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Our People 
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☒ 
Progress our Just 
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and carers 
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Resources 
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technology 

 

☒ 
 

Improve our  estate 
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Corporate Services 

  
Our Future 

 

☒ 

 

Develop Provider 
Alliances 

 

☐ 
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research and 
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☐ 

 

Commercialise our 
knowledge 

 

Alignment to 
the Quality 
Domains: 

STEEEP  ☒ Safe ☒ Timely ☒ Effective ☒ Efficient    ☒ Equitable ☒ Person-centered 

CQC  ☒ Safe ☒ Responsive  ☒ Effective ☒ Caring ☒ Well-led 
 

Purpose of Report: To allow members of  the Board to: 

 

1) Understand the work programme to support development and delivery of 

Integrated Care Teams across South Sefton (Phase 1 May 2019 – March 2020) 

pre COVID-19. 

2) To provide an update on service changes made to support COVID-19 response, 
particularly in respect of support for vulnerable people such as residents in care 
homes. 

3) To provide a performance update against expected trajectory for Phase 1. 

4) To outline high level next steps for 2020/21 Phase 2. 

Recommendation: The Board is asked to: 

 

1) Note the contents of the report and progress made. 

2) Note key next steps in planning for 2020/21. 



EXECUTIVE SUMMARY 
 
1. The health and care system in North Mersey is currently out of kilter with the needs of 

the population it serves. A changing and growing need, increasing public expectations, 

new technologies and workforce challenges and COVID-19 pandemic all necessitate a 

new system model of care. 

 
2. This report aims to provide the Board with an update on the work that has been 

undertaken to date during Phase 1 of the ICT Programme (April 2019 – end of March 

2020 pre COVID-19); changes to ICT arrangements to maximise support during COVID- 

19 period – particularly in supporting care homes;  outline high level next steps in terms 

of how we plan to continue to work collaboratively with social care and other partners 

including the voluntary sector (Sefton CVS) to enable integrated care being effectively 

delivered for the South Sefton population. 

 
3. One of the key priorities for the Sefton Provider Alliance is to develop highly effective 

Integrated Care Teams (ICT’s) who serve a population of 30-50,000. Teams include 

social workers, primary care; mental health practitioners, medicines management, 

voluntary sector; community matrons, district nurses, allied health professionals, 

integrated care co-ordinators etc. 

 
4. Mersey Care and Sefton Local Authority are working collaboratively with all partners on 

the development and implementation of Integrated Care Teams (ICT’s) on behalf of 

Sefton Provider Alliance. 

 
5. We have scaled up our learning from 4 pilot areas in Liverpool and South Sefton where 

we tested the ICT Model during the first quarter of 2019 (Bootle, Crosby, Aintree and 

Childwall) which then enabled the learning for how integrated care teams should 

operate to be mobilised across all 16 neighbourhoods (Liverpool and South Sefton) by 

the end of October 2019 and each team subsequently achieving 70% effectiveness 

as measured by our locally-developed tool, by April 2020 (Appendix 1). 

 
6. An average increase of 43% effectiveness score across all ICT’s from baseline position 

in April 2019 to 31st March 2020 has been achieved.  We have monitored progress 

utilising a quality improvement approach as evidenced in the ICT Dashboard (Appendix 

2). 
 

 
7. Since the COVID-19 pandemic commenced Mersey Care has looked to ensure its 

community resources are utilised effectively to support vulnerable people. As such the 

Trust has worked with a number of partners including the CCG and LA in respect of 

preparing a clearly articulated outline of its response to support care homes. This 

document has been agreed by the Sefton Care Home Cell and is attached for 

information (Appendix 3).  We have used some ICT resource to support this work. 

 
8. All partners will work together to ensure the health and care system in Sefton is able to 

reset and reshape utilising the learning from the COVID-19 period thus far so that we 

are able to effectively respond to on-going peaks as required. The work that has been 

undertaken over the past 12 months in the development of Integrated Care Teams 

has assisted with our response to the pandemic from March to May 2020 and will act as 

a platform for continuing on our journey to new ways of service delivery and new ways of 

working.
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BACKGROUND  AND SYSTEM CONTEXT 
 

 
 

9. Provider Alliances have been formed in Sefton and Liverpool to have greater impact 

using collective resources to improve health and social care outcomes for the local 

population. Partners are signed up to a shared model of care for the integration of 

community based health and social care services, with a focus on prevention, self-care 

and making the most of the community assets already available. Provider Alliance 

priorities are noted in the diagram below. 
 

 
 

 
10. Over the last 12 months, the Provider Alliances have articulated a new all-age 

community model of care, with ICT’s at 30-50,000 population level forming the foundation of 

this model. This has been tested through four pilot sites (Bootle, Crobsy, Childwall and 

Aintree) and learning from these has informed our roll out plan, which saw ICT’s mobilised 

in all neighbourhoods by the end of October 2019 and each team achieving 70% 

effectiveness as measured by our locally-developed Team Maturity Matrix Tool, by April 

2020. 
 

 
11. Key features of the new community model are: 
 

 
• A case management approach via a Care Co-ordinator will enable services to be 

wrapped around the needs of individuals with long term conditions. This is a 

targeted, community-based proactive approach. 
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 A single integrated point of access as well as ensuring multi-dimensional assessment 

and personalised care planning is integral to the support of those groups of patients 

who are particularly at risk of hospital admission – the frail elderly, those with 

enduring mental health problems and those with complex co-morbidities. 

 The role of specialty community staff and hospital consultants will increasingly be to 

support ICT’s through advice and guidance, training and education and direct clinical 

consultation. 

 We will ensure that community services make better connections to the people and 

communities they serve to tap into the strengths that are already there via clearly 

articulated neighbourhood collaborative arrangements. 

 Access and use of technology will be improved and technology partnerships will be 

developed to enable integrated working. 

 
12. The shared vision in the context of this work is that in five years time, we will: 
 

 
• Improve the co-ordination of patients care by delivering fully integrated care at 

neighbourhood (PCN) level. For example, care will be integrated for people with 

complex lives which draws together mental health and physical health care, social 

care and the third sector to improve outcomes. 

• Predict and prevent the increasing acuity of people’s needs; identifying those 

people most at risk from deteriorating health and wellbeing and targeting earlier 

interventions and proactive care. Mersey Care will also enhance its preventative 

interventions alongside its core treatment services through our Life Rooms and 

through working in partnership with voluntary sector, particularly Sefton CVS and 

primary care partners. 

• Increasingly operate as a platform of integrated care across the health and care 

economies that we operate in, and we will develop formal alliances and contracts to 

reflect this transformation over time. Rather than providing services through 

separate organisational units that concentrate on narrow sets of interventions, we 

believe that in the next five years outcomes can be maximised through systems that 

are accountable for the end-to-end patient journey. 

• Providing access to clinical excellence in the community to reduce the reliance on 

both outpatient and inpatient services. 

• Our system will need to reset and refocus using the learning form COVID-19 and 

will be more responsive and agile enough to respond to any on-going peaks and will 

be more able to support any impacts on acute and community services as a result. 

See below NHS Framework and key principles. 
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INTEGRATED COMMUNITY CARE TEAM (ICT) IMPLEMENTATION PRIOR TO COVID-19 
 
13. Our ICT Phase 1 Implementation Plan aimed to ensure that all teams in South Sefton are 

highly effective and as such developed, in partnership, a robust tool to measure 

effectiveness as can be seen in Appendix 1. This tool was agreed with all partners. 

 
14.We worked with all our key partners to ensure that each team improved their 

baseline position using the Maturity Matrix definitions by 20% by the end of October 

2019 and that all teams are at 70% or above effectiveness by the end of March 2020. A 

detailed service specification for Integrated Care Teams has also been developed with 

internal divisions and external partners.  This will need to be refreshed using opportunities 

from COVID response period. 
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CURRENT PERFORMANCE AGAINST TRAJECTORY (Phase 1) 
 
15. The scale up from the four pilot sites commenced in April 2019. The ICT’s have seen an 

average of 43% improvement (up until end of March 2020) across Liverpool and South 

Sefton as can be seen from the graph below. 
 

