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Equality and Health Inequalities Impact and Risk Assessment (EHIIRA)

Stage 2 Template for Services, Policies & Functions

Title of Service / Policy / Function:

Homeless/Rough Sleepers Mental Health Service



Assessment Overview

Name of organisation:	Lancashire & South Cumbria ICB (formerly Fylde Coast CCGs)
Assessment Lead Contact:	Tracy Whitfield, Population Health Improvement Manager 
Responsible Director/Board Member for this assessment:
Fleur Carney 
Other contacts involved in undertaking this assessment: 	
N/A 
Start Date:  01/07/2021		Completed Date:  07/06/2023

	Who is impacted by this service / policy / decision?
	Yes
	No
	Indirectly / Possibly

	Patients / Service Users
		☐	☐
	Carers or Family
		☐	☐
	General Public
		☐	☐
	Staff
	☐		☐
	Partner Organisations
		☐	☐


Summary information of the service / policy / decision being assessed:
	[bookmark: _Hlk110240056]This assessment has been developed to capture the work of a dedicated Mental Health Service to support those who are homeless/rough sleeping.  This resource will work closely with the wider Homeless Health Hub particularly with management of their, complex and often chaotic, lifestyles.  This multi-agency team will provide a flexible, safe environment for those identified as needing mental health support. 

Background
The NHS Long Term Plan (LTP) sets out a clear vision for the role that the NHS must play in improving prevention and tackling health inequalities. The LTP contains ambitious objectives to step up efforts in secondary prevention, by detecting disease early and preventing deterioration of health to improve quality of life. A key element of the NHS Long Term Plan is in tackling health inequalities for people who are homeless.
It has been identified locally that there are challenges in providing mental health service for people who are homeless, people who have a demonstrably greater need for mental health support.  Further information on this can be found in the bid document at Appendix A.
In response to this the partners of the Memorandum of Understanding (MoU) collaboratively developed a Fylde Coast model, and a bid was submitted to NHS England and Improvement for transformation funding.  This bid was successful, and the MoU outlines the roles of the partners in delivering the aims and objectives of the bid.  
The aims and objectives of the successful bid were as follows: 
· Develop a homeless mental health team that expands on the learning of partners over the last five years, including increased collaboration brought about by the Covid-19 pandemic.
· Introduce additional mental health roles to increase capacity in the local system.  These will be a mix of clinical and non-clinical roles, including peer support and social care.
· Align the new mental health team with the existing multidisciplinary Homeless Health Hub, which brings together housing, physical and mental health nurses, substance misuse and sexual health services, and peer support outreach workers with lived experience.

In 2021/22 and 2022/23 funding was made available to the Fylde Coast Integrated Care Partnership (ICP) for delivery of the proposed model.  Due to the Fylde Coast ICP not being a statutory body at that time, responsibility for the implementation and delivery of these posts has been shared between partners of this MoU within existing statutory structures.  The role and responsibilities of each partner are outlined within the MoU. 
Evidence shows us that mental ill health can be both a cause and consequence of homelessness.  There are correlations between:
· Financial problems and mental health 
· Housing insecurity and anxiety, stress, loss of confidence and worry about the future
· Overcrowding and mental health, particularly for children and young people
· Stress, anxiety, depression and other mental health problems and poor housing conditions
· Self-medication with alcohol and drugs. For people who experience mental health problems the importance of safe, secure, and affordable housing is well evidenced. Common mental health problems are over twice as high among people who are homeless compared with the general population, and psychosis is up to 15 times as high.

Overview of Service

Service Description/Care Pathway

The homeless / rough sleepers (RS) mental health team is part of a multidisciplinary, co-located service based at Winstone House, Blackpool.  The team is hosted within the existing primary and intermediate mental health team (PIMHT), provided by Blackpool Teaching Hospitals.  This allows easy access to the full range of PIMHT, LD services and IAPT alongside pathways into acute services delivered locally. For further information around interface with secondary care please refer to the Standard Operating procedure (SOP).
The aim of the team is to provide a holistic, flexible, and non-judgmental approach that encourages clients to engage in mental health and social care provision, with the intention of providing clients with social support and a trusting relationship that leads to ongoing engagement on a therapeutic pathway.  They work in partnership with other homeless services including housing, physical health nurses, substance misuse and sexual health services, and peer support outreach workers with lived experience. 
As the service has embedded locally the areas of mental health need have been kept under review.  This is supported by an initial mental health needs assessment, completed with each client accessing the service.  The team work to develop approaches to support needs identified through the mental health needs assessment, and where this is not possible signpost people to appropriate services, either within the wider MDT or other organisations across the Fylde Coast.  In time it may be considered appropriate to bring additional support into the team; a robust business case will be developed in these instances.

Holistic care plans will be developed between the members of the multidisciplinary team and with the individual, to ensure a focus on the individual’s goals and support them to comply with the plan and improve their health outcomes.  As appropriate the team will provide treatments and interventions, and make referrals required to support the individual to meet the goals of their holistic care plan.  This is anticipated to be (dependent on patient need):

· Access to Consultant Psychiatrist for diagnostic consultations, medication reviews and prescribing and support around complex case management
· Access to Non-Medical Prescriber for specialist advice and guidance around medications, treatment, and interventions. 
· Psychological therapy and psychological formulations 
· Regular contact with Registered Mental Health Practitioners providing treatment interventions such as DBT Skills training, CBT skills 
· Assessment of need under the Care Act 2014
· Peer support 
· Signposting and support to access wider health and social care services across the Fylde Coast
· Access to specialist pathways via the PIMHT e.g. Autism, ADHD 

Decisions on the precise timing, combination and level of care provided will be made by members of the team, in a manner which minimises risks to patients, whilst maximising the potential for positive health outcomes, in line with patient need.

Individuals using the service may use it on a medium to long term basis, moving between different parts of the team, accessing different support as required.  The service does not have a formal “did not attend” policy, instead working to the needs of the individual and agreeing a suitable plan with them for engaging with the service.

The service will run 5 days a week on a flexible timetable, totalling 37.5 hours of being “open” per week.  Within these 4 days will be dedicated to patient facing contact in a variety of settings (clinical, non-clinical and outreach).  Individuals will be offered the opportunity to access the service remotely (e.g. via telephone, where this is appropriate).  The remaining 1 day will be available to support team development, multidisciplinary team meeting discussions, and team administrative duties.

Referrals for mental health support are made directly into the multi-disciplinary team so that care needs can be discussed across the team, to tailor support to the individual. This is in recognition of the specialist nature of the mental health support delivery.  For example, people identified as needing support automatically meet the criteria for specialist support from the team and will be accepted onto the caseload.  This will support rapid entry to the service to allow a joint assessment to take place upon receipt of referral by the team.  Where medication is identified and agreed as a way of supporting people with their mental health needs the mental health nurse in the team will support people to see a consultant psychiatrist who will review and prescribe as necessary.

It is expected that there will be multiple entry points into the service, depending on where the individual is identified as needing mental health support.  For further information please refer to the Standard Operating procedure (SOP). In all instances there will be a supportive handover process into the homeless mental health service, to avoid individuals feeling that they are being passed on with no consideration.

During the dedicated patient facing contact on-site, patients are offered flexible appointment options to meet their needs, with a minimum offer of a ten-minute appointment.  

All patient contact is recorded in a timely manner on suitable IT systems to enable tracking of patient outcomes, both in real-time to support ongoing intervention planning and retrospectively to understand the impact of the service.
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Who’s in the team and what their role is:
All qualified clinicians are skilled in completing mental health assessments and identifying undiagnosed presentations such as ADHD, ASC and prodromal, and are skilled at meeting the needs of these presentations.  This is in recognition that the mental health problems associated with social exclusion are predominantly anxiety and depression, complicated by complex childhood trauma and personality disorder, and underdiagnosed disabilities such as autism spectrum disorder, learning disability and acquired brain injury. Dependency on alcohol and/or drugs presents a common complication and is supported within the MDT.  Members of the team are supported to continue to develop these skills during the implementation and ongoing delivery of the service.  
The clinical element of the mental health service will be delivered by Blackpool Teaching Hospitals as part of the primary and intermediate mental health team.  This will be delivered by:
· Consultant psychiatrist (clinical lead for the service)
· Clinical psychologist
· Mental health practitioners (band 7 Team Leader, band 6 mental health nurse, band 6 mental health nurse who will specialise in mental health transition work, band 5 allied health professional)
· Nursing Associates (band 4 x 2)
· Peer support worker
· Mental health social worker (AMHP)
· Team Administrator
The Mental health nurse covers 52 weeks per year – during periods of agreed annual leave or on occasion, sickness, the referrals are sent to the Rough Sleepers MDT / Referrals meeting.
The Outreach Team Leader monitors referrals and if needed, engages with clients in the absence of the homeless practitioner (prior to the dedicated practitioners return to work).  For all referrals received in this way the wider homeless team will be contacted before attempting engagement with the clients due to their vulnerabilities and having to be careful about initiating contact that will not be maintained by someone other than the mental health homeless nurse.  This care will also be taken on transferring people from the wider to team to the mental health homeless nurse, and vice versa, when this happens.
The peer support worker is a key collaborative force within the service.  As part of the mental health homeless service the peer support worker will provide and advise on outreach-based approaches and provide advocacy support to homeless people.  This will take the form of going to speak to people where they are and where needed, convince them to attend the service.  Further, the peer support worker actively brings people to appointments and attends with them to support them, and to encourage completion of care plan goals.  Within this role the peer support worker supports the service to deliver a wraparound service.  The peer support worker guides the development of the service, working with homeless people to tailor the service developments to their needs.
The mental health social worker builds a relationship with the service users, in order to determine if an assessment under The Care Act 2014 is indicated.  The social worker will then complete the assessment to determine if the person is eligible for support from the local authority. The local authority has a statutory responsibility to safeguard vulnerable adults from abuse or neglect, as per S.42 Care Act 2014. The social worker is able to determine if a safeguarding concern needs to be raised and when enquiries are required. The social worker completes assessments of mental capacity with regards to decisions related to issues such as: finances, residence, care, and support.
The secondary care mental health nurse provides a hybrid role.  They are co-located with the wider team and provide facilitated support for people accessing the service to be able to access secondary mental health services.  Linked to this the secondary care mental health nurse also provides direct interventions as part of the MDT, to support people with secondary care needs at the point of identification.
It’s important to note that although this is standalone service, each of the initiatives identified in the diagram below work together as a ‘system’ to ensure the most effective use of resource to those who often find accessing care quite difficult. The physical health nursing team, highlighted in red, works closely with the mental health team including referral between teams to ensure the most appropriate service co-ordinates care. This also supports the building of strong and consistent relationships with individuals and helps prevent any barriers to them accessing health and social care services. Linking with Primary and Secondary care, with the long-term aim of reintroducing individuals back into mainstream services.
[image: ]


What are the aims and objectives of the service / policy / decision being assessed?
	Add       Aims

· Develop a homeless mental health team that expands on the learning of partners over the last five years, including increased collaboration brought about by the Covid-19 pandemic.
· Introduce additional mental health roles to increase capacity in the local system.  These will be a mix of clinical and non-clinical roles, including peer support and social care.
· Integrate the new mental health team with the existing and developing multidisciplinary homeless hub, which brings together housing, physical and mental health nurses, substance misuse and sexual health services, and peer support outreach workers with lived experience

Objectives

The continued development of this service is based on a number of key principles which support the provision of patient focused trauma informed integrated care. These principles are identified below:

· We provide the best service within the resources available
· We offer expert clinical decisions and interventions when indicated in line with the professional’s scope of practice and in line with this service specification.
· We engage and co-produce with the homeless population and wider stakeholders to ensure they are fully involved in service development
· We ensure clinical interventions and innovations are in line with best practice
· We deliver clinical care which is effective and can be measured 
· We will advise and consult to ensure care and support is delivered by the most appropriate person



If this assessment relates to a review of a currently commissioned service or an existing policy, what are the main changes proposed and what are the reasons for the review?
	The mental health support originally formed part of the Homeless Health Hub model. Due to the success of the NHSE funding bid, we have been able to establish a standalone mental health service, delivered by Blackpool Teaching Hospitals, to support Homeless/Rough Sleepers with their Mental Health needs. The service will work closely with the Homeless Health Hub, particularly the physical health nursing team and the Changing Futures Team who primarily work with those who are the most chaotic and that do not ordinarily engage with services. 



