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Ending Discharge to the Street - A long-term project

2012 -2015

e 70% of patients who are homeless discharged to the street

¢ Intermediate care seen as an “elderly care model”
¢ First Homeless Hospital Discharge Fund (£10 million)

2016-2020

e Evaluations confirm specialist homeless hospital discharge teams and step-down intermediate care
are effective and cost effective (compared to standard care).

2021-2023

¢ NICE Guideline 214 confirms specialist intermediate care is “value for money”

¢ Hospital Discharge Operating Model recommends the commissioning of specialist homeless intermediate care
services — Local Government Association Guidance Published

¢ Out-of-Hospital Care Models (OOHCM) Programme - £16 million to “roll out” specialist intermediate care in 17 test
sites across England.

* 5% discharged to street

* New intermediate care framework published — Therapy led but flags importance of housing and homelessness
* OOHCM projects scaling back not up
¢ Media reports discharge to street increasing

2024 — What next?



Evaluation of the Out-of-Hospital Care* Models Programme (OOHCM) for People
Experiencing Homelessness

Aims and Objectives of the OOHCM Programme and Evaluation

The overall aim of the OOHCM Programme was to ‘roll-out” models of out-of-hospital care that could be
sustainably financed and incentivise collaboration. The objectives were:

* Provide an understanding of the most effective way of implementing (scaling) specialist out-of-hospital
care

* Describe how models are being integrated into the new D2A hospital discharge operating model

* |dentify the challenges that remain to systems and service delivery that require changes outside the
direct control of organisations in the locality.

* Further test the key components of effective and cost-effective models especially where they have not
previously been brought together into a single system.

*What is out-of-hospital care? A range of services that support people to leave hospital quickly and
safely. Includes discharge teams in hospitals and short-term support in the community (called step-down

intermediate care).
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What did the test sites deliver? Integrating specialist care as part of
the new Discharge to Assess (D2A) operating model

On the Wards
Clinical In-reach

Care Transfer Hubs

Includes housing and homeless professionals — Duty to Refer

Discharge to Assess (D2A) Umbrella

[“]

Pathway O - Discharge to Street

Pathway 2: Bed-based

Community hospitals

Pathway 3: Nursing Home

Admissions that are likely
to be permanent.
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E Cornwall “Stay at Home”
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Oxfordshire Step-Down
Houses

Mildmay Hospital London

Specialist P1/P2/P3

The North Central London
Specialist Homeless
Intermediate Care Team

6 WEEKS

Assessment under the Care Act 2014
After time for recovery and when active rehabilitation is

completed
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Target Numbers of Patients to be Discharged on Each D2A Pathway
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Cornwall - A Very Comprehensive Well Integrated Model

S

Person is medically optimised by the acute or community hospital but homeless — referred to Homeless Hospital In-
reach Team. OOHCM Funding increases team from 2-3 patient advisors

Home First
The person is safe to be at home or in temporary accommodation

Bedded Care
The person is not safe to be at home

Pathway

\-./1

Pathway

Pathway

B
- D

3 Step-down Houses
Commissioned
(1 fully accessible)
15 beds

s
a N

Care Homes
No specialist support
commissioned

S = i

TRUSTED ASSESSMENT

Stay at Home — Specialist CQC Reablement Team

Housing Prevention & Engagement Workers — identifying move on

in 6-12 weeks

AU /

Adult Social Care — Completes Care Act, 2014 Assessment if required after 6 weeks




Evaluation of the Out-of-Hospital Care Models Programme for People Experiencing
Homelessness

Methodology
National IC Audit Framework Qualitative Evaluation
Questionnaires ( ) g D\
EQ-5D
Patient Experience Positive
b 4 e Professional and
. . 3 Service user
Hospital statistics Test Sites Interviews (n=60) &
»  |dentified for Observations of
- 2 In-depth Practices
Service Delivery Study
Costs )
Quarterly J \_ Y, \ /
Monitoring . .
i g Quantitate Evaluation

L. Economic Evaluation & Discreet Choice Experiment
Standardisation of Over 50

Metrics
Dashboards for Each Test

First National Dashboard for Specialist Intermediate Care 2022/23

W
College

Universityof LONDO!
Salford

MANCHESTER

He LONDON SCHOOL
or ECONOMICS anp
POLITICAL SCIENCE ®




National Audit of Specialist Intermediate Care for People who are Homeless

Financial Years 2021-22 & 2022-23
OXFORDSHIRE (Pathway 2 Step-down Services)

Investment and Budget Release

£196K  |nvestment for service delivery
‘v £161K n Pathway 2 services per year

£3.7K Costs per person per
£3.171  accepted

Total NHS budget release for
m £42K financial years 2021-2023

(re-allocatable resources)

Overall impact of public investments
v Providing specialist step-down services for
people who are homeless is value for money
v It frees up resources for the NHS (£42K) and
other public budgets’
v Itimproves or prevents a deterioration in
health and wellbeing outcomes

Key Findings at a Glance for the Financial Years 202122 & 2022-23

Pathway 2 Outcomes

268 85%  Acceptance rate 4
69% (51/58 referrals) o
Aggregate Figures for 2021-2023 ’ &
. ordshire
o 61% People experienced better
or unchanged QALY?