 
 
16. All ICT’s have developed detailed improvement plans. The individual plans focus on 

tasks and areas within the diagnostic scoring tool where improvement has been identified. 

QI methodology is undertaken, and a number of tests and studies are carried out. The 

learning is then shared between clinical teams and adapted on a wider footprint if 

successful. 
 
17. The chart below aims to visualise the progress each South Sefton ICT has made since 

scale up commenced. This information also allows the ICT Core Support Team to 

performance manage progress and act in a timely manner if negative variation against 

performance occurs. 
 
18. All 4 ICT’s in South Sefton delivered against plans to achieve the 20% goal by October 

2019 and are now operating at the goal of 70% maturity by April 2020. 
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WHAT DIFFERENCE HAS THIS APPROACH MADE TO PATIENTS/SERVICES USERS 
 
19. Patients/Service Users Impact 
 

The integrated team approach is already having a positive impact on patients and service 

users, as can be seen from the two examples below. 
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WORKFORCE ENGAGEMENT AND IMPACT 
 
20. Staff Collaborative Events 
 
As part of the ICT Programme we have had bi-weekly, then subsequently monthly 

Collaborative events which commenced in May 2019. A member of the Organisational 

Effectiveness Team has supported the collaborative sessions. This support has focused on 

engagement and the delivery of ‘taster’ sessions for future staff development modules to 

meet the needs of a place based workforce incorporating different organisations working 

together. These taster sessions have mirrored the agenda set within the ICT Programme 

focusing on People, Principles, Processes and IMT. 

 
The modules delivered to date have been: 

 
 The evidence base for team based working including the principles of team coaching 

 Vision setting 

 The 4 S Leadership Model (self, style, social and system leadership) 

 Creating psychological safety within teams to focus on a safety culture for staff and 

patients and ultimately improve the care delivered to patients. 

 Interpersonal skills, in particular influencing, assertiveness, listening, values and 

behaviours and communication skills. 

 Partnership working 
 
We are working with other key partners such as Sefton CCG, Sefton Local Authority, Sefton 

CVS etc on the development of a robust Team 100 Training and Development Plan. 
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21. PCN/ICT Integration Workshop Events 
 
We have undertaken ICT/PCN ‘Team 100’ Engagement workshops across South Sefton for 

all the localities. The outputs from these events have been: 
 

 Agreeing a set of operating principles for the extended Home Teams. 

 Capturing  from  each  partner  what  they  see  as  the  Health,  social  or  wellbeing 

priorities for their place (these will be triangulated with population health data) 

 Agreeing a vision for their place which all partners can agree with and articulate. 

 Develop and agree a robust action plan for the next 12 months. 
 
A questionnaire has been co-produced and developed with key stakeholders to establish a 

baseline for the teams as a measure to monitor the impact of working in an integrated 

manner which will be reviewed every six months. The 5 principles underpinning the 

questionnaire are: 
 

 Clarity and ownership of the vision 

 Shared ownership and psychological safety 

 Structure, systems, processes 

 Performance improvement and sharing good practice 

 External links and support 
 

 
22. Staff Impact 
 
The integrated working approach is having a positive impact on staff in a variety of ways, as 

shown from the two examples below. 
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INTEGRATED CARE TEAMS – HOW HAVE WE MAXIMISED OUR TEAMS DURING 

COVID 19 PANDEMIC? 

 
23. As noted previously the Integrated Care Teams have been invaluable to support the 
work that has been required to support vulnerable people as a consequence of the COVID- 
19 pandemic. We have ensured that the ICT Multi-disciplinary Teams have continued to 
undertake assessment, intervention and coordination of patient care by utilising remote 
technology to ensure that the most vulnerable people continue to receive an integrated 
approach to support their needs. The ICT Care Co-ordinator meets with the District Nurse 
Team on a daily basis through a daily huddle to ensure that any concerns or issues that can 
be supported via the ICT are identified and actioned in a timely manner. The ICT Co-ordinator 
also meets regularly with social work leads. 
 

 
24. The ICT have allocated 50% of the ICT Care Coordinator resource in South Sefton to lead 
on Advanced, and Anticipatory, Care Planning (ACP) to support care home residents make 
informed decisions with regard to planning for their final months, weeks or days of life. This 
vital piece of work, mandated by NHSE/NHSI in the correspondence from Mathew Winn on 1st 
May 2020, has been undertaken in collaboration with Local Authority, GPs and care homes 
and is expected to complete in June 2020 with the aim of “supporting the development of 
personalised and individually agreed treatment escalation plans for care home residents with 
care home teams, including end of life care plans and preferences where appropriate and 
drawing on available guidance and templates”. 
 

This programme of work has also supported the start of planning for the alignment of GP 
practices/Primary Care Networks (PCN) with care homes especially for those PCNs with care 
homes on Local Authority boundaries such as between North and South Sefton and Liverpool 
and South Sefton. This unforeseen benefit has allowed information from care homes and GP 
practices to be cross referenced and validated and has to date identified a number of residents 
within care homes who had not been identified by initial practice searches. Whilst this data 
validation exercise will initially support the alignment of care homes and their residents with GP 
Practices/PCNs it will also help to improve coding accuracy within emis. 
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25. One further development being led by the ICT in collaboration with Community 
Geriatricians is the pilot of the Community Complex Frailty MDT in South Sefton. Planned to 
start  testing period in mid May this will be the first community led complex MDT for frail elderly 
service users in Merseyside and will draw upon the extensive experience of community led 
MDTs delivered by the ICT and Hospital led MDTs delivered by our local frailty teams. The 
Community Complex Frailty MDT aims to support a number of national agendas such as 
personalised care planning, reducing avoidable and unnecessary conveyances and 
admissions to hospital and improving collaboration between primary care, community services 
and acute hospitals.   
 

26. Local and national intelligence suggests that people who are using drugs and alcohol in 
addition to living with other co morbid health needs are more vulnerable during this pandemic. 
The team has developed further links with Ambition Sefton to ensure a joined up approach to 
need. Reducing isolation, particularly for those people who are shielding is a priority for the 
Integrated Care Team and continued joint working between health, social care and third 
sector partners is key to reducing social isolation and through the ICT.  Our colleagues in 
Sefton CVS have been able to identify those who are the most vulnerable and in need within 
our communities and provide essential, timely intervention.  
 
KEY NEXT STEPS 

 

27. We will continue to work collaboratively to enable an effective Sefton system COVID- 19 

response utilising resources effectively to support vulnerable people in order to meet any 

additional surges as required. 

 

28. We will undertake an initial planning session with Sefton Local Authority ICT Lead 

Officers to start to develop a shared understanding of key learning from the COVID-19 

response to date. 
 

29. An integrated lessons learned session will be established in June to ensure we are able to 

utilise the learning from the pandemic response to best effect.  This will include all key 

partners. 
 
30. Utilising the information gleaned from the lessons learned session we will develop a 

robust plan for 2020/21 in terms of taking forward the Integrated Care Teams to their next 

level.   
 
31. Once we are clear on what the key areas for ICT development during 2020/21 required 

by the system are in order to meet the needs of the South Sefton population, we will develop 

a new ICT Definitions Tool for 2020/21 in collaboration with all partners. 
 
32. We will develop a robust Performance Framework to support delivery, monitoring and 

assurance for the coming year. 
 
33. The ICT Steering Group which has been put on hold during March, April and May will 

be reconvened in June 2020.  This group will also revisit the ICT Service Specification and 

update as required. 
 
