
Request for Proposals  
 

Development of a Business Plan 
To Establish Support for  Medical Respite/Palliative Care Service 

 For Individuals Experiencing Homelessness in London 
August 1, 2013 

 
 
 

INTRODUCTION & INVITATION 
 
A number of key  organizations have come together in response to a need for a medical respite and 
palliative care service to support individuals experiencing homelessness in London.  A Steering 
Committee has been formed to pursue the implementation of such a service.  Our organizations 
regularly witness people whose health is deteriorating because they are not considered sick enough 
to be in hospital yet they are too sick to return to emergency shelters or the street, or whose co-
occurring issues including addictions are not admitted.  Likewise, we experience individuals who, as 
they near the end of their lives, do not have an appropriate place to be cared for in their final days.    
 
We are inviting individual consultants and consulting firms to submit a proposal for the development 
of a detailed business plan that would consider the need and options to support this population.  
While one option is to review a dedicated facility other options including partnerships with agencies 
providing palliative and respite services.  The Consultant would prepare a draft funding proposal  with 
an aim that the Steering Committee will submit this  to the SW LHIN and other funders in January, 
2014.   
 
PARTNER ORGANIZATIONS 
 
The following organizations have met over the past several months to consider this need.    
 

 Salvation Army Centre of Hope 

 John Gordon Home 

 Mission Services London 

 London Intercommunity Health Centre 

 Unity Project 

 Western School of Nursing 

 City of London 

 CCAC London-Middlesex 

 St Joseph’s Hospice London 

 Addiction Services Thames Valley 

 Centre of Hope Family Health Team 
 
LEAD ORGANIZATION  
 

The Lead Organization throughout the duration of the process to retain and contract with a consultant 
is the London Regional AIDS Hospice known as the John Gordon Home.  The John Gordon Home is 
not the identified Lead Organization for the Medical Respite/Palliative Care Service.  
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BACKGROUND 
 

The health challenges faced by individuals and families  experiencing homelessness are well 
documented in the literature.  This is supported anecdotally in London, Ontario, where those in both 
the health and social services have long expressed concerns that our current medical system is 
failing these individuals in some manner.  This initiative started as a reflection that street level health 
outreach might fill some of the gaps, but pursuit of this direction led to a larger review of health 
services for those experiencing homelessness.  The report from this review is available for download 
at:  
 
http://www.abeoudshoorn.com/wp-content/uploads/2013/02/Health-Services-and-Homelessness-
2011-FINAL.pdf.  
 
Subsequent to this review of health services, the working group looked specifically at the health 
needs of 19 individuals considered to have barriers in achieving housing stability , and receiving 
intensive case management services through London CAReS.  At the same time as this process was 
unfolding, a group of service providers led by shelter and healthcare providers began to meet to 
address the particular gap of respite or infirmary care.  There was a shared concern in the community 
that individuals experiencing homelessness were being discharged from hospital or long-term care 
without the adequate supports to meet their health needs.  This was leading to poorer health 
outcomes as well as increased use of services, such as hospital readmissions or emergency room 
use.  Healthcare providers shared frustrating anecdotes of individuals with wounds, new diagnoses, 
difficult to manage medications, or requiring physiotherapy ‘disappearing’ into the community, while 
shelter providers spoke of the high degree of health needs of individuals accessing their services that 
were beyond the expertise of staff. 
 
The London Community Housing Strategy and the London Community Plan on Homelessness were 
approved by Council in 2010 and are both based in a Housing with Support approach or Housing 
First approach. The Plans are rooted in the philosophy that the solution to homelessness is Housing 
with Support. The London Homeless Prevention System combines the directions of the London 
Community Plan on Homelessness and the principles of the Provincial Community Homelessness 
Prevention Initiative into a three year Implementation Plan. 
 
It has been the historical and often current practice that individuals and families experiencing 
homelessness were expected to address the issues that led to their homelessness such as trauma, 
addiction and mental illness before they were housed. A Housing with Support approach shifts the 
priority to move individuals and families quickly into housing with support, and then begin to work on 
the issues that contributed to their homelessness. A Housing with Support approach assists 
individuals and families by seeking out and supporting the right housing, at the right time, in the right 
place, with the right level of support to develop lasting housing stability.   The actions within London’s 
Homeless Prevention System are organized into four areas of focus: Securing Housing, Housing with 
Support, Housing Stability, and Shelter Diversion.  This approach is the focus of our efforts related to 
supporting individuals experiencing homelessness requiring palliative and respite care. 
 