What engagement work is planned (or has already been carried out)? How will you involve people from protected characteristics, vulnerable groups, and groups that experience health inequalities to ensure that their views inform this decision-making process?
	Engagement with homeless people/rough sleepers is ongoing.  A communications and engagement plan is attached along with the full evaluation of the Homeless Health Hub which included an engagement exercise with clients who use homelessness services. The questionnaires were completed via supported sessions in Hostels, The Bridge Project, Claremont Community Centre.  This was led by the ICB, Healthwatch and support workers.

The majority of people who form this cohort are very well known to local services and are therefore amenable to being asked for their feedback.  It is important to the success of the mental health model that service users form an integral part to the ongoing development of the service.

Continued engagement with the homeless/rough sleeping population will be instrumental, throughout the Pilot, in ensuring we are meeting all their needs in the right place, at the right time and that the experience was a positive one.  

The whole team are dedicated to improving health outcomes for these vulnerable people; the model remains fluid and regular analysis and feedback will determine how the service evolves during its funding term.



Is this proposal likely to affect health inequalities – either positively or negatively? YES  / NO ☐
Please provide rationale for your answer below:
	The introduction of a dedicated Mental Health Service will without doubt reduce health inequalities amongst homeless people/rough sleepers. Alongside their high and complex needs, people who sleep rough commonly face a range of barriers to accessing health and care services. These can include:

· Difficulties navigating the health and care system, due to a range of different factors including low literacy skills, language barriers, complex administrative processes and lacking means of transportation
· Reluctance to engage due to expectations of rejection or stigmatisation, or distrust of institutions, often based on negative past experiences
· “Chaotic’ lifestyles, in which health and care needs are often not an immediate priority – service users can have difficulties keeping to appointments and can be difficult for services to contact
· Attitudinal issues within services and among some staff, including the stigmatisation of people who are homeless, a lack of confidence and a lack of understanding around working with this population group, including being sufficiently trauma-informed 
By reducing pre-existing barriers, the team offer easy access to mental health intervention with an objective of improving the mental health and care outcomes for clients who have multiple disadvantages within the local community via:
· A trauma informed workforce
· Person Centred Approach through a multidisciplinary team
· Assertive outreach
· Joint working with individuals with lived experience
· Joint funding to add value, robust staffing and improve effectiveness
· Collaborative working, pathways, and protocols






Evidence Section

What evidence have you considered to inform your decision-making within this assessment?
The more evidence you are able to provide in this section, the better informed your decision-making will be. Such evidence may include NICE guidance, clinical research, literature reviews, quality and performance data, workforce metrics, engagement findings, demographic data, community intelligence, health inequalities data (RightCare profiles, JSNA), etc.
	[bookmark: _Hlk110240183]Long Term Plan

All major national programmes and every local area across England will be required to set out specific measurable goals and mechanisms by which they will contribute to narrowing health inequalities over the next five and ten years. The Plan also sets out specific action to reduce health inequalities including provision of outreach services to people experiencing homelessness. The Long Term plan highlights:
· Number of people sleeping rough has been increasing in recent years
· People affected by homelessness die, on average, around 30 years earlier than the general population.
· Support needs may be higher
· 31% of people affected by homelessness have complex needs, and additional financial, interpersonal and emotional needs that make engagement with mainstream services difficult
· 50% of people sleeping rough have mental health needs, but many parts of the country with large numbers of rough sleepers do not have specialist mental health support and access to mainstream services is challenging

King’s Fund ‘Delivering Health & Care for People who Sleep Rough’ February 2020 
https://www.kingsfund.org.uk/projects/health-care-services-sleeping-rough 

Ministry of Housing, Communities & Local Government ‘The Rough Sleeping Strategy’ August 2018 (Delivery Plan published December 2018) https://www.gov.uk/government/publications/the-rough-sleeping-strategy 
This government strategy sets out a plan to halve rough sleeping by 2022 and end it by 2027. As part of this, the Department of Health and Social Care, the Ministry of Housing, Communities and Local Government, Public Health England, and NHS England committed to gaining a better understanding of gaps in health provision for people who are sleeping rough, to inform future commissioning and ensure the health and care system meets people’s needs. They began by assessing the effectiveness of existing initiatives in achieving the following outcomes: 
· That people sleeping rough can access health services of equal quality to others, and the impact of rough sleeping on health is minimised 
· That ill health does not prevent people moving off the streets or sustaining a settled lifestyle
Marmot Review 2010 ‘Fair Society, Healthy Lives’ https://www.local.gov.uk/marmot-review-report-fair-society-healthy-lives recognises that deprivation if one of the most significant predictors of poor mental health.

Marmot Review 2020 10 years on https://www.health.org.uk/publications/reports/the-marmot-review-10-years-   on?gclid=EAIaIQobChMI6qjMkPXt7AIVSYfVCh0ZLACMEAAYASAAEgKK0PD_BwE 

During July 2021, the Chief Medical Officer’s Annual Report, Health in Coastal Communities, was published, highlighting that coastal communities, the villages, towns, and cities of England’s coast, include many of the most beautiful, vibrant, and historically important places in the country yet have some of the worst health outcomes in England, evidencing low life expectancy and high rates of many major diseases. For example, Blackpool, although one of the country’s favourite holiday destinations, has some of the most deprived communities in England with significant levels of health inequalities resulting in people experiencing a range of preventable diseases which affect quality of life and lead to increased morbidity. 
There are many reasons for poor health outcomes in coastal communities. The pleasant environment attracts older, retired citizens to settle, who inevitably have more and increasing health problems. An oversupply of guest housing has led to Houses of Multiple Occupation which leads to concentrations of deprivation and ill health. The sea is a benefit but also a barrier: attracting NHS and social care staff to peripheral areas is harder, catchment areas for health services are artificially foreshortened and transport is often limited, in turn limiting job opportunities. Many coastal communities were created around a single industry such as previous versions of tourism, or fishing, or port work that have since moved on, meaning work can often be scarce or seasonal.

Chief Medical Officer’s annual report 2021: health in coastal communities - GOV.UK (www.gov.uk) 



The 2022 Unhealthy State of Homelessness report Homeless_Health_Needs_Audit_Report.pdf (kxcdn.com) further builds on the research and learning from the report published in 2014.  This report aims to build on this existing knowledge, presenting up to date information on the health of people experiencing homelessness, and exploring what we know about whether the right services are available to adequately meet people’s needs. The data in this report are drawn from aggregating data gathered through 31 individual Homeless Health Needs Audits completed between 2015-2021, representing 2,776 individual respondents.

The number of people with a mental health diagnosis has increased substantially from 45% of respondents in wave 1 to 82% of respondents in wave 3. This compares to a national population average of 12% (as reported via the GP Survey 2017). 

· This increase has been driven by the number of people reporting depression, rising from 36% in wave 1 to 72% in wave 3, and anxiety, from 6% to 60%. 
· In both wave 2 and wave 3, 1 in 4 (25%) of respondents stated they had Post-Traumatic Stress Disorder. 
· 81% of those with a mental health condition reported reported experiencing at least 2 mental health conditions, with 17% reporting 5 or more. 
· Whilst 25% of respondents self-reported a dual diagnosis of of coexisting mental health and substance misuse needs, a further 45% reported that they self-medicate with drugs and or alcohol to help them cope with their mental health

Quality Outcomes Framework (QOF)

Quality Outcomes Framework (QOF) prevalence of depression (19/20) for Blackpool CCG is the highest in the UK, 18.5% against the England average of 14.33% (21.71% in Central West PCN). QOF prevalence for Mental Health (Severe Mental Illness) is the second highest in the UK and highest in the North West, 1.51% against the England average of 0.93%.

Evidence from EMIS and feedback from Fylde Coast GPs and mental health services has shown that currently the biggest unmet need is the provision of services for people with Personality Disorders (PD) and emerging PD. These people would usually form part of what has been described as the ‘Step 3.5 cohort’.

Fylde and Wyre face different challenges to Blackpool with pockets of affluence and deprivation only a few miles apart. There are significant health inequalities in Fleetwood PCN with over 42% of the population living in the most deprived IMD decile. Quality Outcomes Framework (QOF) prevalence of depression (19/20) for Fleetwood PCN is 21.30% against the England average of 14.33%. QOF prevalence for Mental Health (Severe Mental Illness) is 1.43% against the England average of 0.93%. The Step 3.5 service would specifically target areas of deprivation across the Fylde Coast to reduce these inequalities.

Continuing to maintain good mental health in the homeless going forward is extremely important.  The work already being delivered via the health hub has clearly evidenced that it is necessary to continue to build on the innovative partnership working that is already taking place; proactively engaging to enable the management of complex cases more effectively going forward.   
Feedback from service users through ongoing engagement and specific questionnaires created to support the wider development of homelessness services will continue.
Amy Butler, Blackpool Healthwatch supported engagement with service users to determine current barriers to accessing good health services.  Example questionnaire provided.



Further evidence includes the Homeless Health Hub evaluation embedded as part of the engagement section.




If this assessment relates to a policy / strategy, has an equality statement been added (or is it planned to be added) to the document? YES ☐ / NO  / N/A ☐
If you have answered ‘No’, please explain why not:
	[bookmark: _Hlk110241016]This assessment does not relate to a policy or strategy although an equality statement has been provided in the Service Specification.







Impact Assessment

This section should record any identified and/or potential impacts on protected characteristic groups, groups experiencing health inequalities, and other groups at risk of experiencing poorer health outcomes. Both positive and negative impacts should be recorded for each of the groups defined below where applicable. 
Think about any barriers to access, areas of inequity, and how different groups may be disproportionately impacted by this proposal. Conversely, think about how certain groups may benefit or see better health outcomes as a result of this proposal. 
Protected Characteristics

	Age
Groups impacted may include young people, older people or working-age population.
	
	Positive impact
	Negative impact
	Neutral impact

	
	
	
	☐
	☐



Evidence indicates that young adults aged 18 - 25 had the highest prevalence of AMI (29.4%) compared to adults aged 26-49 years (25.0%) and aged 50 and older (14.1%). The prevalence of AMI was highest among the adults reporting two or more races (31.7%), followed by White adults (22.2%).
Up to 70 per cent of homeless young people have mental health problems and 33 per cent self-harm
Older people experiencing homelessness are more likely to suffer from depression or dementia
Characteristics of homeless households are relatively similar across the UK despite legislative and reporting differences; the largest categories for households seeking help for homelessness are single-person households without children; those aged between 25 to 49 years; and males.
Households seeking help for homelessness with a main household member aged over 60 years have increased in recent years while those with a main household member aged under 24 to 25 years have decreased. Older age groups are more likely to experience co-morbidities.
Younger people leaving the care system are at higher risk of experiencing homelessness.
The homelessness support model has been designed to support all those either experiencing homelessness or rough sleeping.  Anyone under the age of 18 would be signposted to the appropriate children’s services; children under this age would also be known to local children’s and safeguarding teams.





	Disability
Groups impacted may include people with physical / learning disabilities, long term conditions, or poor mental health 

	Positive impact
	Negative impact
	Neutral impact

	
	
	☐
	☐



Trends suggest an increase in the complexity of homeless household needs in recent years, particularly in relation to physical and mental health conditions.
The Homeless Health Hub will support people experiencing homelessness to access health services in relation to long term conditions/disabilities including mental health support.
In accordance with the service, reasonable adjustments will be made where appropriate.

	Sexual Orientation
Groups impacted may include gay / bisexual men, lesbian / bisexual women, or heterosexual people 

	Positive impact
	Negative impact
	Neutral impact

	
	
	☐
	☐



LGB people may experience homelessness as a result of their sexual orientation and coming out to family/friends. Some LGB people may be fleeing domestic abuse.
Staff working within the team will be mindful of sexual orientation and the needs of the LGB (lesbian, gay and bisexual) community. The LGB community is more likely to experience health inequalities and are less likely to access healthcare services due to fear of discrimination.
https://www.midlandsandlancashirecsu.nhs.uk/download/publications/equality_and_inclusion/Homelessness-guidance-2019.pdf
https://lancslgbt.org.uk/lgbt/wp-content/uploads/2016/05/LGBT-Report-FINAL.pdf 
There are a number of organisations which support the needs of LGBT people across the Fylde Coast such as Lancashire LGBT and Horizon.
The Homeless Mental Health service will have links with LGBT support organisations and individuals will be actively supported to access these services and referred appropriately.