34. We will reestablish our work on developing Team 100 at place level. 
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ICT Definitions (April 2019- March 2020) 

Appendix 1 

 
ICT/Network DIAGNOSTIC AIM 70% score for ICT status (86) 
SCORE 0 1 2 3 

1 Coordination role Not present Present, major functionality issues Present, functional in part Present, fully functional 

2 Administration role Not present Present, major functionality issues Present, functional in part Present, fully functional 

3 CM - Domicillary Not present Present, major functionality issues Present, functional in part Present, fully functional 

4 CM - Care Home Not present Present, major functionality issues Present, functional in part Present, fully functional 

5 DN Not present Present, major functionality issues Present, functional in part Present, fully functional 

6 OT & PT (AHPs) Not present Present, major functionality issues Present, functional in part Present, fully functional 

7 Behavioural Therpaist/PCMHL Not present Present, major functionality issues Present, functional in part Present, fully functional 

8 Voluntary Sector Not present Present, major functionality issues Present, functional in part Present, fully functional 

9 Social Care Integration Not present Present, major functionality issues Present, functional in part Present, fully functional 

10 Medicine Management Not present Present, major functionality issues Present, functional in part Present, fully functional 

11 General Practice relationship No meaninful relationship other than GP staff and ICT staff have access to direct GP staff and ICT staff meet regularly face to GP & ICT staff engage in regular structured 

through referrals, service phone lines communication (mobiles) and know each face through informal mechanisms and show  clinical meetings and demonstrate strong 

others names and faces 

12 Primary Care Network Integration/ co-working     No meaningful integration PCN and ICT show anectodal evidence of 

evidence of shared support 

PCN and ICT staff see one another as part of 

informal relationships 

Primary Care Home principles evident with 

improvement through collaborative working  same functional team with limited 

governance in place 

shared outcomes, roles and robust 

governance 

13 Mental Health Integration (memory/CMHT) No meaningful integration. Communication   Mental Health Teams and ICT provide Shared working for complex patients enables Nominated MH staff engage in core ICT 

through letters and referrals symbiotic informal support through rapid and evidence of holistic care between MH and PH activities and there is evidence of clinical 

human to human communication teams networks between physical-mental health 

14 Urgent Care Integration (ICRAS) No meaningful integration. Communication   UC and ICT provide symbiotic informal Shared working for complex patients enables Nominated UC staff engage in core ICT 

through letters and referrals support through rapid and human to human    evidence of holistic care between UC and ICT  activities and vica versa 

communication 

15 Specialist Team Integration (e.g. Pall/ DM / Geri eNo meaningful integration. Communication   Specialist teams and ICT provide symbiotic 

teams 

Shared working for complex patients enables Multiple different specialist team staff 

through letters and referrals informal support through rapid and human to evidence of holistic care between specialist   engage in core ICT activities and visa versa 

human  communication teams and ICT 

 
16 Clarity & Ownership of Vision There is no clarity regarding the ICT vision in   Some ICT members are able to describe the 

 
All ICT members are able to describe 

 
All ICT members are able to describe 

particular and sta+D14ff work as they 

individually see fit 

vision the vision the ICT vision and demonstrate 

ownership 

17 Clinical and administrative leadership There is a lack of clinical and administrative The ICT members are able to identify and go   Clinical and adminstrative leaders are visble,  Problems are tackled by the ICT as a whole 
leadership within the ICT risking confusion to respective clinical and administrative approachable, take responsibility and initiate with ownership of problem solving and 

leaders progress through their examples collective responsibility for patients 

 
18 ICT roles are clear and productive Staff are confused about each others roles         Some staff understand the roles of each  All ICT staff understand and are 

 
All ICT staff understand each others role and 

ICT members respectful of each others role are suppportive in seeking to maximise each 

others impact 

19 Psychological safety evident Concerns that staff are not able to say what There is mutual professional respect Team members feel accepted and respected  Team members feel accepted, respected and 

they really feel or think without perceived 

repercussion 

20 Quality Improvement in action (PDSA, data, inno  There is no evidence of ratified quality 

however most interactions transactional. 

 
ICT leads understand basic QI 

and share together their concerns, 

aspirations and ideas 

ICT leads take initiative in leading PDSA 

trusted. They are able to say what they feel 

or think and take interpersonal risks 

ICT leads take initiative on using QI 

improvement methodology in action methodology and engage in the process  cycles and have completed a number of methodology with evidence of completion of 

within the ICT when led by others cycles multiple impactful PDSA cycles 

21 Engagement with ICT development/ scale up me There is no engagement with the ICT ICT leads are identified and have 'turned up'   ICT leads are engaged and progressing with ICT leads are fully engaged with regular 

development  mechanism to meetings adoption of concepts coaching, logging of progress and interaction 

with the team 

22 Estates facilitate co-location & productive workin The estates situation hampers the ability of The estates are adequate for integarted care   The estates enables core functions of The estates enables high productive 

the ICT to function properly. 

No evidence of co-location within ICT 

disciplines 

with some restrictions. 

Some evidence of co-location within ICT 

disciplines 

integrated care to happen. 

Some evidence of co-location within ICT 

disciplines enabling productive working 

integrated care . 

All ICT disciplines evidence co-location 

enabling productive working 

23 Meeting local place priorities The ICT has no specific focus of place Specific place priorities have been identified  The ICT is actioning the plan on place Theree is evidence of impact on place 

priorities with a plan to try and address them 

collaboratively 

priorities priorities as a result of the ICT focus 

 
24 Effective Coordination & Administration There is no co-ordination or administration 

of the meetings 

 
MDTs are arranged have a nominated 

chairperson and admin. Documentation is 

 
MDTs are arranged and have a nominated 

chairperson and admin. Documentation is 

 
MDTs are arranged and co-ordinated and 

chaired effectively and efficiently . 

adhoc and the chair person does not keep to completed in EMIS within 48hrs and the Admin function is highly effective with 

the agenda/structure of the MDT. meeting is effectively chaired keeping to the  documentation completed  

structure/agenda. Patient lists are sent out to contemperaneously in EMIS and patient lists 

MDT members sent out in a timely manner 

25 Weekly productive MDT incl R2G MDTs do not occur each week. Weekly MDTs OR the MDTs follow the red 2 Weekly MDTs AND the MDTs follow the red 2  Weekly MDTs AND the MDTs follow the red 2 

The MDT does not use red2green principles green principles using appropriate green principles using appropriate green principles using appropriate 

documentation . Some members of the MDT   documentation . Some members of the MDT   documentation . All members of the MDT can 

can describe the red2green model can describe the red2green model describe the red2green model 

26 Evidence of Proactive Care There is no evidence of proactive care, just Patients are being identified through ad-hoc  Patients are being referred using risk Use of risk stratification leads to holistic 

reactive care following referrals mechanisms for proactive care including 

referrals 

stratification methods with variable non- 

standardised approach 

assessment and subsequent impactful 

interventions that would otherwise not have 

occurred 

27 Referral Source No referrals to MDT Only 1 referral source to the MDT Majority of ICT disciplines referring into the 

MDT as well as GPs 

All ICT disciplines refer appropriate patients 

to the MDT as well as GPs 

28 Common holistic screening tool to identify 

patient need 

There is no use of a common holistic 

screening tool 

Ad-hoc use of the modified GATE tool is in 

use 

The modified GATE is being used by a small 

number of ICT staff with evidence of 

influencing integrated care 

The modified GATE is being used ubiqtiously 

across different ICT staff with evidence of 

influencing integrated care 

29 Patient centred goals recorded No patient centred goals recorded Some patients have minimum 1 goal 

recorded. 

Ad-hoc use of GAS scores at MDT 

All patients have minimum 1 goal recorded 

GAS scores completed 

All patients have minimum 1 goal recorded 

and reviewed regularly. 

MDT and patient GAS scores completed 

30 Patient experience measure recorded No data available for patient experience Some data on patient experience relating to   Consistent approach to getting patient Most patients on level 3 or 4 of care are 

scores 

31 MDT: Focused patient discussions Discussions are not patient focused and no 

services with the ICT 

Chair person identified who leads patient 

experience measures across the ICT 

Chair person identified who leads patient 

providing an experience score 

Chair person identified who leads patient 

identified chair person to lead this focused discussions but no focus on actions discussion. Some focus on actions and goals    focus discussions. All patients are discussed 

and goals. Discussions are repetitive but discussions are repetitive in a succinct manner with a focus on actions 

and goals. No repetition. 