Not wishing to duplicate existing services which are working well for some members of the 
community, we took time to clarify exactly who is struggling the most.  Therefore, we have defined a 
very particular group of people experiencing homelessness with particular health needs which is: 
 

http://www.abeoudshoorn.com/wp-content/uploads/2013/02/Health-Services-and-Homelessness-2011-FINAL.pdf
http://www.abeoudshoorn.com/wp-content/uploads/2013/02/Health-Services-and-Homelessness-2011-FINAL.pdf
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1. Those who are well enough to be discharged from hospital but are too ill  to return home 
recognizing that discharge to an emergency shelter is discharging someone into absolute 
homelessness; or 

2. Those who have behavioural or health concerns (such as addictions and mental illness) that 
have limited their options for healthcare and are too ill for shelter (ex. have been discharged  
out of long-term care for failing to comply with the rules); or 

3. Those who have behavioural or health concerns who have left hospital against medical advice 
(AMA) and are too ill for shelter; and 

4. Whose health needs cannot be met with existing services. 

 
These individuals represent those who are most in need of alternatives and are those considered not 
able to be served  within the existing modalities.  These are primarily individuals with co- occurring 
mental health, addiction and trauma issues, often combined with negative coping/survival behaviours.  
Consider the following case: 
 
 
 
 

 
 
 
 
 
 
 

 
 
 
 
This is the type of complexity that challenges existing modes and resources.  If not well supported, 
these individuals end up consuming a massive amount of time and resources through interaction with 
social services, emergency services, police services, and acute care services.  Without intensive 
support, you could anticipate John being admitted on a Form 1, and/or requiring a subsequent 
surgery up to and including amputation, and/or ending up in intensive care, and/or dying.  You could 
change the case to have him female, addicted to alcohol, suffering from an acute respiratory 
condition, kicked out of long-term care, and showing up at a walk-in clinic, and the challenges would 
be much the same. 
 
So why respite?  Medical respite care for people experiencing homelessness is a well established 
service to: 
 

 Assist those particularly with active addictions in a high tolerance and harm reduction 
environment; 

 Provide temporary housing until the medical need has passed; and 

 Provide dignified palliative care for those with health and social complexities; 

 Provide discharge planning to housing with support following a respite stay  

 

Research has demonstrated a number of positive outcomes from this service for both improved 
health outcomes and decreased use of hospital resources, particularly through decreased re-
hospitalization.  For example, Fourth Street Clinic in Salt Lake City, Utah, which provides a network of 
respite care crossing multiple models, serves an average of 337 patients a year, and includes 
healthcare providers who are both mobile and on-site.  Overall, the key finding of health outcomes is 

John is a 39 year old male who has been moving between shelters for the past 2 
years, but intermittently homeless over the past 13 years.  John is a poly-substance 
user as well as having been diagnosed in the past with all of: depression, bi-polar 
disorder, and schizophrenia.  John was assaulted 3 months ago, resulting in a 
compound fracture of his tibia.  Following an open reduction internal fixation surgery, 
John has returned twice to hospital for both a wound infection and cellulitis.  John left 
the hospital AMA yesterday after a confrontation with staff regarding suspected 
misappropriation of medication.  Although connected with CCAC during his stay, he 
made no plan for an address subsequent to his impromptu exit, and shows up at crash 
beds.  He has a large leg dressing, visibly oozing, has difficulty walking, but told staff 
he would simply take off if an ambulance was called.  John needs to complete a course 
of antibiotics, he needs an x-ray to ensure the initial hardware is still in place, and he 
needs ongoing physiotherapy to assist him with ambulation. 
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that all patients are discharged in relatively stable condition.  Similarly, a review of a 20-bed shelter-
based respite centre in Ottawa, Ontario, over a 3 year period found the following outcomes: 
 

 18.6% obtained a new family physician, 

 59.2% achieved medication adherence, 

 55% achieved appointment adherence. 

 

A similar study in Amsterdam over 7 years found that only 5% of respite patients saw a worsening of 
their condition while in care.   
 
Outcomes have also been demonstrated in terms of decreased service use in the context of full 
medical respite services.  Ultimately, respite services lead to less time in hospital, whether it be 
calculated as overall days admitted or hospital readmissions.  A review of hospital records in Boston 
over a period of three years demonstrated that a 90-bed respite program led to a 50% decrease in 
odds of readmission compared to discharge to shelter or own care.  This also represented lower odds 
of readmission than discharge to long-term care.  The authors hypothesized that the mean cost 
savings of $1,935 per patient would cover the additional cost of respite services over-and-above long-
term care, though it did not cost against shelter or affordable housing.  In Chicago, researchers 
demonstrated decreased overall days in hospital due to medical respite care.  In a three year 
retrospective review, use of a 60-bed respite home resulted in 4.7 fewer hospital days per year 
compared with a control group (those turned away due to unavailability of beds).  This is significantly 
higher than the 0.5 days achieved by the supportive housing model reported above, and equates to a 
58% reduction.  Ultimately, those receiving respite care cost $706 less per day of care. 
 