	Gender Reassignment
This includes people proposing to undergo, who are undergoing or have undergone gender reassignment.

	Positive impact
	Negative impact
	Neutral impact

	
	
	☐
	☐



Trans people may experience homelessness as a result of their gender identity and coming out to family/friends. They may also be fleeing domestic abuse.
Staff working within the team will be mindful of trans patients’ needs and issues relating to gender reassignment. For example, this group are more likely to experience health inequalities and are less likely to access healthcare services due to fear of discrimination. There are also more likely to experience poor mental health and have high rates of suicide compared to the general population.

There are a number of organisations which support the needs of LGBT people across the Fylde Coast such as Lancashire LGBT and Horizon.
The service will work closely with Lancashire LGBT https://lancslgbt.org.uk/about-us/ who have trained workers linked to the Leeds Gender Identity Clinic and can support individuals whilst they are awaiting an appointment with the clinic.
	Sex (Gender)
Groups impacted may include males or females – or specific gendered groups such as boys and girls.

	Positive impact
	Negative impact
	Neutral impact

	
	☐
	☐
	



Women experience some risk factors (such as physical and sexual violence as a child) for both mental illness and homelessness to a greater extent than men. The rates of mental health problems – including deliberate self-harm (DSH) and suicidal ideation also seem to be higher in homeless women than in men.
The Ministry of Housing, Communities and the Local Government’s Rough Sleeping Statistics Autumn 2017 reports that 83.4% rough sleepers are male, 13.7% female and 2.7% unknown.
Homelessness data shows that males are most likely to experience homelessness.  Whilst both males and females experience homelessness, there are aspects of homelessness that are unique to females. For example, menstruation, sexual health/contraception and healthcare screening. Overall, females are less likely than males to find themselves homeless. Data shows that where females experience homelessness, these tend to be in short spells. Females experiencing homelessness may also be fleeing domestic abuse.

	Race
Groups impacted may include different ethnicities, nationalities, national identities, and skin colours.

	Positive impact
	Negative impact
	Neutral impact

	
	☐
	☐
	



Staff working within the team will be mindful of cultural diversity and the needs of different groups. For example, there may be stigma for certain groups surrounding discussing mental health/ personal health openly. 
BAME (Black, Asian and Minority Ethnic) Groups are more likely to experience health inequalities and more likely to face barriers to accessing healthcare services due to fear of prejudice and language barriers. 
Language interpretation services will be provided to meet communication needs. Providers are obliged to provide language interpretation under the terms and conditions of the NHS Standard Contract. 
People who do not speak English as a first language can be supported to attend services by other people experiencing homeless who they feel comfortable with and who can, if required, act as their voice.  Every effort is made to ensure that language barriers do not affect their right to accessing health and social care.

	Religion & Belief
Groups impacted can include all recognised faith groups and those who do not follow any religion or belief system

	Positive impact
	Negative impact
	Neutral impact

	
	☐
	☐
	



Staff working within the team will be mindful of religions and beliefs and the needs of different groups.
Chaperoning services are not offered as part of the Homeless Hub service however, there are always staff members particularly from the Salvation Army, available to help as a chaperone if required.  The homeless cohort are also supported and encouraged to access health and social care services through their Outreach Workers, Ashleigh Foundation and their Hostels.
This team forms part of a wider system offer supported by The Bridge Project, a community centred service managed by the Salvation Army.  Clients can access meals, clothing, washing facilities, housing support and access to health provision.   Individual requirements are always considered, and mechanisms put in place to provide support for an identified need.

	Pregnancy & Maternity
Groups impacted may include pregnant women, people on maternity leave and those caring for a new-born / young child

	Positive impact
	Negative impact
	Neutral impact

	
	☐
	☐
	



People experiencing homelessness who are pregnant, will be supported to access midwifery services via onward referral into the Homeless Nursing Team who will link with the Acute Trust to ensure care is accessed and patient journey supported.
The Blackpool Teaching Hospital midwifery team have a lot of experience in managing and supporting vulnerable women.

	Marriage & Civil Partnership
This includes people within a formal legal partnership – same sex and opposite sex

	Positive impact
	Negative impact
	Neutral impact

	
	☐
	☐
	



The protection of this characteristic is in relation to employment provision. 



Inclusion Health Groups 
The services we commission should be available to all and as inclusive as possible. Your proposal should also consider any other population groups that are (or are at risk of being) socially excluded. This can include carers, people who experience homelessness, drug and alcohol dependence, Gypsy, Roma and Traveller communities, sex workers and many other socially excluded groups.
Think about which other inclusion health groups may be impacted by your proposal. Select from the drop-down list in each section below or manually state which other socially excluded groups you are considering. Select the table and click the blue ‘+’ symbol in the bottom right of the table to add more sections if required.
For more information about inclusion health groups, please refer to our EHIIRA Guidance document. 
Carers		Select from the drop-down list above and add a new section using the ‘+’ symbol in the bottom right of this table for each additional group you need to consider		Positive impact	Negative impact	Neutral impact
	☐	☐	

No identified impacts found.
Other - please state		Select from the drop-down list above and add a new section using the ‘+’ symbol in the bottom right of this table for each additional group you need to consider		Positive impact	Negative impact	Neutral impact
		☐	☐

Socio Economic Deprivation
This group are more likely to be on low income/no income. Poverty is sometimes a key issue resulting in homelessness. 
People living in poverty are more likely to experience poorer health outcomes and have long term health conditions both physical and mental.
The life expectancy for rough sleepers is 44 years for males and 42 for females. The service will help improve mental health outcomes for people experiencing homelessness and will multi-agency work to support onward referral into different parts of the homelessness health model.
Refugees, Asylum Seekers & those experiencing Modern Slavery		Select from the drop-down list above and add a new section using the ‘+’ symbol in the bottom right of this table for each additional group you need to consider		Positive impact	Negative impact	Neutral impact
		☐	☐

Both the work of the team and the wider Homeless Health Hub are committed to offering a whole system approach for both health and social care needs.   The hub approach will provide a safe environment where housing, substance misuse, mental health, wound care and end of life discussions can take place and treatment accessed.  The model will also receive input from the Palliative Care Team to ensure end of life wishes are accommodated where possible.
People that are seeking asylum or have refugee status are entitled to register with a GP. People seeking asylum may become at risk of homelessness if their claim for asylum is refused by the Home Office, or the renewal of refugee status is not granted.
The Assertive Outreach Workers have had some training relating to human trafficking, modern slavery, FGM (female genital mutilation) and County Lines; currently there are no specific processes and guidance, but any concerns would be reported to the Adult Safeguarding Team immediately, as per their policy and procedure.  This would determine further action required.
People in contact with the Justice System		Select from the drop-down list above and add a new section using the ‘+’ symbol in the bottom right of this table for each additional group you need to consider		Positive impact	Negative impact	Neutral impact
		☐	☐

People that have left the justice system/ex-offenders may be at higher risk of becoming homeless and have poorer health outcomes compared to non-offenders.
Military Veterans and their families		Select from the drop-down list above and add a new section using the ‘+’ symbol in the bottom right of this table for each additional group you need to consider		Positive impact	Negative impact	Neutral impact
		☐	☐

Military Veterans research shows that Veterans having difficulties finding employment and impacts from poor mental health are risk factors for becoming homeless. This group is also more likely to experience relationship breakdown which can lead to homelessness.
https://www.midlandsandlancashirecsu.nhs.uk/wp-content/uploads/2019/04/VETERANS-GUIDANCE-2019.pdf
The service has not identified issues relating to service users bringing their pets to appointments. The staff who provide the support can confirm that individuals seeking support mostly attend with others who are able to mind the pet.  Outreach Workers also actively support many of our complex service users in accessing the services available at the Hub.
Other - please state		Select from the drop-down list above and add a new section using the ‘+’ symbol in the bottom right of this table for each addition group you need to consider		Positive impact	Negative impact	Neutral impact
		☐	☐


Core20PLUS5
Core20PLUS5 is a national NHS England and NHS Improvement approach to support the reduction of health inequalities at both national and system level. The approach defines a target population cohort – the ‘Core20PLUS’ – and identifies ‘5’ areas of clinical focus requiring accelerated improvement.
Core20 refers to the most deprived 20% of the national population as identified by the Index of Multiple Deprivation (IMD)
PLUS refers to ICS-chosen population groups experiencing poorer than average health access, experience and/or outcomes, who may not be captured within the Core20 alone and would benefit from a tailored healthcare approach. 
The 5 areas of clinical focus are as follows:
1. Maternity - Ensuring continuity of care for 75% of women from ethnically diverse backgrounds and from the most deprived groups.
2. Severe Mental Illness - Ensuring annual health checks for 60% of those living with SMI (bringing this in line with success seen in learning disabilities)
3. Chronic Respiratory Disease - A clear focus on COPD driving up uptake of COVID, flu and pneumonia vaccines
4. Early Cancer Diagnosis - Ensuring that 75% of cases are diagnosed at Stage 1 or Stage 2 by 2028.
5. Hypertension Case-finding  - Allow for interventions to optimise blood pressure and minimise risk of myocardial infarction and stroke.
More information about Core20PLUS5 can be found using the following link - https://www.england.nhs.uk/about/equality/equality-hub/core20plus5/ 
Please record any identified or potential areas of impact – both positive and negative – for the target cohorts and any relevant clinical areas defined below and consider how your proposal may be able to contribute to making improvements in these priority areas.
	Core20 - Deprivation
The most deprived 20% of the population as identified by the national Index of Multiple Deprivation (IMD).

	Positive impact
	Negative impact
	Neutral impact

	
	☐
	☐
	



This service is specifically targeted at a PLUS group as part of a wider multi-agency health and social care offer. To support the wider population, mental health services have undergone an extensive transformation providing better access to secondary and primary care services, services provided by voluntary organisations and increased access to digital platforms.  
The offer encompasses all age mental health supporting equity of access particularly for our most vulnerable groups of people.






	PLUS
Any other locally determined population groups experiencing poor health outcomes – examples are listed above. Please state which groups you are considering in your response.

	Positive impact
	Negative impact
	Neutral impact

	
	
	☐
	☐



This service has been developed to support those experiencing homelessness or are rough sleeping/sofa surfing which are recognised as a PLUS group. This client cohort are complex, requiring intensive multi-agency support and, do not ordinarily access primary and mainstream services due to system barriers, lack of trust and stigma.
The Fylde Coast is seeing increasing numbers of people presenting as either homeless or at risk of homelessness.  The rise is being fuelled by the cost-of-living crisis, the lack of housing, overpopulated HMO’s, the lifting of the eviction ban, imposed on landlords during the Covid 19 pandemic, and the changes to benefit payments.
All sectors of housing which incorporates emergency homeless provision, supported, private and social housing are experiencing a housing crisis.  Private sector landlords are selling properties, decreasing opportunities for re-housing, hugely impacting on all other sectors as there is no move on stock for people in emergency or supported accommodation.  A large proportion of housing supply in inner Blackpool are former guest houses converted into HMO’s.  In inner areas of Blackpool half of homes are privately rented.  Without significant national reform at government level, homelessness rates are likely to continue to rise.

2. Severe Mental Illness		Select from the drop-down list above and add a new section using the ‘+’ symbol in the bottom right of this table for each additional group you need to consider		Positive impact	Negative impact	Neutral impact
		☐	☐


The clients who are supported by this service are some of our most complex individuals.  Many have experienced one of more adverse childhood experiences and for the most part find it difficult to effectively engage with primary and secondary care services therefore only seek help when they reach crisis point.  The mental health team form part of a multi-agency system delivering trauma informed care based on the following 6 principles:
Safety
Trustworthiness
Choice
Collaboration
Empowerment
Using this approach allows individuals to access necessary mental health support without the barriers and stigma which often surrounds severe multiply disadvantaged clients.