 
32 Common referral pathway (e-managed) There is no use of electronically managed 

 
Some referrals to the ICT have started going   Most referrals to the ICT are going through 

 
All referrals to the ICT are going through the 

referrals to the ICT through the e-managed EMIS-EMIS route the e-managed EMIS-EMIS route e-managed EMIS-EMIS route 

33 ICT core members full EMIS COMMUNITY data shaSharing not available Limited sharing functions available Sharing in place but some key functions 

missing for some staff 

All ICT staff full sharing in place to CM level 

34 Highly Productive Agile working (MCTstaff) Desktop PCs available to staff Mobile equipment available but not Mobile solution in place but not fully utilised Mobile solution in place and fully utilised by 

appropriate for service delivery by staff staff 

35 Video conferencing Skype4Business not available Functionality available but not used by staff   Functionality available and partially used for  Fully embedded and widely used 

MDT 

36 Cross org tasks operational Cross org Tasks functionality not available       Functionality is available but ongoing issues   Functionality available but not being fully Fully embedded and widely used 

prevent further roll out. utilised 

37 MDT case record projection Ability to project to screen not available on-   Functionality available but not used by staff    Functionality available and partially used for  Fully embedded and widely used 

site MDT 

38 Patient held record active Patient held record not active Functionality available, not used. Functionality available but not being fully 

utilised 

Fully embedded and widely used 

 
38 Urgent care No change to trajectory Evidence of trajectory bending Evidence of trajectory flattening Evidence of statistical reduction 

39 Dying in preferred place of care No change to trajectory Anectodal evidence of improvement Evidence of increase Evidence of statistical increase 

40 Pressure Ulcers No change to trajectory Evidence of trajectory flattening Evidence of statistical reduction Evidence of statistically significant reduction 
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Community response for supporting Care Homes 

during COVID-19 Pandemic 
 
 
 
 
 

Purpose 

The purpose of this document is to: 
 

a) Clearly outline how Mersey Care’s Community Services will support an effective 

response during the COVID-19 Pandemic period. 

b) Ensure this response forms part of a system wide approach working in collaboration 

with all key partners (CCG; LAs Care Homes; PCNs etc.). 
 
This response is a key critical Work Stream (Vulnerable People) to support the Community 

Services Division response to support care homes during the COVID-19 period. 
 

 
1. Background and Rationale 

Currently there are over 100 care home sites (nursing/residential) for older people, 

residential mental health and LD specialist provision in Liverpool and South Sefton 

communities. Mersey Care works in partnership with the Local Authorities which largely 

commission the care homes and the 3 CCGs, to provide a range of additional services for the 

residents of those homes and as such are included in the scope of this proposal. This 

includes all CQC registered providers of care such as supported living accommodation,  

which includes another 200+ sites. 
 

This paper seeks to: 
 

 Provide assurance to senior leadership team and the wider system, of the adapted 
approach to care delivery within care homes provided across community services, 
including Integrated Community Nursing (ICN) and Urgent and Intermediate Care 
service and Specialist service lines. 

 Propose a range of ‘virtual’ models for implementation of the process towards 
clinically assessing patients/residents within the identified locations, including using 
immedicare, remote consultation or telehealth support, for South Sefton and 
Liverpool. 

 Describe the integrated approach to End of Life (EoL) care within the care home 
setting, which includes changes to medication protocols to ensure that drugs are 
available and can be administered swiftly and safely. 

 Provide assurance that any impact on operational performance will be fully assessed 
with the involvement of divisional and service leads, and will be overseen by the 
Divisional Lead Nurse and the identified SRO for Mersey Care, as part of the agreed 
governance process. 
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The short term aims for community services and care home residents is to: 
 

 Ensure protection and support in place for community staff to support care homes 
(such as PPE, social distancing and reduced footfall). The Local Authority are leading 
on all communication and sourcing of PPE for care homes staff 

 Understand capacity within the service and the amount of resource available to 
support care within care homes. 

 Support capacity management within the service lines 

 Implement reactive offer in time to meet anticipated surges in demand to critical 
services 

 
 
 
 

2. Drivers for Changing Service Delivery Model 

With the COVID 19 pandemic escalating the reconfiguration of community gerontology; 

Primary Care Specification requirements and frailty services delivered to Care Homes has 

changed. Closer working between primary and community services are needed to manage 

patients in their own homes (care homes), with health professionals working across 

traditional boundaries. This coupled with the discharge guidance means that patients with 

greater acuity are potentially being transferred into the community far more than would 

have been normal prior to the COVID 19 pandemic and this means that the patient case mix 

and complexity may change. The rationale for such changes is to ensure that service users 

get the most appropriate care in the most appropriate setting whilst avoiding exposure to 

additional risk and distress. Additional drivers resulting in the change to the community 

gerontology and frailty offer includes: 
 

1. Travel between care homes, patients’ homes and the hospital increases the risk of 

transmission to older people with frailty and should be avoided unless absolutely 

necessary. 

2. To support the acute trust for anticipated increased emergency demand and 

significant reduced staffing. 

3. An increasing volume of evidence demonstrates that older people with moderate to 

severe frailty are susceptible to increased morbidity and mortality relating to COVID- 

19 and where appropriate it is important they receive appropriate palliative care and 

minimise any distressing interventions or treatments 

4. Community colleagues and NWAS need access to both specialist advice and second 

opinions in clinical decision making and it is vital this is still offered to ensure best 

patient outcomes. 

5. Many older frail patients in the community will come under vulnerable group criteria 

for COVID-19 and, as such, would fall under isolation guidance. It is, therefore, vital 

that they have no inappropriate contact with any other people, including healthcare 

workers where possible; all care homes have already implemented restrictions on 

visitation to Care homes 
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During this period, frailty services offered by the acute Trusts will continue to support older 

people with frailty admitted to the hospital with an emphasis on discharge when inpatient 

treatment is no longer felt to be beneficial. The Trust will continue to offer a frailty liaison 

service in ED/AMU for initial assessment led by the acute frailty nurse with Geriatrician 

support (where available) and will aim to review frail older people in the first hours of 

admission (at triage or sooner) to make rapid decisions on those who will benefit from 

admission or discharge back to usual residence. 
 

Additional drivers come in the form of continuous and evolving guidance from government, 

independent research and national organisations including NHSE, DHSC, British Geriatric 

Society (BGS), as well as learning from other countries, which are detailed below, and will 

continuously influence the delivery model, adapting to changing understanding of needs. 
 

 
3. Roles and Responsibilities 

As part of the identified work stream for supporting Care Homes, key leads from across 
service lines are stakeholders in delivering an integrated approach to wraparound support 
for Care Homes. There are also a range of wider stakeholders including local authorities, 
care home staff, mental health, primary care and acute geriatricians who all have a role in 
supporting the needs of this cohort. 

 
Identified Mersey Care (MCT) responsibilities include: 

 Care Home Model – Senior Responsible Owner for MCT – Sandra O’Hear 

 Senior Divisional Owners- Pat McGuinness and Rosie Kaur 

 Governance – Lynda Taylor as Divisional Lead Nurse, supported by leads including 
Nicky Ore 

 Developing COVID reactive response model – Karina Woodyer-Smith, Dave Warwick, 
Lisa Hammond 

 Offer and visibility of lost closures and re-opening to understand capacity – Andy 
Jones, Claire McEntegart 

 Roll-out of Attend Anywhere – Andy Jones, Laura McElhinney, Claire Denton 

 
Other key enablers – such as Telehealth and work for shielded patients will also impact on 
the developing service model to enable reduced face-to-face contact. Telemedicine in LCCG 
as first point of contact prior to GP call where appropriate. 