Therefore, we predict the following outcomes: 
 
Health Outcomes 

 Deemed healthy enough for discharge from facility to housing with support 

 Or, dying with dignity 
 

Additional Outcomes 

 Patient’s enhanced perceived health and wellbeing 

 Better Medication management (ex. appropriate antibiotic) 

 Medication and treatment plan compliance 

 Increased self-management of condition 

 Reduced harm of substance use 

 Relational engagement with healthcare team (onsite or offsite) 

 Supported cross sectoral case planning and management 

 Other measures of improved health (ex. decreased viral load in case of communicable diseases, 
increased ambulation, progression of wound healing, etc. 

 Improved relationship to family 

 Improved housing with support and housing stability 
 

SCOPE OF WORK 
 

The primary responsibility of the selected consultant will be to develop a comprehensive and 
compelling business plan in the context of a funding submission to the Southwest LHIN and other 
funders.    
 
 
 
 



5 
 

Specifically, the consultant will: 
 

1. Work with a Steering Committee of 3-4 representatives of the participating organizations to 
develop the business plan and funding submission.  The funding request will include budgets 
for capital and operating expenses. The plan will be completed by December 13, 2013.  

2. Consult with individuals  experiencing homelessness to learn how a medical respite and 
palliative care service and supports should be created to best serve their needs.  

3. Consult with all members of the committee representing the participating organizations to learn 
their perspectives on how a medical respite and palliative care service could best serve this 
population and the community. 

4. Consult with other community members as appropriate. 
5. Consult with other London based healthcare organizations who serve individuals covered by 

this service. 
6. Consult with Homeless serving agencies and the City of London to determine housing with 

support following discharge from respite 
7. Recommend a  range of options to provide an appropriate response including a proposed 

location,  lead organization and partnerships for this service. 
8. Ensure the plan aligns with the Southwest LHIN 2013-2016 IHSP and the more 

comprehensive and longer range plan outlined in the Health Services Blueprint for the 
Southwest LHIN and the London Community Plan on Homelessness and the Homeless 
Prevention System   The plan will demonstrate improved outcomes for those we serve with 
improved cost efficiency for the system as a whole.   
 

 
CONSULTANT SKILLS AND ATTRIBUTES 
 

 Knowledge of community based primary care, community  
development, health promotion, harm reduction, interdisciplinary teams 

 Demonstrated experience with working with individuals and families with lived experience. 

 Experience in community engagement, priority setting,  
development of clear and measurable objectives 

 Demonstrated knowledge of working with diverse organizations based on 
ethno-cultural background, age, gender, experience, disability, and sexuality, 

` lived experience of homelessness and at risk of homelessness 

 Demonstrated knowledge of the Local Health System Integration Act¸ and the 
impact of LHINs from a funding and planning perspective  

 Ability to work collaboratively with stakeholders 
 
 

SUBMISSION REQUIREMENTS 
 
We are requesting proposals from a Consultant who is both interested and capable of undertaking the 
project. 

  
i. The onus is on the Consultant to show their knowledge, understanding and capacity to 

conduct the work outlined in the Request for Proposal.  
ii. The responses will be assessed according to how well they assure success in relation 

to submission requirements. The detail and clarity of the written submission will be 
considered indicative of the Consultants expertise and competence.  
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iii. All information provided in response to this Request for Proposal must contain sufficient 
detail to support the services being proposed. Incomplete submissions will not be 
considered.  

 
Your proposal must, at a minimum: 

 
i. Provide detailed contact information for the principal contact person 
ii. Provide a resume of the consultant’s work  
iii. Provide a description of the work to be undertaken; 
iv. Identify the community engagement process; 
v. Identify all expected and measurable results within a specified timeframe as well as how 

the expected results will be measured; 
vi. Provide evidence of ability to perform the proposed project; 
vii. Provide a fee and cost schedule; and, 
viii. Provide three (3) professional references which include the name of the organization, 

the contact person, telephone number and address. 
 