Compliance with Legal Duties

Has the organisation given due regard and consideration to the following areas?
Eliminating unlawful discrimination, harassment and victimisation YES  / NO ☐
Unlawful discrimination takes place when people are treated ‘less favourably’ due to having a protected characteristic.
Advancing equality of opportunity between people who share a protected characteristic and those who do not. YES  / NO ☐
This means making sure that people are treated fairly and given equal access to opportunities and resources.
Fostering good relations between people who share a protected characteristic and those who do not. YES  / NO ☐
This mean creating a cohesive and inclusive environment for all by tackling prejudice and promoting understanding of difference.
Are there any Human Rights concerns? YES ☐ / NO 
If you have answered ‘Yes’, please seek advice from the Equality and Inclusion Team to discuss carrying out a specific Human Rights Assessment
Compliance with the NHS Standard Contract? YES  / NO ☐
In relation to Service Condition SC13 which includes the NHS Accessible Information Standard
Please provide a supporting narrative to support your responses to the above questions: This section must be completed
	People experiencing homelessness as a group do not constitute one of the protected characteristics under the Equality Act 2010. However, there is evidence that as a cohort, people experiencing homelessness often experience multiple ‘disadvantage’ due to intersectionality (disadvantage through having over lapping protected characteristics). This may be attributed to their race, religion, age, sex, sexual orientation, disability, gender reassignment, pregnancy and maternity, and marriage and civil partnership.

The multi-disciplinary approach towards the homeless/rough sleeping cohort is very much focused on creating a cohesive and inclusive environment.  The work of the Homeless Mental Health Service and the Homeless Health are very much committed to ensuring that everyone has equal opportunity to access the service and resources.   Services are being commissioned in such a way that they can accommodate even the most complex of cases.

No human rights concerns have been highlighted to date although the Project Implementation Group continue to meet regularly, currently fortnightly, to ensure the services/provision are continually adapted to suit the needs of those it is intended to support.  







Equality Related Risk

If you have identified an area of actual or potential equality-related risk due to your proposal, please use the matrix below to work out the risk score and tick the corresponding box. If the area of risk gives a score of 9 or above, this should be escalated using the organisation’s risk management procedures.
Risk score is calculated as the likelihood of risk multiplied by the level of consequence.
For more information about how to calculate a risk score, please refer to the EHIIRA Guidance document.

	Likelihood of risk 
	RARE
= 1
	UNLIKELY
= 2
	POSSIBLE
= 3
	LIKELY
= 4
	HIGH
= 5

	Level of consequence 
	
	
	
	
	

	NEGLIGIBLE = 1
	1 
	2 ☐
	3 ☐
	4 ☐
	5 ☐

	MINOR = 2
	2 ☐
	4 ☐
	6 ☐
	8 ☐
	10 ☐

	MODERATE = 3
	3 ☐
	6 ☐
	9 ☐
	12 ☐
	15 ☐

	MAJOR = 4
	4 ☐
	8 ☐
	12 ☐
	16 ☐
	20 ☐

	CATASTROPHIC = 5
	5 ☐
	10 ☐
	15 ☐
	20 ☐
	25 ☐



Please provide a narrative to explain the risk score relating to your proposal: 
	There have been no equality related risks highlighted to date although this will be continually monitored.  The Project Implementation Group will ensure that there is a robust service provided across the Fylde Coast which supports those who are homelessness/rough sleeping whilst being mindful of and recognising protected characteristics.





 


   Equality Action Plan

Please outline any actions or recommendations arising from this assessment of the proposal.
A target completion date is required for all actions and recommendations.                                                                                                                                      
	Action Required
	Lead Person
	Target Date
	Further Comments

	Ongoing monitoring of the service and addressing any raised equality related issues

	Project Implementation Group
	Ongoing via monthly meeting
	This meeting is due to be stood down as service has fully mobilised

	It is recommended that the document is reviewed and updated once the actions from the communications and engagement plan have been completed
	
	30/11/2023
	Document reviewed, no material changes to be recorded all action from Communications & Engagement Plan have been completed.

	
	
	DD/MM/YYYY
	

	
	
	DD/MM/YYYY
	

	
	
	DD/MM/YYYY
	

	
	
	DD/MM/YYYY
	


       
   Approval

All EHIIRAs should have governance oversight via formal committee. Please provide details of the arrangements for formal approval below.
Name of formal committee approving this assessment:  Mental Health Implementation Group – Homeless/Rough Sleepers Meeting
Date of committee meeting:	 20/03/2024
Name of person completing this assessment: Tracy Whitfield

Below fields to be completed by E&I Team upon receiving assessment:
Date received by E&I Team for assurance check:	 26/07/2023
Name of E&I Team member completing assurance check: Dan Shackleston/Claire Kelly 
Date of completed assurance check:	 02/08/2023

   What Next?

1. Regularly review the action plan and update the EHIIRA accordingly.

2. Save a finalised copy for your records and share via your governance pathways and with the E&I Team.

3. Follow any specialist advice or guidance from the E&I Team (if provided).           
Please complete all sections of this EHIIRA template and refer to the EHIIRA Guidance document for more information.
For further support or to submit your completed Stage 2 EHIIRA document for approval, contact your Equality and Inclusion Business Partner directly or e-mail equality.inclusion@nhs.net

	



image1.png
NHS

Midlands and Lancashire
Commissioning Support Unit




image2.emf
Service%20Specifica

tion%20Homeless%20Mental%20Health%20v4%20September%202022.docx


Service%20Specification%20Homeless%20Mental%20Health%20v4%20September%202022.docx
[bookmark: _Toc343591381][bookmark: _Toc33194107]SCHEDULE 2 – THE SERVICES



A. [bookmark: _Toc343591382][bookmark: _Toc33194108]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 Contract Technical Guidance.



		Service Specification No.

		TBC



		Service

		Homeless Mental Health Service



		Commissioner Lead

		Lesley Tiffen, Programme Lead, All age Mental Health, NHS Lancashire and South Cumbria Integrated Care Board



		Provider Lead

		Blackpool Teaching Hospitals NHS Foundation Trust



		Period

		TBC



		Date of Review

		Quarterly from service commencement







		1.	Population Needs



		

1.1 	National/local context and evidence base



National context



The population of people who are homeless is characterised by multiple and complex

needs; severely poor health, deep social exclusion and early death. Poor health is

often both a cause and an effect of homelessness, and the two tend to interact

in complex and mutually reinforcing ways. 



Available national data on the health needs of people experiencing homelessness

is quite limited, and data on the needs of people who sleep rough is particularly lacking.

Much of the research around health needs does not distinguish people who sleep

rough from the wider homeless population. This data nevertheless gives a sense of

the breadth and severity of the health needs present in the population of people

who sleep rough.



How do the health needs of people experiencing homelessness compare to the general population?



· 7 x more likely to die from HIV and hepatitis (Crisis 2012)

· 6 x more likely to have heart disease (Story 2013)

· 14 x more likely to die by suicide (Office for National Statistics 2019b)

· 20 x more likely to die as a result of drug use (Crisis 2012)

· 7 x more likely to die from falls, at an average age of 45 (Crisis 2012)

· Up to 80 per cent report a mental health need (Homeless Link 2014) 



There were an estimated 726 recorded deaths of people experiencing homelessness

in England and Wales in 2018. The average age of death for people who died while

experiencing homelessness was 45 years old for males and 43 years old for females; more than 30 years below that of the general population (Office for National Statistics

2019). 



Recent research suggests that around a third of these deaths are the result of treatable medical conditions, such as the human immunodeficiency virus (HIV), gastro-intestinal disease, respiratory disease and chronic consequences of drug and alcohol dependence. Drug-related poisoning, suicide and alcohol-specific deaths accounted for around half of the estimated deaths of people experiencing homelessness in 2018 (Office for National Statistics 2019).



Alongside their high and complex needs, people who are homeless commonly face

a range of barriers to accessing health and care services. These can include:



· Difficulties navigating the health and care system, due to a range of different factors including low literacy skills, language barriers, complex administrative processes and lacking means of transportation

· Reluctance to engage due to expectations of rejection or stigmatisation, or distrust of institutions, often based on negative past experiences

· “Chaotic’ lifestyles, in which health and care needs are often not an immediate priority – service users can have difficulties keeping to appointments and can be difficult for services to contact through traditional routes

· Attitudinal issues within services and among some staff, including the stigmatisation of people who are homeless, a lack of confidence and a lack of understanding around working with this population group, including being sufficiently trauma-informed 



These factors can mean that problems remain undiagnosed or untreated until they become acute, and that continuity of care is difficult to sustain and compounds the challenges around the effective treatment and management of conditions, which are already significant given the level and complexity of need.



Most areas of disadvantage with significant homeless populations have dedicated health care teams. Examples include Bristol, Southampton, Gloucester, Doncaster, Brighton, London, Nottingham, Glasgow, Cardiff, High Wycombe, Leicester, Hastings, and Salford.



These services are often GP led and all offer general health, substance misuse, mental health, and sexual health advice, vaccination, wound care and blood testing and screening.



The Kings fund identified that people who are homeless are more likely to have experienced trauma than the general population, having the highest support needs and an increased likelihood of having experienced multiple adverse childhood experiences (ACES).  Some people have identified the trauma of not being able to access services.  (This is no different on the Fylde Coast.)



The NHS Long Term Plan also evidences the need for additional support homeless people, particularly around mental health provision.



Local Context



Local need is predominantly in the Blackpool area; it is the most disadvantaged Local Authority in England, with the worst life expectancy for men.  As an old coastal resort levels of transience in the population are high – this has an impact across the Fylde Coast and, whilst the number of people that need support in Blackpool is measurably higher, there are people across the entire area, including Fylde and Wyre, that are rough sleeping, at risk of rough sleeping, or in unstable accommodation.



Blackpool has approximately 200 people rough sleeping each year and 600 at risk of rough sleeping who are living in temporary accommodation. Nearly half of the cohort has been assessed as having multiple and complex needs including mental health and substance misuse.



It is estimated that Blackpool has one of the highest prevalence of substance misuse in England with more than 1000 active drug users not in substance misuse treatment services. A proportion of these patients will also be rough sleeping or at risk of rough sleeping.



The overall need for a multidisciplinary service (which support physical and mental health needs) is estimated as 600-1000 patients with multiple and complex needs (nursing, mental health and substance misuse support) and of those 60+ requiring complex ongoing wound care.



Rough sleeping and homelessness have increased dramatically over the last 5 years and the need for a new approach to supporting homeless health was identified, following a Public Health England led outbreak control response to Group A Streptococcal (GAS).  GAS is a notifiable infection.  A one off non-NHS wound management clinic was held in response to the outbreak.  This was successful in engaging with the patient cohort but failed to encourage patients to complete follow up treatment within generic health services.





The patient cohort is split into two demographic age cohorts. Those 45 – 60 and those 20-30. The latter is a concern as it would suggest that Blackpool is following the recent trend in Glasgow and Dundee with an increase in heroin use. In Glasgow there has been an associated increase in HIV diagnosis within the drug using community. 



Blackpool was successful in obtaining lottery funding from the Fulfilling Lives Complex Needs programme which has created paid and unpaid service navigators who provide intensive support to individuals with multiple complex needs, assisting them to access the services they need, but mainstream services still struggle to keep people engaged.





		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



This service specification describes a Homeless Mental Health Service, part of a wider wraparound homeless support service delivered on the Fylde Coast.  The service offers advice, guidance and consultancy.



The team will provide appropriate clinical decisions around the mental health and wellbeing of individuals; this will frequently include direct intervention. The team will provide specialist guidance on the interventions identified through an initial health needs assessment.  The following outcomes are expected:



· To ensure an effective and equitable use of resources

· To ensure that the health and or care needs of the homeless population, who require clinical and care interventions, are safely met, by offering an environment where they receive care that is appropriate for their needs and provided by people with appropriate knowledge and skills

· To work closely with ICB and wider partners to ensure that there are no gaps in delivery









		3.	Scope



		3.1	Aims and objectives of service



Aims



1. Develop a new approach to support homeless people which:

a. Builds on the learning of the service which existed historically

b. Builds on the learning of the Covid-19 homeless response

c. Builds local knowledge around the mental health needs of the cohort, to be able to tailor this and other services to those needs

d. Grows and evolves in a rapid-testing/agile approach, informing ongoing and future development of the service

2. Provide mental health input into a dedicated multi-disciplinary team for homeless people, which includes health care, social care, housing support, substance misuse.