Identified Local Authority and Care Home Responsibilities include: 

RGN Cover 

The Local Authority commission care homes and therefore are the lead partner for all care 
home provision. With the increased responsibilities on community services staff, they will 
not be able to cover RGN shifts in care homes. The Local Authority (Liverpool or Sefton) 
need to develop a plan about how RGN cover arrangement will be maintained during the 
COVID period, i.e., working with agencies etc. A similar pathway as outlined in Appendix 4 
needs to be taken by the relevant Local Authority in conjunction with care homes. 
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PPE 
MCT has responsibility for providing PPE to staff employees entering care homes, however, 
the Local Authority and relevant care home have responsibility for ensuring appropriate 
levels of PPE are in place for the care home staff. It is also the responsibility of the Local 
Authority to ensure care home staff have training in the use of PPE in line with national 
COVID-19 guidance. Any PPE issues impacting upon MCT staff are addressed as part of daily 
operational and tactical meetings to mitigate risks. 

 
National guidance has been produced by DHSC, COVID-19: Our Action Plan for Adult Social Care 
and it continues to be updated in line with clinical advice. 

Overall governance structure is described in Appendix 2. 

 
Testing of COVID – 19 

 
Keyworkers can be nominated by the care provider to take part in testing. All keyworkers 
who are self-isolating because they are displaying symptoms are eligible for this test (The 
optimum time for testing is within the first 3 days of showing symptoms). In Liverpool, Care 
provider can use this email Covid19testing@liverpool.gov.uk to nominate staff and provide 
the following details 
· Staff full name 
· Gender 
· Age 
· Mobile number 
· Postcode 
· Car registration (staff cannot share a car but can attend with a person from their own 
household) 
Once information is received the invitation for the staff member to attend will be sent to 
the email address used to make the referral. If this is sent from the care home email it will 
then be their responsibility to ensure staff receive the invitation and details including time 
and location of the test. 

 

 
4. Adapted Operating Model for Care Homes in the Context of COVID-19 

 
 
 

The Community Services Division have been adapting their service delivery models to   
ensure protection of staff, patients and carers, reduced footfall in care homes and enabling 
24 hour access to appropriate care and support. Core business and pathways where possible 
are maintained, with the reactive offer to patients remaining the same, within national 
guidance. 

 
Each of the services has been risk assessed, and governance framework is in place to ensure 
maintenance of capacity and capability with daily operational resilience meetings, tactical 
delivery meetings and specific clinical cells in place to ensure business continuity. This has 
informed service delivery, and developments / improvements are being implemented at 
pace. As part of this, recognition of the importance of engagement across providers and 

https://www.gov.uk/government/publications/coronavirus-covid-19-adult-social-care-action-plan
mailto:Covid19testing@liverpool.gov.uk
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effective  communication  and  cascade  of  any  particular  messages  is  critical.  Individual 
service responses are summarised below in Table 1. 

 

 
Table 1 – Adapted Service Delivery for Community Services in Care Homes 

 

Community 

Services 

What are they doing for care homes differently? 

District Nurses District Nurses (DNs) deliver nursing care to the residential care homes with the 

requirement of care delivery for Nursing homes being EOL care and Complex 

wound/ complex catheter care. 
 

Care Delivery for DNs within Care Homes will be aligned to national guidance and 

more reactive approach taken to care delivery with no/or very little proactive care. 
 

In response to COVID-19 the DNs will be appropriately equipped and supported to 

deliver on EOL care for those residents who are deemed to be in the last days/and 

hours of life, in line with locally agreed pathways. 

Community Matrons The Community Matron (CM) Service is also aligned with National guidance and 

delivers on reactive care in care homes. They will continue to triage all referrals and 

perform a full clinical examination on deteriorating patients to establish whether 

symptoms are reversible and commence treatment as necessary – this will be risk 

assessed and may be remotely managed. CMs will also support the implementation 

of ACPs DNACPR as appropriate on both COVID and non-COVID patients (however 

ACPs must be medically led). The completion, endorsement and final accountability 

of the DNAR responsibility of the GP usually with support from the Community 

Geriatrician where required. 
 

The delivery of care home support in both Liverpool and South Sefton is 

underpinned by an MDT (multi-disciplinary team) approach with each Primary Care 

Network (PCN) aligned to the Care Homes/ Community Geriatrician/ CM/ DN and 

other specialist nursing input as required to support the individual needs of the 

patient, including avoiding unnecessary admissions. 

Specialist Palliative 

Care 

The Community Specialist Palliative Care Team will act as coordinators to the acute, 

domiciliary and care home settings. These staff will work closely with CMs, GPs and 

DNs delivering and coordinating EOL care and symptom control. The team is 

working collaboratively across Liverpool and South Sefton to ensure capacity and 

capability across the footprint. 

Single Point of 

Contact (SPC) 

This will be key where all Care Home referrals will come through and triaged as per 

patient need, referrals will then go to community nursing teams where the most 

appropriate clinician will be identified.  The SPC COVID response model is currently 

in development, maintaining current opening hours with OOH arrangements, but 

now is running as a gateway to community services for both Liverpool and Sefton. 

Medicines 

Management Team 

(MMT) 

The MMT provide advice and support on the implementation of new covid 

prescribing processes on request. 
 

The CCG lead on the development of local pathways and systems in relation to EOL 
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drugs and OOH provision and retains responsibility of establishing and 

implementing such pathways and processes for Liverpool and Sefton. 
 

The MMT will support the CCG with implementation of the following aspects of 

delivery: 
 

 Medicines reconciliation for care home residents post discharge 

 The ordering and receipt of medications for care homes in crisis 

 Risk assessments to enable care homes to hold a stock of medicines in line 

with national and local guidance 

 Representation on NHSE groups regarding COVID response for care homes 

 Collaboration with CSU to develop North West Care home package 

 Development of local prescribing guidance including non-parenteral COVID 

formulary and COVID EOL guidance. 
 

Integrated Care team 

(ICT) 

Using predictive modelling an ICT approach will work directly with the multi- 

disciplinary team involved in supporting the patient in the care home. 
 

Resource are being reconfigured to allow three ICT coordinators to lead on this 

piece of work overseen by one Neighbourhood/ Network Lead, for ensuring ACP 

discussions are facilitated by agreed medical leads.(see Appendix 2) 
 

Many care home patients already have ACPs in place and work has already been 

done to prioritise ACP development, but a centralised approach could be managed 

by the ICT coordinators, supporting community Matrons with Admission avoidance 

and the use of technology in the form of Attend Anywhere (see appendix 10) and 

Immedicare 
 

The ICT Coordinators will work directly with care homes, manage interfaces with 

appropriate community services supporting a named community matron for each 

care home along with the patient’s own GP and PCN ICT leads. They will support an 

MDT approach to patients who require an ACP by supporting remote consultation 

and discussion which supports end of life care planning, including the Community 

Geriatrician, GP, Community Matron and patient’s relatives 
 

IV Team/ 02 Therapy 

and respiratory team 

This specialist input also has to be considered as a part of the COVID offer, however, 

as not all these services are delivered by MCFT then this needs to be highlighted and 

a wider system discussion needed via the Care Home Cell Groups in both Liverpool 

and South Sefton. 
 

GP It is the GP who is ultimately the responsible clinician for each resident 
 

GPs need to establish a consistent, national model for the Enhanced Health in Care 

Homes (EHCH) service with community physical and mental health services during 

the COVID- 19 outbreak. There is supportive guidance from the BGS stating 

expectations and responsibilities. 
 

Support the organisation of a coordinated service for residents in CQC registered 

care home services, including care homes with learning disabilities/mental health 

needs, though secure mental health units are not in scope. 
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Participate in a collaborative delivery plan for EHCH including: 
 

 An agreement between the PCN, MCT physical and local divisions, care homes, 

LCCG and other local partners in the development of the operating model for 

the home round and MDT. 