SCHEDULE 
 

The following is a tentative schedule of key dates to assist the applicants:  
 

Deadline for Consultant Inquiries (see 
below) 

Friday, August 16, 12:00 pm 

Proposal Close Date Friday, August 23, 12:00 pm  

Evaluation of Proposals Tuesday, August 27, 9:30-11:30 am  

Interviews  Sept 4 and Sept 6  

Award of Proposal  September 9  

First Meeting with Steering Committee September 11, 2:30-4:30 pm 

First Meeting with Full Committee Friday, Sept 13, 9:30-11:00 am 

Completion of Draft Business Plan and 
Funding Proposal 

December 4, 2013 

Completion of Final Business Plan and 
Funding Proposal  

December 13, 2013 

 

 
SUBMISSION CLOSING 

 

Friday, August 16, 2013, 12:00 PM 

 
SUBMISSIONS TO 
Bruce Rankin, Executive Director 
John Gordon Home 
brucerankin@lrah.ca 
519.433.3951 

mailto:brucerankin@lrah.ca
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OTHER 
 
Proposal Irrevocable 
 
Subject to the Consultant’s right to withdraw a proposal prior to the RFP Closing Date, 
proposals will be irrevocable by the Consultant and will remain in effect and open for 
acceptance by the Steering Committee and John Gordon Home until September 30, 2013. 
 
Addenda 
 
The issuance of addenda will be the only method recognized for revisions to the RFP 
document. The Steering Committee will make its best effort to issue addenda within 
a reasonable period of time. 
 
Insurance 
 
The successful consultant will provide evidence of insurance.    
 
Clarification and Verification of Proposal 
 
The Steering Committee reserves the right to seek clarification and supplementary information from 
Consultants after the bid submission deadline. The response received by the Committee from a 
Consultant shall, if accepted by the committee, form an integral part of that Consultant’s submission. 
The Committee reserves the right to verify any Consultant statement or claim by whatever means the 
committee deems appropriate and may reject any Consultant statement or claim, if in the judgment of 
the Committee, the statement or claim appears unwarranted or not credible. 
 
Consultant Inquiries 
 
All inquiries regarding this RFP should be directed in writing via email to Bruce Rankin 
(brucerankin@lrah.ca) . The deadline for inquiries is August 16, 12:00 pm. Bruce Rankin  will issue a 
summary of questions and answers to all prospective Consultants. Consultants that submit inquiries 
will not be identified in communication with prospective Consultants. 
 
Conflict of Interest 
 
Each proposal must include confirmation that the Consultant does not and will not have any 
conflict of interest (actual or potential) in submitting its proposal, or if selected, with its contractual 
obligations under the Contract. Where applicable, the Consultant must disclose in its proposal, 
information pertaining to any situation which may be a conflict of interest in submitting a proposal or, if 
selected, with the contractual obligations of the Consultant under the Contract. 
 
The proposal of any Consultant may be disqualified where that Consultant fails to provide 
confirmation of the foregoing or makes misrepresentations regarding any of the above. 
 
Further, the Steering Committee, in addition to any other remedies it may have in law or in equity, 
shall have the right to rescind any contract awarded to a Consultant if the organizations, in their sole 
discretion, determines that the Consultant made a misrepresentation regarding any of the above. 
 
 
 

mailto:brucerankin@lrah.ca
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Type and Term of Contract for Services 
 
The selected Consultant will be required to enter into a Services Agreement with the John Gordon 
Home for up to six months.  The RFP and the Consultant’s Proposal will become part of the 
Services Agreement for the selected Consultant. 
 
Costs 
 
The Consultant will bear all costs associated with or incurred in the preparation and presentation of its 
proposal. Neither the failure of the Consultant to understand the RFP, nor the John Gordon Home‘s 
rejection of any or all proposals, will render the John Gordon Home and their respective affiliates 
liable for any costs, penalties or damages. The Consultant will not hold the organizations and their 
respective affiliates liable for any error or omission in any part of this RFP.  
 
Confidentiality 
 
All information distributed in connection with this RFP is confidential, and is to be used for 
the sole purpose of completing submissions and are to be used for no other purpose unless 
prior written consent has been provided by the John Gordon Home. All material and information 
distributed will remain the property of the John Gordon Home to be used at their discretion. 
All candidates electing not to submit a proposal will dispose of any and all confidential 
information within in a responsible manner. 
 
Governing Law 
 
The RFP, the Consultant’s proposal and every document that will be required to be executed by the 
parties pursuant to the RFP will be governed by the laws of Ontario and the laws of Canada 
applicable therein, without reference to their respective conflict of laws.   
 
Failure to Enter into Agreement 
 
If a selected Consultant fails to execute the Services Agreement within a period of 30 days 
of notice of selection, the John Gordon Home may, in its sole and absolute discretion and without 
incurring any liability, rescind the selection of that Consultant. 
 
Notification to Other Consultants 
 
Once an Agreement is executed by the successful Consultant and the John Gordon Home, the other 
Consultants will be notified by the John Gordon Home in writing of the award of the contract to the 
successful Consultant. 