3. Increase accessibility of mental health services for homeless people by co-locating a multi-disciplinary team in a location familiar to and regularly attended by homeless people (the Bridge).  Further, to support access into mainstream services where these are required, and support outreach to individuals you cannot attend the Bridge.

4. Provide joined up, holistic health and care for homeless people on the Fylde Coast.  This will be achieved through a multi-disciplinary team approach with partner teams and integration of members of the Lived Experience Team and the Renaissance outreach team.

5. Increase the health literacy and compliance with health prevention and treatment pathways for homeless people.

6. Reduce mortality in the cohort for conditions that are amenable to care and treatment.



Objectives



All work within this specification will be based on a number of key principles which support the provision of patient focused integrated care. These principles are identified below:



· We provide the best service within the resources available

· We offer expert clinical decisions and interventions when indicated in line with the professional’s scope of practice and in line with this service specification.

· We engage and co-produce with the homeless population and wider stakeholders to ensure they are fully involved in service development

· We ensure clinical interventions and innovations are in line with best practice

· We deliver clinical care which is effective and can be measured 

· We will advise and consult to ensure care and support is delivered by the most appropriate person





3.2	Service description/care pathway



The homeless mental health service is a multidisciplinary, co-located service, based at  Winston House, Blackpool, and provide support into other locations to support the wider homeless MDT, and people who are homeless.  The service will provide mental health support to homeless people on a planned and drop-in basis.  The purpose of the service is to provide a joined up, holistic approach to improving health and care outcomes for rough sleepers and homeless people.



The service is not intended to be an urgent care service but rather support improving outcomes for ongoing complex needs.  The purpose of the drop in element is to provide a flexible entry point to the service, not address urgent care needs.  Urgent care needs will be addressed using urgent care pathways, as appropriate to the individual’s needs.





The initial areas of health need to be supported by the service are:



· Mental health

· Substance misuse

· Access to physical health services for wound care and treatment

· Access to blood borne virus screening and treatment



As the service embeds locally the areas of mental health need will be kept under review.  This will be supported by an initial mental health needs assessment, completed for each individual accessing the service.  The team will work to develop approaches to support needs identified through the mental health needs assessment, and where this is not possible signpost people to appropriate services, either within the wider MDT or other organisations across the Fylde Coast.  In time it may be considered appropriate to bring additional support into the team; a robust business case will be developed in these instances.



The team will be hosted within the existing primary and intermediate mental health team (PIMHT), provided by Blackpool Teaching Hospitals.  This will allow easy access to the full range of PIMHT, LD services and IAPT alongside pathways into acute service for physical health delivered locally. For further information around interface with secondary care please refer to the Standard Operating procedure (SOP).



Holistic care plans will be developed between the members of the multidisciplinary team and with the individual, in order to ensure a focus on the individual’s goals and support them to comply with the plan and improve their health outcomes.  As appropriate the team will provide treatments and interventions, and make referrals required to support the individual to meet the goals of their holistic care plan.  This is anticipated to be (dependent on patient need):

· Access to Consultant Psychiatrist for diagnostic consultations, medication reviews and prescribing and support around complex case management

· Access to Non-Medical Prescriber for specialist advice and guidance around medications, treatment and interventions. 

· Psychological therapy and psychological formulations 

· Regular contact with Registered Mental Health Practitioners providing treatment interventions such as DBT Skills training, CBT skills 

· Assessment of need under the Care Act 2014

· Peer support 

· Signposting and support to access wider health and social care services across the Fylde Coast

· Access to specialist pathways via the PIMHT e.g. Autism, ADHD 



Decisions on the precise timing, combination and level of care provided will be made by members of the team, in a manner which minimizes risks to patients, whilst maximizing the potential for positive health outcomes, matched to patient needs.



Individuals using the service may use it on a medium to long term basis, moving between different parts of the team, accessing different support as required.  The service will not have a formal “did not attend” policy, instead working to the needs of the individual and agreeing a suitable plan with them for engaging with the service.



The service will run 5 days a week on a flexible timetable, totaling 37.5 hours of being “open” per week.  Within these 4 days will be dedicated to patient facing contact in a variety of settings (clinical, non-clinical and outreach, including the “health bus”).  Individuals will be offer the opportunity to access the service remotely (e.g. via telephone, where this is appropriate).  The remaining 1 day will be available to support team development, multidisciplinary team meeting discussions, and team administrative duties.



Referrals for mental health support will be made directly into the multi-disciplinary team so that care needs can be discussed across the team, to tailor support to the individual. This is in recognition of the specialist nature of the mental health support delivery.  For example, people identified as needing support automatically meet the criteria for specialist support from the team and will be accepted onto the caseload.  This will support rapid entry to the service to allow a joint assessment to take place upon receipt of referral by the team.  Where medication is identified and agreed as a way of supporting people with their mental health needs the mental health nurse in the team will support people to see a consultant psychiatrist who will review and prescribe as necessary.



It is expected that there will be multiple entry points into the service, depending on where the individual is identified as needing mental health support.  For further information please refer to the Standard Operating procedure (SOP). In all instances there will be a supportive handover process into the homeless mental health service, to avoid individuals feeling that they are being passed on with no consideration.



During the dedicated patient facing contact on-site, patients will be offered flexible appointment options to meet their needs, with a minimum offer of a ten-minute appointment.  



All patient contact will be recorded in a timely manner on suitable IT systems to enable tracking of patient outcomes, both in real-time to support ongoing intervention planning and retrospectively to understand the impact of the service.



Who’s in the team and what their role is

All qualified clinicians will be skilled in completing mental health assessments and identifying undiagnosed presentations such as ADHD, ASC and prodromal, and be skilled at meeting the needs of these presentations.  This is in recognition that the mental health problems associated with social exclusion are predominantly anxiety and depression, complicated by complex childhood trauma and personality disorder, and underdiagnosed disabilities such as autism spectrum disorder, learning disability and acquired brain injury. Dependency on alcohol and/or drugs presents a common complication and be supported within the MDT.  Members of the team will be supported to develop these skills during the implementation and ongoing delivery of the service.  



The clinical element of the mental health service will be delivered by Blackpool Teaching Hospitals as part of the primary and intermediate mental health team.  This will be delivered by:



· Consultant Psychiatrist (clinical lead for the service)

· Mental health practitioners (Band 7 non-medical prescribing mental health nurse (team leader), Band 7 therapist, Band 6 mental health nurse, Band 5 mental health allied health professional) 

· Administrator



Mental health nurse covers 52 weeks per year – during periods of agreed annual leave or on occasion, sickness, the referrals are to be sent to the Rough Sleepers MDT / Referrals meeting.

The Outreach Team Leader will monitor referrals and if needed, engage with clients in the absence of the homeless practitioner (prior to the dedicated practitioners return to work).  For all referrals received in this way the wider homeless team will be contacted before attempting engagement with the clients due to their vulnerabilities and having to be careful about initiating contact that will not be maintained by someone other than the mental health homeless nurse.  This care will also be taken on transferring people from the wider to team to the mental health homeless nurse, and vice versa, when this happens.



The peer support worker will be a key collaborative force within the service.  As part of the mental health homeless service the peer support worker will provide and advise on outreach-based approaches and provide advocacy support to homeless people.  This will take the form of going to speak to people where they are and where needed, convince them to attend the service.  Further, the peer support worker will actively bring people to appointments and attend with them to support them, and to encourage completion of care plan goals.  Within this role the peer support worker will support the service to deliver a wraparound service.  The peer support worker will guide the development of the service, working with homeless people to tailor the service developments to their needs.



The mental health social worker will build a relationship with the service users, in order to determine if an assessment under The Care Act 2014 is indicated.  The social worker will then complete the assessment to determine if the person is eligible for support from the local authority. The local authority has a statutory responsibility to safeguard vulnerable adults from abuse or neglect, as per S.42 Care Act 2014. The social worker will be able to determine if a safeguarding concern needs to be raised and when enquiries are required. The social worker will complete assessments of mental capacity with regards to decisions related to issues such as: finances, residence, care, and support.



The secondary care mental health nurse will provide a hybrid role.  They will be co-located with the wider team and provide facilitated support for people accessing the service to be able to access secondary mental health services.  Linked to this the secondary care mental health nurse will also provide direct interventions as part of the MDT, to support people with secondary care needs at the point of identification.



There are many additional partners of the team that are not commissioned as part of this service but will be hugely important in supporting people who are homeless.  These are listed under “Interdependence with other services/providers”, below.



Entry to the Service

Rough sleepers and homeless people will access the service in the following ways:

· By being brought to the service through outreach undertaken by the team

· By referral/discussion from partner organisations within the multidisciplinary team, via the MDT meeting

· By referral from the hospital discharge team

· Attending the Bridge during drop in sessions

· Booking an appointment with a team member directly





Exit from the Service

Upon completion of the care pathway the individual will be discharged from the mental health homeless health service.  The definition of a completed care pathway will be dependent upon the needs of the individual and will be determined by the team, as appropriate.  Completion of the care pathway is to be a flexible approach, whereby the individual and the MDT work collaboratively to identify needs allowing the option to add and remove them as agreed between them.



Individuals will receive written documentation on discharge, outlining the care they received, an updated list of medication, and a plan for future management and monitoring



If the individual is registered with a GP practice then discharge documentation will be shared with them.



Where an individual is not registered with a GP they will be encouraged and supported to register with a GP.



In addition to discharge from the service by the multidisciplinary team, individuals may also leave the service in the following circumstances:

· Where an individual actively discharges themselves from the service

· Where an individual dies



3.3	Population covered



Rough Sleepers/people who are homeless across Blackpool, Fylde and Wyre.



3.4	Any acceptance and exclusion criteria and thresholds



Acceptance Criteria

Anyone aged 18 years* and above who presents as rough sleeping/homeless in Blackpool, Fylde and Wyre.

The Homeless and Rough Sleepers Mental Health Service is available to individuals who meet the criteria and have a mental health condition, plus one or more of the following associated needs. 

The team will provide mental healthcare interventions for individuals as follows: 

• Clients with mental health problems of mild to moderate severity where sustained attempts of engagement are required.  

• Persistent mental health issues leading to marked vulnerability and/or social inclusion in addition some service users may be difficult to engage. 

• Disorders of personality, i.e. which give rise to a history of social disability, risk of self-harm, self–neglect or a risk of danger to others where these can be shown to benefit by continued flexible contact, support and partnership working.



Exclusion Criteria

Anyone under the age of 18 years* who presents as rough sleeping/homeless in Blackpool, Fylde and Wyre.

Every effort to engage with all referred clients will be provided by the Homeless & Rough Sleepers Mental Health Service, offering a person-centred empathic approach, flexible ways of working, and trauma informed support.

On occasion and after exploring every opportunity to support the client within consideration of exclusion will be discussed with the team leader and may include severe and persistent mental disorders associated with significant disability and/or mental health disorders leading to marked and significant vulnerability that renders the client unable to actively participate in mental health support.

• Severe disorders of personality, i.e., which give rise to a history of severe social disability, current high risk of self-harm, current high risk of self–neglect or a serious risk of danger to others that is not shown to benefit by continued contact and support. 

Any client that is assessed as being high risk and unsuitable for engagement with the Homeless & Rough Sleepers Service, is to be signposted to an alternative mental health service / resource for treatment and support.



*Please note that it is recognized that individuals under the age of 18 years may be technically homeless and present to the service.  Under the age of 18 years individuals who present as homeless are defined as a “looked after child”.  There are specific, specialist, pathways in place on the Fylde Coast to support some identified as a looked after child and therefore anyone who presents under the age of 18 will be actively supported to access these services.





3.5	Interdependence with other services/providers



In addition to the homeless mental health service each of the following will form part of the multidisciplinary team and be part of meetings and care planning, as required:



· Drug and alcohol services

· Housing support

· Outreach and voluntary organisations that support people who are homeless

· Trinity Hospice will provide palliative and end of life care support to people accessing the service, as required. 

· Light Lounge  



Wherever possible team members will be co-located to support cross-organisational working.