“«* 100
%

A 8%

B 25%

KR s6%

People reported being
treated with dignity and
respect o Beds across 2 houses

People did not sleep rough
after leaving step-down

Decrease in emergency services (2021-23)
admissions
Length of Stay

People accepted in
Q Pathway 2 step-down

Decrease in A&E visits
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Number of Number of Cost per person  ZiUE
staff members  people accepted accepted 1

(Average value per fnanual year) (For the entire period 2021-23)
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(For the entire period
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@ @ i National Dashboard for Specialist Intermediate Care I_SE e LONDON SCHOOL

2021-23)

_ ; days
£12,733 /r\
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days

110% « 71%

Outcomes*

% Early self-discharge* % People that felt

“sleeping|rough being treated with

% % afferdischarge dignity and respect
e
S AR ® ":‘

5.1% 7.1%

Number of beds 91%

(Average value per financial year)

e—y e

50 beds 93%

5%
% People with improved - unchanged -
worse quality of life outcome (QALY*)

l1day 9days sdiaisued 64% A
| C10% JL 9%

Waiting times*
Between referral and assessment

% Care Act assessments* ;
Completed against patient numbers % Unchanged (0574

LN | oz
D | o Worse @ m
Note: The mietrics refer to'the 10 sites that have pravided a complete setiof information: More

o, o, details: https://www.Ise.ac.uk/cpec/research/OOHCM/integrated-management-dashboards
1 3 a 0 A) 40 A 5 ,/0 *We calculated the total estimate for the entire period 2021-23, rather than the average estimates
between the two financial years "Quality-adjusted life years.




What were
the facilitators
of successful
mobilisation?

Ambitious planning and visionary
leadership

Appointing a skilled test site manager
who adopted the role of ‘single system
coordinator’ and integration mechanic

Embedding standard ‘patient flow’
measures such as ‘trusted assessment’
and ‘escalation’

Prioritising support for front line staff
though reflective practice, training, good
supervision and personal budgets



What were the barriers” to
successful mobilisation?

Overcoming the main barriers to effective implementation all require
changes outside the direct control or organisations in the locality.

e Improving workforce planning at a national policy level to address
the recruitment and retention crises in health, housing and social
care.

e Increasing capacity in mainstream health and social care services
to ensure better access to assessment in step-down, particularly
Care Act, 2014 assessments and therapy-led assessments.

e Increasing capacity in longer-term care and support to prevent
specialist services from ‘silting-up’.

e Addressing the housing shortage and complex underpinning
legislation (e.g. local connection rules) that further contribute to
services silting up.

e Poor quality data/lack of capacity and demand modelling.

* Most are already acknowledged as priorities for action in NHSE’s (2023a) intermediate care framework
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* Challenging economic climate meant no scope for new service
developments to be ‘routinised’ in baseline budgets.

e Continued reliance on short-term funding: many services ‘limping along’.

Little scope to scale-up despite need

for 3-4 fold increases in provision

* Rolling back

* Watering down

* Fragmentation

* Decommissioning

* Health inequalities still not being tackled as part of routine
transformation work around delayed discharges.

* A ‘nice to have’ that commissioners will only fund once they have
tackled what they perceive to be other more pressing pressures.

* No evidence that Better Care Fund (BCF) tackled health inequalities
through the OOHCM Programme — but some hope for the future...



Summary - Still more to do!

2012 -2015

e 70% of patients who are homeless discharged to the street

e Intermediate care seen as an “elderly care model”
¢ First Homeless Hospital Discharge Fund (£10 million)

2016-2020

eEvaluations confirm specialist clinical in-reach plus step-down is effective and cost
effective (compared to standard care)

2021-2023

¢ NICE Guideline 214 confirms specialist intermediate care is
“value for money”

e NHSE Hospital Discharge Operating Model recommends the
commissioning of specialist homeless intermediate care services

¢ Qut-of-Hospital Care Models (OOHCM) Programme - £16 million
to “roll out” specialist intermediate care in 17 test sites across
England.

e 5% discharged to street

* New IC Framework
* OOHCM projects scaling back not up
e Media reports discharge to street increasing

2024 — What next?

Recommendations

Funding should be multi-year and
recurrent, ending, as far as possible,
the use of small in-year funding pots
such as winter pressures funding (so
called ‘penny packets’).

To achieve a decisive shift ‘upstream’,
towards prevention, proactive
population health management and
tackling health inequalities, there is a
need to establish a baseline of current
investment in prevention, broadly
defined, within each ICS from which
progress can be measured.

Pooled and aligned budgets such as the
BCF need to be more transparent and
inclusive.

Challenge the view that specialist
intermediate care for homeless patients
is a ‘nice to have’. In the current
challenging economic climate, this
might be best achieved through a data-
driven approach

(Hewett Review 2023)
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