· Care homes
· Ambulance
· Equipment stores
· Voluntary/Charitable organisations
· Community Pharmacist 
· Discharge Planning Teams

3.5.2 Relevant Clinical Networks and Screening Programmes

S&FCCG recognises the need to promote access to palliative care services for diseases other than cancer.  Therefore, this service will also undertake collaborative working with the Merseyside & Cheshire Clinical Networks of cancer, cardiac, stoke, neurosciences, kidney care and dementia services.



	4.	Applicable Service Standards

	
4.1	Applicable national standards (eg NICE)

· Royal College of General Practitioners Commissioning Guidance in EOL Care 2013 
· Sefton Strategic Joint Needs Assessment 2013
· Better Health, Better Life 2008-2013
· NCPC Commissioning Guidance
· NICE End of Life Care Standards 2011
· MCCN Palliative Care Strategy- 2007-2010
· The National Dementia Strategy 2009
· National Framework for NHS 
· Continuing Health Care & NHS – funded Nursing Care National Service Framework for Coronary Heart Disease, Older People, Long term conditions and Renal failure
· End of Life Strategy 2008
· Our NHS, Our Future (Darzi) 2008
· Healthier Horizons NHS North West 2008
· National Audit Office – End of Life 2008
· Department of Health – National End of Life Care June 2008
· NHS Sefton’s Baseline Review of End of Life Care 2008
· Putting People First 2007
· NICE Supportive and Palliative Care Guidance for Adults with Cancer 2004 


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

As per point 4.1

4.3	Applicable local standards

As per point 4.1




	5.	Applicable quality requirements and CQUIN goals

	
5.1 Applicable quality requirements (See Schedule 4 Parts A-D)

Please also refer to appendix B pages 9 – 12 for further local information

5.2 Applicable CQUIN goals (See Schedule 4 Part E)

To be determined if applicable




	6.	Location of Provider Premises

	
The Provider’s Premises are located at:

 To be determined


	7.	Individual Service User Placement
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