In addition to working with members of the multidisciplinary team the homeless mental health service will need to work with other services across the Fylde Coast including but not limited to:



· Primary care services including GP, dental and optometry practices, and community pharmacies

· Community health services

· Secondary care services, including urgent and emergency care services





		4.	Applicable Service Standards



		

4.1	Applicable national standards (e.g. NICE)





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



· NHS Long Term Plan January 2019

· Kings Fund Delivering Health & Care for People who Sleep Rough February 2020





4.3	Applicable local standards



Working with other services to support the needs of those rough sleeping/homeless i.e. Acute, GP Practices, Local Authority, Public Health and 3rd sector organisations



All team members will have completed training appropriate to their role and, where appropriate, be registered with the appropriate professional body.  Team members will be supported to complete training to maintain and develop skills required to successfully deliver the service.



Services are delivered in accordance with Acute Trust policies and guidance.



The service will aim to be inclusive of people regardless of their background or circumstances.  The service will meet the Public Sector Equality Duty – section 149 of the Equality Act 2010. This includes in the exercise of its functions, have due regard to 

a) eliminate discrimination, harassment, victimisation and any other conduct that is prohibited under the act, 

b) advance equality of opportunity between persons who share a protected characteristic and those who do not share it, and 

c) foster good relations between person who share a relevant characteristic and persons who do not share it. 



The service will make ‘reasonable adjustments’ where appropriate to meet the needs of people with a disability in order to address barriers to access services.







		5.	Applicable quality requirements and CQUIN goals



		

5.1 Applicable Quality Requirements (See Schedule 4A-C)



Service Outcomes, Evaluation and Reporting

· Engagement with a minimum of 150 people from the target cohort in order to ascertain their views in relation to effective service model

· Production of Health Needs Assessment

· Identification of expected numbers and Key performance Indicators for a newly commissioned service

· Co-production informed model with venues identified for roll out of service including capacity requirements

· Determination if model requires specialist GP input

· Pilot of operational model and evaluation, to inform change requirements

· As part of the pilot, in addition to assessing primary health care need, the team will also provide treatment where required.

Key Performance Indicators which will support identifying the impact of the service can be found at Appendix A.

Measuring Future Potential Impact and Evaluation

The implementation and initial delivery stage will assess and baseline the health of the people using the service, implement an operational model and refine the model to meet the needs of people accessing the service. 

Understanding the baseline will allow targets and health outcomes to be set for the ongoing delivery of the service. Support for people with complex multiple needs and autism only has already been identified as a potential gap which may need additional commissioning and provider discussion to bring it within the remit of the homeless mental health service.

Evaluation to be steered by the Multiple Complex Needs Board (Fulfilling Lives) with quarterly reports to the ICB All age Mental Health Team.  Reports to the ICB will be coordinated by commissioners, with input from the service.

5.2 Applicable CQUIN goals (See Schedule 4D)

Not applicable.





		6.	Location of Provider Premises



		

6.1	The Provider’s Premises are located at: This service will be delivered from Winston House.



		7.	Individual Service User Placement



		Not applicable.











		8.	Applicable Personalised Care Requirements



		

8.1	Applicable requirements, by reference to Schedule 2M where appropriate

The NHS comprehensive model of personalised care describes six key components or programmes.  When delivered these six components support a personalised care approach in service delivery.  The table below outlines these components and how this service will support delivery of them.

		Component

		Description

		Service Delivery



		Shared Decision Making

		A collaborative process between patient and professional, supporting individuals to make decisions that are right for them.

		Development of a shared care plan, based on the needs and goals of the individual is key to the success of the homeless health service.



		Personalised care and support planning

		A series of facilitated conversations in which the person explores the management of their health and wellbeing in the context of the life situation.

		Development of a health needs assessment for each individual, with the support of the peer support worker as an advocate will support delivery of this.



		Enabling choice including legal rights to choice

		Supporting individuals to access high quality and accessible health advice and information.  This is in order to improve people’s ability to manage long term conditions, engage with preventative programmes, and keep to medication regimes.

		The involvement of the peer support worker as an advocate and support mechanism will support delivery of this.



		Social prescribing and community-based support

		Social prescribing involves helping patients to improve their health and wellbeing by connecting them to local community-based groups (e.g. VCFSE condition-based groups).

		As part of the MDT approach of the service the team will support people to access support groups and identify support groups that may come to the service delivery locations to support individuals on-site.



		Supported self-management

		Supporting individuals through a tailored approach to their needs, based on their individual assets, needs and preferences, focusing on what matters to the person.

		The team will support self-management education and, through the peer support worker, provide peer support to individuals.



		Personal health budgets and integrated personal budgets

		A personal health budget is an amount of money to support someone’s health and wellbeing needs, which is planned and agreed between the individual and the local CCG.

		The opportunity to include personal health budgets in the service is to be explored during the course of service delivery.
















Appendix A - Proposed Key Performance Indicators



It is acknowledged that this is no clearly defined baseline dataset to support this service.  The outcomes of these key performance indicators (KPIs) will need to be reviewed in the context of the overall evaluation of the pilot.  Where possible these KPIs will be used to establish an initial baseline during the operation on the service, and used to monitor progress of the service at it grows and evolves (this is indicated against specific KPIs below but may apply to others during the course of the pilot).  It is anticipated that these KPIs will evolve during the course of the pilot, as additional information and understanding about the people using the service becomes available.



Physical health nursing service (BTH)

Reported monthly:

· Number of patients referred

· Number of referrals accepted/declined (declined by service and service users)

· Number of patients discharged (with reason)

· Number of patients on the caseload

· Number of holistic needs assessments completed

· Number of wound assessments completed

· Number of patients with a care plan in place

· Number of patients who receive a flu jab

· % of patients on the caseload who receive a flu jab.  (As delivery of flu jabs is seasonal this will be measure per flu jab season.  Further, the initial flu jab season that the service operates within will be used to create a baseline for the service to measure against in future years)

· % of patients with a completed chronic disease review (minimum annual review)

· Number of times people on the caseload use emergency services (defined as non-elective admissions and A&E attendances, and based on the caseload)

· Number of patients who have a Doppler test

· % of patients on the caseload who have a Doppler test



To be measured through quarterly audit/evaluation (% of caseload to be audited to be determined once service has commenced)

· % of patients completing care plan goals

· % patients seeing an improvement in the wounds as a result of support from the team



Mental health nursing service (BTH)

Reported monthly:

· Number of patients referred

· Number of referrals accepted/declined (declined by service and service users)

· Number of patients discharged (with reason)

· Number of patients on the caseload

· Number of patients with a mental health care plan in place

· Number of PHQ9 assessments completed

· Number of GAD7 assessments completed

· Number of assessment undertaken

· Number that refuse support/intervention/treatment

· Number that disengage from support/intervention/treatment

· % of patients with a GAD score grouped by referral date

· % of patient with a PHQ score grouped by referral date

· Refused referrals – to record why a referral is refused

· Disengaged – did not finish- to record why a service user dropped out of the support if known

· Referred on to – to record which services an individual was referred on to



Reported quarterly:

· Number of and details regarding compliments, complaints, and safeguarding concerns raised in the quarter

· One multi agency case study per quarter and an end of year summary evidencing how funding has been used to meet priorities.
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Standard Operating Procedures (SOP)



Background:

The Fylde Coast, which comprises of Blackpool, Fylde, and Wyre, have undertaken significant work spanning the last seven years to understand and support the needs of people who are homeless.  Evidence reviews and test and learn programmes have predominantly been completed in Blackpool, as the area with the highest prevalence of individuals with complex needs.



The Kings Fund identified that people who are homeless are more likely to have experienced trauma than the general population, having the highest support needs and an increased likelihood of having experienced multiple adverse childhood experiences (ACES).  Some people have identified the trauma of not being able to access services.  



Partnership working across the Fylde Coast relating to homelessness has developed and therefore improving health outcomes and increasing people to be actively engaged in mental health treatment is a key priority of our partnership working.  



The mental health team has been developed from best evidence and local experience in providing mental health support to people who are homeless and consists of:

· Consultant psychiatrist (clinical lead for the service)

· Clinical psychologist

· Mental health practitioners (band 7 Team Leader, band 6 mental health nurse, band 6 mental health nurse who will specialise in mental health transition work, band 5 allied health professional)

· Nursing Associates (band 4 x 2)

· Peer support worker

· Mental health social worker

· Team Administrator

(Appendix 1)



We aim to reduce barriers in access to mental health services within a multidisciplinary and multiagency approach.  The key principles underpinning the team are to work with the most vulnerable people facing multiple disadvantages including rough sleeping, risk of rough sleeping and unstable accommodation by providing mental health treatment via:



· A trauma informed workforce

· Person Centred Approach through a multidisciplinary team

· Assertive outreach

· Joint working with individuals with lived experience

· Joint funding to add value, robust staffing and improve effectiveness

· Collaborative working, pathways, and protocols



Scope:  

This is a SOP for the Blackpool Mental Health Homeless & Rough Sleepers Team and applies to all staff employed by Blackpool Teaching Hospitals and those contracted to provide services for the Mental Health Homeless & Rough Sleepers Service (including those on an agency or locum basis).  

This procedure provides the operational guidelines under which the Mental Health Homeless & Rough Sleepers Service will provide a safe and evidence-based service. The nature of the team is such that it is not possible to cover all eventualities within this procedure, and therefore the Mental Health & Rough Sleepers Service will consider the principles of this procedure and other organisation policies and guidance when making decisions to best meet the needs of individual service users.





		

		Summary: Referral pathway & process



		

		



		

		Detail: The process of referring a person to the Mental Health Team



		1

		Referral in (professional, lived experience outreach, other agencies) 

Referrals will be submitted via the team’s pathway and process whereby referrers access the online referral link bfwh.roughsleepersteam@nhs.net mailbox and/or discussion at the weekly Fylde Coast MDT, (appendix 2 & 3).

The team inbox will be checked daily but not at weekends or bank holidays by administration staff.

The Homeless & Rough Sleepers Team Leader will view new referrals and meet with the practitioners each week to allocate new clients, avoiding client waiting lists.

Team Leader or appropriate other will attend the weekly MDT meeting at Winstone House to share information and discuss/accept referrals for mental health and/or social care assessment.





		2

		Timeframes 

All referrals will receive an automatic emailed response to confirm receipt of the referral via the Homeless & Rough Sleepers mailbox. 

A letter will be sent to the referrer to confirm the acceptance of the client, which will be dispatched by the team administrator. 



The Homeless & Rough Sleepers Mental Health Team core working hours are Monday to Friday, 9am-5pm.  Clients will be provided with mental health service contact numbers for urgent / crisis support.

 



		3

		Data capture and analysis

Key Performance Indicators (KPI’s) will be captured monthly by the Trust data analysis team to evidence the Homeless & Rough Sleepers performance, (appendix 4).



It is the responsibility of the Homeless & Rough Sleepers Team Leader to ensure the agreed data is available for review in a timely manner. 









		

		Summary:  The assessment of eligibility for referrals to the Mental Health Homeless & Rough Sleepers Team



		

		



		

		Detail: Screening referrals, reviewing eligibility, providing feedback, and taking further actions 



		

		



		1

		Mental Health Team Summary

The Homeless & Rough Sleepers Team Leader, or appropriate team representative, will screen all referrals for eligibility via email inbox on a weekly basis or through discussion at the Fylde Coast Homeless MDT.  Wherever possible, they will promote an inclusive approach to offer mental health intervention.

Inclusion and Exclusion Criteria (appendix 5).



Easy access to additional services will be available through signposting to Primary Intermediate Mental Health, Learning Disabilities services, IAPT, physical health services or other appropriate services (appendix 6).

The mental health service will not implement the DNA policy as there is a greater need to be flexible and will operate an open-door service.

Following referral, a face-to-face assessment will be undertaken to develop a holistic person-centred care plan for the client, working with each partner agency involved in the client’s care.

Treatment will be provided by the mental health practitioner as determined by the assessment of needs, with support to access mainstream services where necessary.

The mental health team will evidence improvements, engagement, and outcomes by evidence-based mental health outcome measures such as the Homeless Outcomes Star. 

Key Performance Indicators will be provided on a monthly basis and quarterly case studies to evidence detail of intervention and engagement.

The mental health team will be an integral part of the Fylde Coast Homeless MDT and link into the housing teams, ADDER in Blackpool and liaison with local hostels, shelters, voluntary and social sector groups.  