 Identify clear roles and responsibilities for each aspect of the EHCH including; 

o Ongoing provision of care from personalised care and support plan 

o Establishment and operation of a MDT 

o Establishment of information sharing protocols 

o Regular monitoring of relevant homes and their residents, such as delivery 

of a weekly home round 

o Need PCNs to identify other roles and responsibilities for PCNs /ICT leads 

o Share information on the level of frailty of residents (mild, moderate and 

severe) with care homes and use the clinical frailty scale to inform triage 

o Potential for role supporting COVID – Testing, such as residents who are 

symptomatic for clinical management – awaiting guidance 

o Agree clear responsibility and pathway for completing ACPs/DNARs to  

avoid gaps and duplication between, GP, MCT and Community Geriatrician, 

though completion, endorsement and final accountability of the DNAR 

remains the responsibility of the GP and Community Geriatrician. 

 Risk management of delivery of EHCH service 
 

CCG Overall responsibility for ensuring that each care home is aligned to a single PCN by 

31st July 2020 
 

Reviewing changes in PCNs/practices no longer participating in DES aligning an 

alternative PCN to the care home within 3 months. Numerous conditions need to be 

reviewed when aligning PCNs to care homes: Location; current GPs; current 

contracts and relationships. 
 

Supporting PCNs to re-register with a practice in the aligned PCN, ensuring this is 

communicated as patients will not receive the service if they do not re register. 
 

Acute Services The Community Medicine for Older People and Frailty Service offered by the acute 

Trusts will immediately suspend routine face to face Care Home consultations in 

view of social distancing measures. 
 

1. The Trust (LUHT) will offer, between the hours of 08:00 to 17:00, daily support 

with an emergency phone advice line with a Geriatrician available for advice 

for GP/ Community Matron and NWAS for all care home residents for whom 

hospital admission is being considered. Out of hours diversion is being 

explored including SPC, DN OOH and advice line. 

2. This will provide decision making support in the following ways 

a. Decisions as to whether it is appropriate to convey a patient from a Care 

Home to the ED or whether remaining in the care home for treatment 

(palliative or active) would be in the person’s best interests 

b. Advice on ceilings of care 

c. Advice on complex clinical issues, palliative care and symptom 

management. For example link to EOL drugs and their use. 
 

The Single Point of Contact for Community Geriatricians will be on 07464518716; 
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the helpline will be staffed by Geriatricians with expertise in Community and Frailty 

services. It is expected that all potential conveyances to the acute Trust from care 

homes will be discussed prior to NWAS conveyance during the hours of operation 

with appropriate discussion to identify if the situation relates to a COVID or NON 

COVID presentation. 
 

Acute hospitals are required to ensure testing of all patients who would be 

discharged to a care home, in line with national NHSE letter. 
 

Local Authorities Social Services - Quality Assurance and contracting responsibilities for care homes 
 

Public Health supporting infection prevention and control 
 

 
 
 

Unless stated clinical pathways remain, such as the care home Matrons are the clinical leads 

in the care homes. ICRAS is not commonly used as a first line contact for clinical issues for 

care homes. 
 

Core services that are already 24/7 are being maintained, with specialist services available 

on a weekday basis with an option for on-call arrangements out of hours. Some significant 

changes in clinical pathways have been developed, such as enabling single point of access 

for all care home referrals from Liverpool and South Sefton. The SPC model to support 

effective COVID response into care homes is currently in development. 
 

This proposal aims to deliver the desired outcome of ensuring proactive end of life planning 

is in place for all care home residents in Liverpool and South Sefton as required to support 

the needs of the individual resident. The approach is detailed further in section 4.2 
 

 
5. ICT/ Community offer to support Care Home residents 

Community teams will  coordinate with GPs, and  other  health and  care  professions, to 

ensure care continues to be provided in care homes in line with respective service 

specifications and the COVID-19 Prioritisation within Community Health Services guidance. 

Regular care home rounds by GPs and/or their multi-disciplinary teams (MDTs) should be 

delivered virtually unless physical presence is required for clinical reasons. All health and 

care professionals that deliver care to these residents will need to follow new guidance 

specifically for Care Homes and PPE Guidance. 
 

The care home offer aims to create a single point of access and support via the community 

hub which will enhance the knowledge and skills of care home staff to ensure that they are 

best placed to care for those residents who are at risk of conveyance to hospital. The offer 

will include appropriate advice and support in the management of diagnosed COVID-19 

cases within the care home setting. This would require Advance Care Planning for 

appropriate residents as a matter of urgency and will include discussions about how COVID- 
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19 may cause residents to become critically unwell which should also include decisions 

about preferred places of on-going care. 
 

The ICT will proactively work with the care home sector to support the reduction of spread 

of COVID-19 by advising and reinforcing the implementation of national and local guidance. 

This will include: 
 

 Clinical and operational support to care homes via the Community Hub 

 Provide single point of access to support COVID-19 related decision making in care 

homes 

 Revise Advanced Care Plans (ACPs) and Do Not Attempt Cardio-Pulmonary 

Resuscitation (DNAR) agreements to prevent avoidable conveyance to acute 

hospitals. The completion, endorsement and final accountability of the DNAR 

remains the responsibility of the GP, supported by the MDT including community 

geriatricians. 

 Coordinate the assessment of new service users requiring ACP where the preferred 

place of care is the care home setting. 

 Conduct daily calls to those care homes identified as high priority, such as high 

intensity users of NHS111, Primary Care and AED, or those identified by IPC reports 

with the aim of avoiding unnecessary ambulance conveyances and potential hospital 

admissions. 

 Only those residents on white and green are being discharged. Currently LA cannot 

support any care homes to take COVID-19 clients unless they have the right 

environment. Local authorities will work and support providers to ensure they 

remain open but are guided by Public Health and infection control/Reduce the 

potential spread of COVID-19 by aligning District Nurses and Community Matrons 

with care homes (zoning) to reduce the number of care home residents/care homes 

that clinicians come into contact with. 

 By using remote video consultation that our community nursing teams and care 

homes have access to, and providing the expert advice and support that the care 

home staff require at this time of isolation. 

 Hospitals have responsibility for testing patients being discharged from hospital to a 

care home, in advance of a timely discharge. Where a test result is still awaited, the 

patient will be discharged and pending the result, isolated in the same way as a 

COVID-positive patient will be, in line with NHSE guidance (NHSE letter, 16/04/20) 
 

The suggested ICT implementation process is summarised below and is to be further 

detailed and agreed with operational delivery and implementation plans, as appropriate: 
 

1. NNL liaises with LA and receives a list of all local care homes with identifiers for 

those homes with positive COVID 19 cases and symptomatic patients (Day 1) 
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2. ICT Care Coordinator liaises with Care Home to identify all residents with an ACP in 

place and identify those requiring review. ACP may include discussions about 

cardiopulmonary resuscitation. ICT Care Coordinator also enquires as to whether the 

skill set to undertake frailty score is within the care home. (Day 1) 

a. Care home has skill set/Staff availability – ICT Care Coordinator requests all 

Frailty scores be completed within 48 hours (will need LA support) 

b. Care Home does not have the skill set/staff availability – ICT Care Coordinator 

liaises with identified Matron and agrees timeframe of 48 hours to complete 

all Frailty scores 

3. Frailty scores collated by ICT Care Coordinator and virtual MDT held with Care Home 

Matron and Care Home to identify priority residents for ACP or review of ACP (Day 3- 

4) 

4. Care Home and Matron agree process to discuss ACPs with residents or their 

identified representative in cases where the patient lacks capacity (Day 4) 

5. Virtual reviews with Resident, or nominated deputy, take place to agree ACP (Day 5 – 

7) 

6. ICT Coordinator schedules virtual meeting for Care home CM and GP to complete 

ACP 

7. For ACPs that GP unable to complete, ICT coordinator schedules a virtual meeting 

with community geriatrician to complete. 
 

The suggested timescales are not fixed but seek to demonstrate that when agreed this can 

be mobilised at pace, with opportunities to adapt and flex according to changing needs and 

local circumstances. 
 