Where possible, the team leader / team representative will attend Fylde Coast Homeless MDT meeting every Tuesday 10.30am at Winstone House.



MDT Membership includes:

· Blackpool Teaching Hospital NHS Foundation Trust

· Lancashire County Council

· Blackpool Council 

· Empowerment

· Citizens Advice Blackpool 

· Lancashire and South Cumbria NHS Foundation Trust 

· Delphi Medical

· Change Grow Live 

· Fylde Council 

· Wyre Council 

· Fylde Coast Women’s Aid 

· NHS Lancashire and South Cumbria Integrated Care Board (ICB)

· Lancashire Constabulary 

· Fylde Coast Medical Services



The mental health team will make every effort possible to send representation to the MDT. 

The mental health team will contribute and share known information surrounding clients, including known risk indicators to support decision making. 





		2

		Frequency of meetings and time

Mental health Team Leader will meet with the team administrator weekly to accept the email referrals.  

The Team Leader will conduct an allocation meeting with the team on a weekly basis and allocate clients for assessment.



Fylde Coast Homeless MDT will take place every Tuesday at 10.30am, held at Winstone House, Church Street, Blackpool and / or on Microsoft Teams. 







		3

		Feedback to referrer 

The Mental Health Team Leader or clinician may contact the referrer for additional information to support acceptance of referral. 



An outcome letter will be sent to the referrer when:

· The clients are accepted for treatment by the mental health team 

· When the client declines engagement





		4

		Plans for those who do not meet the criteria

If, after discussion with the team leader, the client is not eligible for Mental Health Team intervention, the mental health team clinician will signpost / refer to alternative service and develop a contingency plan of care and communicate to the referrer. 





		5

		Data capture and analysis

The Mental Health Team Leader will be responsible for recording and monitoring the decision making around the Mental Health Homeless & Rough Sleepers service. 

The KPI’s and relevant data will be captured by the data analysis team and submitted as agreed.

Mental health outcomes measures will be captured by use of an agreed measure e.g. the Outcomes Star model and provided to commissioners on request.















		

		Summary: Allocation 



		

		



		

		Detail: Utilising the risk decision making and MDTs input



		

		



		1

		Screening of risk and complexities

Following the acceptance of the referral, an initial assessment will be conducted by the mental health clinicians, utilising computer systems and MDT discussion.

The mental health practitioner / social worker will carry out a face to face assessment at the most appropriate venue.



If the practitioner feels a consultant psychiatrist is necessary to carry out a mental health assessment, this should be considered at this stage but should not necessarily delay the initial assessment. 

The practitioner will complete: 

• Mental Health Assessment & Safety Plan

• Health and Social Care Need Assessment (HASNA) 



If risks are identified as significant, specific actions against each risk will be addressed to ensure safe working practice.

All staff are to adhere to safe working practice and implementation of the lone working policies.

If risks are unknown, the mental health practitioners are to conduct assessments by joint working. 

Until risk is better understood, mental health clinicians are to work in pairs until they are satisfied those risks are reduced and safe to lone work. Support workers, lived experience workers and junior staff are to be accompanied by a colleague on visits until risk issues are resolved.

Mental health clinicians dynamically review risk of all clients and work within their own personal safety procedures completing further risk assessment documents and raising concerns with line managers. 



Where risk has escalated or increased support is needed, the senior clinician is to be informed and support provided as required.





		2

		Team Leader to conduct allocation

The Homeless & Rough Sleepers Team Leader will allocate referred clients to a mental health clinician at the weekly team meeting. The clinician will liaise with any other involved in the client’s care and view online resources to gather historic and present information.  The clinician will conduct an assessment (appendix 7) and be responsible for coordinating the care and will work with the client to establish relationships, identify mental health needs and goals, and complete baseline questionnaires / measures and to draw together a plan of treatment, including other agencies as required.













		

		Summary: Case Working 



		

		



		

		Detail: Continuous monitoring of risks, progress through client journey, care plans, and discharge



		

		



		1

		Frequency of reviews

All cases within the mental health team will be reviewed by the case worker and during supervision and updated as needed. 





		2

		Joint care planning and risk management

The mental health worker will provide a person centred approach to the client’s care and offer regular support and treatment (appendix 8).

The mental health worker will review each client’s care and risk management plans periodically and update as needed. If there is heightened risk and signs of escalation in a client’s mental health state, the case can be discussed with their line manager / colleagues and signposted for additional input as required.





		3

		Discharge planning from the mental health service

If a client is maintaining positive mental health and risks indicators are being managed well and care plan goals achieved or being worked towards, reviews can be undertaken and safe discharge discussion with the client can commence, if appropriate.



Clients should be fully involved in their therapeutic journey with the mental health team, and their thoughts and wishes considered before discharge. If it is agreed that the client has made enough progress and achieved their mental health goals, conversation can commence surrounding safe discharge.  A detailed discharge / contingency plan will be formulated involving 

consultation between the Multi-Disciplinary Team, the service user and carer. 



There may be cases where a mental health client exits the service in an unplanned way e.g., loss of contact, prison, or deceased. The Team Leader will coordinate any incident reviews required. 

Referrers will be informed of planned and unplanned exits from the mental health service.



















		

		Summary: Governance



		

		



		

		Detail: Delivering a safe, effective, quality service that adheres to organisational policies and procedures 





		1

		Systm1 

The Mental Health Homeless & Rough Sleepers Service will be responsible for the using the System1 database system provided by Blackpool Teaching Hospitals Foundation Trust, as this provides a secure documentation system and continuity of care within the Homeless & Rough Sleepers Service. 

Recognising organisations will have their own databases, and some double ‘activating visits/contacts and saving’ of documentation may be required to enable accurate data collection. 

The Mental Health Homeless & Rough Sleepers Service will have access to view secondary care mental health client information (RIO) and access to Blackpool County Council adult information (MOSAIC).





		2

		Partner policies and procedures

All members will adhere to their own policies and procedures while working in the Mental Health Homeless & Rough Sleepers Service.

 



		3

		Risk Management

All clinicians working with a client will case hold individuals and maintain responsibility for the client and continually monitor risk, ensuring this is shared with the colleagues and relevant others.





		4

		Business Continuity Plan (BCP)

The Primary Intermediate Mental Health BCP will be implemented for use for the Mental Health Homeless & Rough Sleeper Service.





		5

		Supervision

The consultant psychiatrist will provide supervision of NMP and via complex case discussions.

The Team Leader will be responsible for supervision of staff and delegation of supervision as required.

Other organisations will be responsible for providing the relevant supervision to staff members. 





		6 

		Feedback and Continuous Learning and Development 

The clients of the Homeless & Rough Sleepers mental health team will be given opportunity to provide feedback of their care and treatment by use of an evaluation and feedback form (FFT).  These are offered by the staff and available in the reception area, collected and dispatched by admin.

Feedback focuses on good practice, barriers/solutions, system change and the continuous development of the Mental Health Homeless & Rough Sleepers Service.



Please send any feedback to kathy.bradshaw1@nhs.net
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Appendix 1	- Staff list and Role



Administration

On receipt of email or verbal referral and confirmation for commencement within the team administration will: 

·  Receive the referral 

·  Create the referral on Systm1 

·  Generate letters of confirmation to the client and referrer and GP

·  Inform the practitioners of other services are involved (where appropriate) 

·  Meet weekly with clinicians to ensure all clients are recorded on Systm1

·  Dispatch appointment letters and correspondence as requested

·  Complete all admin tasks as required



Consultant Psychiatrist

The team psychiatrist will be responsible for the supervision of an NMP and complex case discussions.  They will lead on consultation and support clinicians to manage risk and liaise with secondary care services, offering consultation, advice, and support.  The psychiatrist will meet with clients that have a case worker, providing diagnosis, commencement of medication and review and treatment plans.



When medication is initiated the consultant, medic or NMP will continue to monitor the medication until the client is sufficiently stable to be discharged from the out-patient clinic to the GP, following the guidance under shared care arrangements.  Any physical health monitoring requirements will be completed as per Trust guidance on monitoring psychotropic medication.





Psychologist 

The psychologist will be skilled in offering trauma informed interventions.  They will hold a caseload and will provide psychological formulations, offer appropriate therapy based on 	client’s presentation.  They will support colleagues in managing clients prior to engagement in therapy. The psychologist will offer advice, supervision, and consultancy to the mental health team.



Social Worker

Referrals will come from any service who identifies there is someone who is homeless with a mental health issue. Services who will refer include hostels, housing options, Mental Health Homeless Team inbox, Adult Social Care, Blackpool Young People Services etc. 



The social worker will build a relationship with the service users, in order to determine if an assessment under The Care Act 2014 is indicated.  The social worker will then complete the assessment to determine if the person is eligible for support from the local authority. 

The local authority has a statutory responsibility to safeguard vulnerable adults from abuse or neglect, as per S.42 Care Act 2014. The social worker will be able to determine if a safeguarding concern needs to be raised and when enquiries are required.  



The social worker will complete assessments of mental capacity with regards to decisions related to issues such as: finances, residence, care, and support. 



Closure/transfers to other social care teams:

The social worker will determine when closure to social care is appropriate. 

Once the service user is housed, the social worker will discuss with social managers regarding transfer to one of the other social care teams within the council if appropriate. 



Social Care Recording Systems:

A worker relationship will be added on Mosaic, the social care recording system. The social worker will email the Mental Health Homeless Team inbox with the names of those people added to the caseload, in order that the NHS recording system can be updated.  



Band 7 Team Leader

The team leader will act as a non-medical prescriber for clients and ensure management of complex clients by providing advice, guidance and support to the team and other colleagues.  The team leader will have wide knowledge and understanding of the client group and lead on integration and achieving a smooth pathway for the clients to access other agencies, including voluntary and 3rd sector organisations.  The team leader will manage an NMP caseload and be answerable to the PIMHT Operational Manager, receive clinical supervision from the consultant psychiatrist and deliver clinical and management supervision to the team.



Band 6 RMN

The band 6 practitioner will be flexible and forward thinking, being skilled in multi-agency working and offer trauma informed interventions and psycho-social support where necessary.  They will hold a caseload and be responsible for initiating and maintaining a sound therapeutic relationship with the clients.  They will conduct robust assessments, treatment plans, and provide signposting and liaising with other services and ensure that a detailed risk assessment is conducted and updated.  The band 6 practitioner will have an excellent understanding of social care needs and have close working relationships with social care colleagues.



Band 6 Transition Practitioner

The band 6 transition practitioner will have a sound knowledge base and excellent liaison skills surrounding young people and their needs (young people from age 15 years 9months – 19 years).  They will be responsible for ensuring a young person receives support and ongoing care during transition from children’s services to adult services, and that the young person’s mental health, social and environmental needs are met.  The band 6 transition practitioner will act as advocate for the young person as is required so they are able to optimise their potential and plan for their future.  The transition worker will support more complex adult clients who may need additional support from a mental health professional whilst under the care of the social worker.



Band 5 Allied Mental Health Professional

The band 5 practitioner will hold a caseload and work with clients that have less complexities and require a more psychosocial / advocacy approach of intervention.  They will offer therapeutic support and liaise with other agencies as required.  The band 5 practitioner will offer emotional regulation and devise care plans with the clients.  They will be skilled in risk management; medication needs and respond appropriately to mental health decline.



Lived Experience Peer Support Worker

The lived experience peer support worker will have experience of several disadvantages, including homelessness and mental health issues.  The peer support worker will actively engage with clients referred into the team and work alongside them to access and successfully engage with several services including health, social care, housing, and voluntary services.  They will hold a caseload of approximately 12 clients.  The peer support worker will have access to the Primary Intermediate mental health computer system for recording purposes, to allow for data collection and to view client history.  They will have access to Empowerment computer system and additional information sources as is deemed necessary.



Band 4 Nursing Associate x 2 / Support Workers 

The nursing associates /support workers will be working alongside the peer support worker and providing additional support and intervention to the clients.  They will be guided by the qualified members of the team and working towards the clients agreed care plan, aims and objectives.  They will work with the less complex clients and conduct care planning and oversight of client care, supporting the clients in the community to access appointments, services, and opportunities.  The nursing associates / support workers will have awareness and understanding of risk indicators and liaise with the named case worker / team leader on a regular basis to ensure the best possible care is achieved for the client.

Support workers will be given the opportunity to train within the team as nurse associates.



MDT working:



Cases will be discussed within the weekly MDT meetings in order to discuss which professionals need to be involved and to create a joined-up plan for the service users. 































































Appendix 2 - Referral



Homeless & Rough Sleepers

 Referral Form

Please email completed referral forms to: bfwh.roughsleepersteam@nhs.net

THE HOMELESS & ROUGH SLEEPERS SERVICE OPERATES MONDAY – FRIDAY & IS NOT A 24 HOUR SERVICE.  PLEASE CONSIDER THIS IF YOUR REFERRAL IS TO REQUEST A NEXT DAY CONTACT 





REFERRED BY:						DATE:

TITLE:



Name of patient/ client: 

DOB:

Current known location of patient: (If on Outreach where)

Expected length of stay at current location (if known):

GP (if registered):

Name & contact details of referrer & Agency:  

Contact number for patient or key contact (i.e., NOK/ support worker): 

Other known relevant agencies involved:

Is the patient aware of referral?

If NO – state reason:



**Please see screening questions below as prompts for referral**



Reason for Referral:

Physical Health need

Referred to FCMS



RELEVANT HISTORY (i.e., medical/ social/concerns/ risks) - Please state any known risks

Suicide / self harm /self neglect / harm to others / convictions



Referral Screening Questions





1. Are you registered with a GP? 



2. Do you have any long term health conditions – Physical or Mental Health?



3. Have you had any significant illness, injuries, or operations in the last 2 years? 



4. If registered with a GP, have you seen your GP in the last 12 months? 



5. Have you needed urgent or emergency care more than once in the last 6 months?



6. Do you have any health problems that you have not spoken to a health professional about yet?



Referral Process: The service will see people who are statutory homeless; living in temporary accommodation; in a hostel; ‘sofa surfing’ or rough sleeping

THE HOMELESS MENTAL HEALTH SERVICE DOES NOT PROVIDE CRISIS INTERVENTION



· The service accepts referrals for individuals aged 16 and over who meet the criteria above and who require:

· Mental health assessment, care planning, care delivery  

· Acute, chronic, or terminal illness support

· No exclusions based on GP registration



· The service will refer and signpost to other health care teams who may need to provide specialist care to the individual as appropriate 

 

· Open referral process: 

· Email & telephone contact details are for professional referrals & enquiries only

The Mental Health Homeless & Rough Sleepers Service is currently available Monday – Friday, 9.00am – 5.00pm.  

Referral acceptance will be confirmed via letter or email.







Available Drop-In /Outreach Service clinics are detailed below:  





		Day

		Location

		Time



		Monday

		The Bridge (26+) Salvation Army

		0900 - 1400



		Tuesday

		Bus (Outside Boots, Bank Hey Street) (All ages)

		0930 - 1400



		Thursday

		The Bridge (26+) Salvation Army

		0900 – 1200



		Thursday

		Bus (Outside Boots, Bank Hey Street) (All ages)

		1300 - 1600



		Friday

		The Bridge (26+) Salvation Army 

		0900 – 1400

























Appendix 3 – Pathway / Process
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Referral s received via email / MDT meeting, or enquiry phone calls

Referral received from Changing Futures/Housing options/Duty Team











Systems reviewed by admin

New client details inputted on computer systems 

Allocated to clinician





Allocated to Homeless Service practitioner













Face to face assessment appointment offered at suitable venue

Client accepted and Outcomes Star generated by Account Lead



Assessment completed









Mental health assessment & safety planning conducted
Implementation of treatment surrounding needs of client

Produce reports/treatment plans. 
Refer / signpost as required ie. support worker / psychiatric assessment

Update Outcomes Star with client 





Care planning and interventions provided





















Discharge



Recovery goals completed.
Plan discharge with client and MDT.
Outcome letter to client and copy to GP/other professionals











Appendix 4 KPI’s





HOMELESS/ROUGH SLEEPERS KEY PERFORMANCE INDICATORS (KPI’s) 2022/23





Key Performance Indicators:



1. Number of referrals made to RS Team.



1. Number of referrals accepted to RS Team.



1. Number of assessments undertaken.



1. Number of young people referred age 16-19 (transition Worker).



1. Number that disengaged from support/treatment/interventions.



1. % of clients with GAD score (grouped by referral date).



1. % of clients with PHQ score (grouped by referral date).



1. Number of clients who refused referral and reason.



1. Number of clients who disengaged and reason.



1. Number of clients referred onto other services and which services.



1. Number of compliments/complaints/safeguarding concerns.



1. Quarterly case study provided.





































Appendix 5 – Inclusion / Exclusion Criteria





Eligibility Criteria 

The Homeless and Rough Sleepers Mental Health Service is available to individuals who meet the criteria and have a mental health condition, plus one or more of the following associated needs. 

The team will provide mental healthcare interventions for individuals as follows: 

• Clients with mental health problems of mild to moderate severity where sustained attempts of engagement are required.  

• Persistent mental health issues leading to marked vulnerability and/or social inclusion in addition some service users may be difficult to engage. 

• Disorders of personality, i.e. which give rise to a history of social disability, risk of self-harm, self–neglect or a risk of danger to others where these can be shown to benefit by continued flexible contact, support and partnership working. 







Exclusion Criteria

Every effort to engage with all referred clients will be provided by the Homeless & Rough Sleepers Mental Health Service, offering a person centred empathic approach, flexible ways of working, and trauma informed support.

On occasion and after exploring every opportunity to support the client within consideration of exclusion will be discussed with the team leader and may include severe and persistent mental disorders associated with significant disability and/or mental health disorders leading to marked and significant vulnerability that renders the client unable to actively participate in mental health support.

• Severe disorders of personality, i.e., which give rise to a history of severe social disability, current high risk of self-harm, current high risk of self–neglect or a serious risk of danger to others that is not shown to benefit by continued contact and support. 

Any client that is assessed as being high risk and unsuitable for engagement with the Homeless & Rough Sleepers Service, is to be signposted to an alternative mental health service / resource for treatment and support.











































Appendix 6 - Signposting





Signposting to other services / resources may be necessary and can include:



Lancashire and South Cumbria NHS Foundation Trust: 

Home Treatment Team (urgent support)

Community Mental Health Team (adult)

Older Adults Mental Health Services 

Early Intervention Mental Health Service 

Eating Disorder Service 



Learning Disabilities Service (including neurodevelopment)

ADHD services

Lancashire County Council

Blackpool Council 

Empowerment

Citizens Advice Blackpool 

Delphi Medical

Change Grow Live 

Fylde Coast Women’s Aid 

Lancashire Constabulary 

Fylde Coast Medical Services































































Appendix 7 – Assessment Form



Homeless / Rough Sleepers Initial Assessment



PLEASE READ TO PATIENT:  The information you provide will be treated as confidential but there are times when it is important to share information with other agencies to make sure you receive the correct care and support, this may include your GP or another service.   

		



		The demographic form can be completed by admin







		Can you summarise your main mental health problem now?  



		







		

How is this affecting your day-to-day life?  



		







		

Have you had any previous treatment or support?



		







		

Do you have any difficult social issues at the moment such as with housing, money, employment, or feeling isolated.



		







		

Medication:



		







		

Do you use any substances? (Alcohol or drug misuse):  Current levels of usage, engagement with horizons services.



		







		

Do you have any physical health problems? (Long standing conditions or newly diagnosed problems), any problems with maintaining weight, diet and nutrition or self-care?



		









		
Do you ever experience thoughts of self-harm or suicide, or thoughts of harming other people?   (Details including history of current risks, protective factors, plans intent and means of harm).



		







		

Have you ever been involved in anything that has caused any harm to other people?    (Forensic risks, risk to other people, violent person markers, risks to professionals any police information.)



		











Risk / Needs summary formulation 

		Presenting Needs (i.e. presenting issues from stated issues and referral information)



		







		

Predisposing Factors (i.e. historical factors which may increase level of need)



		







		

Precipitating Factors (e.g. triggers to current needs)



		







		

Perpetuating Factors (e.g. factors which maintain needs)



		







		

Protective Factors (e.g. factors which minimise level of need, safety and promote recovery)



		











OUTCOME DECISION

		1

		Accepted for mental health Homeless/Rough Sleepers Team

		



		2

		Discussed at MDT and signposted

		



		3

		Other

		















Appendix 8 - Interventions







Treatment within the Homeless & Rough Sleepers Service can include:



Trauma focused therapy



Health & Social Care Act Assessment



• Guided Self-Help

• Relaxation techniques such as progressive muscle relaxation 

• Sleep Hygiene 

• Mindfulness 

• Behavioural activation 

• Problem solving/Goal setting 

• Exploring unhelpful thinking styles and alternative thought 

• Positive steps to wellbeing 

• Employment 

• Educational 

• Physical health advice 
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Healthwatch Blackpool would like to hear your experiences of   
local health and social care services. 


Before you start it's important to know: 
 


 Your views and opinions will be treated confidentially and       
anonymously. 


 


 Information and feedback shared will remain confidential unless 
there is a need to address a specific safeguarding or quality issue. 
If this is the case Healthwatch Blackpool will follow local         
safeguarding and escalation guidance. 


 


 We don’t handle individual complaints but we can signpost you in 
the right direction for complaints and information regarding health 
and social care services. 


 


 We look for trends within your feedback and produce summary    
reports of all views received showing the biggest issues raised, to 
help us decide which areas to prioritise for further research. 


 


 All information will be handled and shared in accordance with  
General Data Protection Regulation (GDPR) and Data Protection Act 
2018. We will take all necessary steps to ensure that your            
information is treated securely. 


 


 


I give permission for my responses to be stored by Healthwatch    
Blackpool in accordance with their privacy statement so that they can 
use it to help improve the delivery of health and social care services in 
the area which I live. 


 


  I give consent.            


 


  I do not give consent.                   
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1.   Have you accessed any health and social care services in the last 6 
months? Examples include, GP, mental health services, hospital etc...  


  Yes, I have accessed a service/services 


  No, I have tried to access services but couldn’t 


  No, I haven’t needed to access any services 


Other (please specify)  


 


2.   If you have accessed or tried to access services, which services 
were they and how was your experience of this? 


 


3.   How have services stayed in contact with you during the last 6 
months? 


 


4. How have you found this? 
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5. Have you accessed any needle exchanges during the last 6 months? 


  Yes 


  No  


  Prefer not to say       


  N/A 


6. Where are you accessing your needle exchanges? 


7. If you have chosen not to access needle exchanges during the last 6 
months, what are your reasons for this? 


8.   How have you found accessing your prescriptions over the last 6 
months? 
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9.   Have you needed to access any mental health services/support dur-
ing the last 6 months? 


  Yes 


  No 


  Prefer not to say 


10. How did you find this? 


11.  Do you have any ideas of areas for improvement within mental 
health services/support? 
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12. Are you offered any screening/annual health check/medication re-
views? If yes, do you attend and are there any barriers to attending? 


13. How could services improve and provide you with better support? 


14.  Would you like to tell us anything else about health and social care 
services? 







 


6 


Demographic Questions: 


By telling us more information about yourself, you will help us to 
better understand how peoples experiences may differ            


depending on their personal characteristics. If you do not wish to 
answer any of the questions below, you do not have to.  


What is your gender?  


Male         Female        Non-binary        Prefer not to say         


Other (Please specify)    


  


What is your age? (please circle) 


Under 18       18-24       25-34       35-44       45-54       55-64       65+ 


 


Where are you currently residing? (please circle) 


Hostel             B&B             Rough sleeping             Sofa surfing 


Emergency Bed Unit         Own accommodation         Prefer not to say 


Other (Please specify)  


  


Do you feel happy with where you currently reside?  


In which area do you currently live? 


How long have you lived there? 


0-6 months               7-12 months               Over 12 months        


 


I was born there               Prefer not to say          


Thank you for participating in this survey 


We really appreciate you taking the time to provide your feedback 
on local health and social care services. You have the right to with-
draw your responses at any time, should you wish to do so please 
don't hesitate to contact us on: 


0300 32 32 100 (option 4)           enquiries@healthwatchblackpool.co.uk 