 
6. End of Life care and Advanced Care Planning for Care Home Residents 

There are a range of clinical models to achieve proactive end of life care planning within all 

care homes, though the proposed model (s) has considered sufficient organisational and 

system support to enable contact to be made with each care home and facilitate discussion 

to identify 
 

1. Care home residents with a current Advanced Care Plan (ACP) or Do Not Attempt 

Resuscitation (DNACPR) arrangements which meet individual needs during the crisis 

2. Care home residents with a current ACP or DNAR arrangement which will not meet 

individual needs and, 

3. Care home residents who do not have any ACP or DNACPR arrangements in place 

however these may be required during the COVID-19 crisis. 

4. Advising and supporting Care Homes in Verification of Death as per RCN/NMC Covid- 

19 Guidelines. 
 

Analysis would suggest that to ensure appropriate end of life care planning is in place for all 

residents within a CQC registered care home within Liverpool and South Sefton a minimum 
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of 6 staff (30 working days) would be required to achieve a turnaround time of 3.1 weeks if 

each member of the clinical team reviewed a minimum of 1 care home each day (Table 2). 
 

The skill mix for this process is being considered to ensure that there is appropriately skilled 

and experienced staff to support the assessment and ACP planning including the 

GP/Community Geriatrician, in partnership with integrated community nursing team 

members including district nurses and community matrons. 
 

Table 2: Projected Turnaround times in weeks to enable a review of all care home residents 
 

Timeframes (weeks): Review all care home residents 
 

Care Homes 
 

4 Staff 
 

6 Staff 
 

8 staff 
 

12 *Staff 

88 (TBC) 4.6 3.1 2.3 1.5 

*staff refers to community teams in consultation with ICN and ICTs, skill mix in discussion 
 

There is significant variation in care home bed numbers (16 – 180) between sites. Therefore 

to ensure achievement of aims, clinicians reviewing those care homes with smaller bed 

bases would be expected to commence reviews in other care homes upon completion of 

their tasks. 
 

Based upon the above modelling and appreciating the prioritisation of front line services by 

some staffing groups the proposal would be to utilise approximately 12 clinicians to 

undertake reviews within the care homes with support from General Practitioners and 

Community Geriatrician teams for the more complex end of life planning. 
 

Residents that are at increased risk will be identified through use of the Rockwood clinical 

frailty scale (CFS). For the purposes of the COVID-19 pandemic, all care home patients 

should be assessed as to whether there is an ACP or DNACPR document in place, whether it 

requires review or is no longer valid, and where appropriate these are put into place as a 

system priority. 
 

In line with governance requirements, there are key requirements for residents who would 

be subject to the legal frameworks in regard to best decisions from the Mental Capacity Act. 

In order to support individuals without capacity to consent, the following checklist would be 

followed, whereby the person would require capacity to be able to: 
 

 understand the information that is relevant to the decision they want to make 

 retain the information long enough to be able to make the decision 

 weigh up the information available to make the decision 

 communicate their decision by any possible means, including talking, using sign 

language, or through simple muscle movements such as blinking an eye or squeezing 

a hand. 
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The main focus is that the ICT Coordinators will be the conduit between the multi-agency 

teams and the identified link between Community matron, care home, GPs and community 

geriatricians to ensure that the documentation and communication between all parties is 

robust. This is described below, with the following guidance for Care Homes, with further 

detail in Appendix 5. 
 

The health, care and support needs of those people at the end of life should be delivered 

remotely where possible, and as a general principle the number of health and care 

professionals entering into someone’s care home should be kept to an absolute minimum. 
 

Strict infection control and decontamination protocols will need to be in place for those 

health and care professionals that carry out a care home visit. Further guidance on end of 

life care will be set out in Coronavirus (COVID-19) Guidance for Community Palliative and 

End of Life Care during Coronavirus Pandemic. Precautions following a death are included in 

the infection prevention and control guidance. 
 

 
7. Supporting Anticipatory Care Planning in Care Homes 

The overall responsibility for ensuring appropriate Advance and Anticipatory Care plans are 

in place lies with the General Practitioner, according to BGS guidance – however different 

practices will have different approaches to this, especially as this is not part of the contract 

specification. Therefore the system needs to have an approach that support primary care, 

but does not duplicate existing best practice. The aims and objectives, to be supported by 

relevant delivery plans are summarised below: 
 

Aim/s 
 

 To identify all care home residents who would benefit from COVID-19 specific 

advanced care planning (ACP) during the COVID-19 crisis. 

 To prioritise advanced and anticipatory care planning within those care homes with a 

COVID-19 outbreak 
 

Objectives 
 

 To identify all care home residents with an ACP in place and assess whether the 

current ACP can be applied if the resident developed COVID-19 

 To coordinate the completion of a Rockwood Frailty Scale, either by the care home 

staff or utilising the remote consultation, for each care home resident within priority 

care homes 

 To review current ACPs (remotely) and where appropriate liaise with relevant clinical 

colleagues to facilitate the inclusion of actions should the care home resident receive 

a diagnosis of COVID-19. 

 To provide to the Matron a list of all care home residents requiring completion of a 

Rockwood Frailty Score 
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 To provide to the Matron a list of all care home residents with a frailty score of 5+ 

who will require discussions regarding the completion of an ACP 

 To liaise directly with the care home resident, or identified representative with 

power of attorney for health, to discuss advanced care planning 

 To liaise with relevant clinical colleagues within the system (GP/Community 

Geriatrician) to facilitate completion of Advanced Care Plans for those care home 

residents who wish to have a COVID-19 specific ACP in place 

 To collate and submit all data required to support the project on an ongoing basis 
 
In order to support ACP uptake where GP engagement is limited, a range of models will be 

needed to get plans completed, including: 
 

 Matron contacts GP and GP completes ACP and prescribing or Matron does 

prescribing of medications 

 Matron completes ACP and GP signs off and prescribes medications or Matron does 

prescribing of medications 

 Matron contacts Community Geriatrician who completes ACP and Matron prescribes 

medications (2 of the community geriatricians cannot prescribe because they do not 

have community contracts and the one who can will need electronic prescribing to 

be enabled otherwise matron will have to prescribe ) 
 

It is important to encourage sensitive and timely proactive discussions around advance care 

planning, treatment escalation planning and advance decisions, so that individual person- 

centered holistic care can be maintained. These conversations require immediate 

documentation and liaison with General Practice and the patient’s relatives using agreed 

Advance Care Plan documentation. 
 

It is unacceptable for advance care plans to be applied to groups of people of any 

description. These decisions must continue to be made on an individual basis according to 

need. An ACP/DNACPR amendment will be needed if the clinical needs have changed but 

otherwise the ACP will still be valid even if it has been in place for > 12 months. 
 

People who have an advanced care plan should be encouraged to review this with the 

question “if I become ill with coronavirus, would this change anything about views, 

preferences and priorities that I have previously recorded?” If so the ACP should be 

amended and make sure it is known to those closest to them. 
 

People who do not have an advanced care plan should be encouraged to consider thinking 

about, discussing with those closest to them and writing down their views on the extent to 

which they would want treatment escalated, e.g. would they want to be admitted to 

hospital, if they were admitted to hospital would they want to limit that to supportive 

treatments (e.g. oxygen intravenous fluids, antibiotics if needed) but not intensive care? 

Whilst these are clinical judgements that have to be made at the time, knowing the person’s 
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views means that these can be taken into account in decision making if the person is too 

unwell to participate in these conversations at the time. 
 

Discussions about cardiopulmonary resuscitation are important to have, though advance 

care plans and treatment escalation plans should not be limited to this one issue. However, 

if the person has made a decision that he/she would not want cardiopulmonary 

resuscitation attempted, should this situation arise, it is important that this is clearly 

documented and made visible to in-house staff and emergency services. 
 

As part of enabling the ACP/ revised model implementation, there would also be the 

following issues/ needs: 
 

 Process for bookable appointments with GP or CG to facilitate completion of EoL 

planning 

 Have named staff such as community matrons or ICT coordinators responsible for 

each care home setting 

 DN teams aligned to care homes, to maximise efficiency and capacity 

 Agreed protocols to support community staff attending on site to residential settings 

 Agreed pathway where care homes refuse to take EOL COVID patients (which goes 

against current DHSC/ PHE guidance, but is legal). Also link to LCC D2A Lead. 



30 FINAL VERSION: 30/04/20  

 

 Access to medication is a continuing concern for community teams and care homes, 

 

 
 

Fig 1: ACP/ DNACPR draft review criteria 
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due to stock levels, 24 hour access and supporting carer administration.  Link to CCG 

MMT support in co-ordination. 

 Facilitation of remote monitoring in care homes, via telehealth (please note this is 

different to video consultation through Attend Anywhere) 

 Managing complex family/ carer discussions regarding potential implications of 

COVID diagnosis in frail/ vulnerable patients 

 There are different arrangements for supporting care homes currently in Liverpool 

and Sefton, however some teams have been required to change their delivery model 

(e.g. specialist palliative care). 

 Supporting care home EOL patients into alternative arrangements (such as Project X 

for more bed provision), if care homes are unable or unwilling to take patient back 

 Verification of death guidance is loosening to allow for wider use of nurse 

verification, and medical certification. In Liverpool Homes Immedicare is now 

offering virtual verification, Sefton have use of Attend Anywhere. 
 

Some issues can be mitigated, such as access to end of life drugs. There is potential for EOL 

rescue packs to be issued to care homes which can be used for residents who have an ACP 

and reach end of life. Feedback from current services little need for EOL medication as there 

appears to be a rapid deterioration over hours, sometimes less, and therefore rescue packs 

would be an ideal replacement to an individual script for every patient at end of life. This 

would also impact on potential stock  levels as named prescriptions would have to be 

destroyed (link to CCG MMT Lead). Work is being undertaken via Medicines Management 

Teams to address this and the link needs to be made to ensure consistency which is in place 

for MCT. 
 

 
8. Governance Oversight 

Within the Community Services Division there is a Governance Framework to support 

assurance and decision making across all areas of the COVID-19 management plan as 

detailed in Appendices 1-3. This aligns to the identified governance arrangements for COVID 

response for Liverpool and Sefton CCGs respectively. 
 

Lynda Taylor is the Divisional Lead Nurse, with SRO identified as Sandra O’Hear to ensure 

appropriate oversight, as well as accountability for implementing agreed actions. 
 

All Key Work Streams including this Work Stream will report into the Operational Resilience 

Group and Divisional Tactical Co-ordination Group and other Strategic Groups as required 

(internal and external). All Work Streams have a detailed programme of work supporting 

delivery this includes progress reports/risks and action plans etc. 
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Appendix 1:  COV19 Major Incident Governance Structure (Sefton/ Liverpool) 



 

 

 

Appendix 2:  COV19 Major Incident Governance Structure (Liverpool) 
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Appendix 3:  Community Division COVID 19 High Level Governance –Assurance and Decision Making 
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Appendix 4:  Integrated Care Home Support COVID-19 pathway 
 

 



  

Appendix 5:  Care Homes Escalation Flowchart 
 

- Escalation process for concerns with Nursing staff availability in Nursing Homes during 

the COVID 19 outbreak 
 

1. The Local Authority or CCG become aware that there is a lack of available Nursing Staff at 

Nursing Home in Sefton. 
 
 
 
 

 
2. Local Authority contractual Discussion with Home regarding steps taken in line with their 

business continuity plan. 
 
 

 
 

 

3. Home still unable to source nursing staff. 
 

 
 

 

4. The Local Authority Quality Team to bring in the agreed escalation Nursing 

Agency/ies to support the Care Home in the short terms to support care 
 

 
 

 

5. The Local Authority may submit a request for redeployment of staff from the CCG. 
 

 
 

6. Local Authority as Lead Commissioners for Care Homes would enact their ‘Provider 

Failure’ Policy should the Home be unable to provide safe and clinically effective care. The 

CCG and CSU would support as appropriate with both any closure of a Home and 

subsequent decant of residents. Safeguarding of resident on-going care overriding 

consideration. 



  

 
 
 

 
Summary Roles and responsibilities: 

 
Local Authority CCG CSU 

Enact Contract 
Management triggers to 
ensure home have executed 
all business continuity 
measures to maintain 
staffing levels. 

Support Local Authority 
with clinical advice and 
support for the Homes. 

Oversight of Governance 
process for requesting 
mutual aid. 
Enact Contract 
Management triggers to 
ensure Home has executed 
all business continuity 
measures to maintain 
staffing levels for Homes 
contracted to provide 
placements for CHC and 
FNC funded residents. 

Ensure the Homes have 
discussed with Community 
Providers to ensure access 
to clinical advice and 
support. 
Support Homes by ensuring 
they have approached a 
broad number of Agencies 
across Merseyside and are 
not self-limiting their 
options. 
May request a 
redeployment of staff 
request to CCG. 

  

Ensure RGN in place in care 
homes. Ensure appropriate 
PPE and training available 
for all care homes. 

Joint working in relation to 
residents who are in receipt 
of fully funded CHC package 
and FNC with CSU. 

Joint working in relation to 
residents who are in receipt 
of fully funded CHC package 
and FNC with CCG. 



  

Appendix 6:  Care Homes Admissions Decision Making Support SOP 
 
Please see section 2.1, for description of care home admission process 

 

 
 

Patient in a Care Home 

being considered to 

conveyance to Acute Trust 
 

(0800-1700) 
 

 
 
 
 
 
 

General Practitioner / 

Community Matron / 

NWAS Paramedic 
 

Calls 07464518716 
 

Must be clear if admission 

is related to suspected 
 
 
 
 
 
 
 
 

Decision making support 

given via – Phone line 

according to agreed 

criteria 
 
 
 
 
 
 
 

 
Patient for Admission 

 
Conveyed to acute site for 

Front Door Frailty Nurse 

Review 

Patient not for admission 
 

Care plan agreed and 

implemented by 

Community Team 



  

  
 

Care Home 

 
 

Postcode 

 

Practices with registered 
patients 

 
 

Primary Care Networks 

 

 

16 Crompton Street 7 bed LD Supported / 
residential Living service 

 

 
L5 2QS 

 

 
Vauxhall Health Centre 

 

 
Central Liverpool 

Arncliffe Court Nursing Home (Knowsley 
Local Authority) 

 
L25 9QF 

 
Gateacre brow 

 
SWAGGA 

 
 
 

Abbey Lawns Care Home 

 
 
 

L4 0TD 

 

Priory MC, Mere Lane, 
Vauxhall HC, Stanley MC, 
Bousefield (Shah) 

 
 

Anfield & Everton, Central 
Liverpool, North Network 

 
 
 

Abbeydale Nursing Home 

 
 
 

L4 3QS 

 

Westminister MC, Vauxhall HC, 
Mere Lane MC, Great Homer 
Street 

 
 

Walton, Central Liverpool, 
Anfield & Everton 

 

 
Alt Park Nursing Home 

 

 
L11 0BG 

 

Moss Way, Jubilee HC, 
Westmoreland (1 patient) 

 

Croxteth & Norris Green, 
Aintree 

 

Arundel Park Residential and Nursing 
Home 

 

 
L8 0WN 

 

Brownlow (PPHC), 
Sandringham MC 

 

 
Central Liverpool, Picton 

 

 
 
 

Ash Court Care Home 

 

 
 
 

L14 7NB 

Oakvale MC, also has patients 
registered with Knowsley 
practices - Dinas lane and 
Gressford MC 

 

 
Childwall & Wavertree 
Knowsley PCN 

Autumn Lodge Residential Home L9 8AD Aintree Park GP Aintree 

Bankfield Apartments Care Centre LD, MH, 
Young adults (6 beds) 

 
L13 0BQ 

 
Old Swan HC 

 
iGPC 

 

 
Beechside Residential Care Home 

 

 
L18 3ER 

 

Storesdale MC, The Elms, 
Mather Avenue 

 

 
SWAGGA, Central Liverpool 

 

 
 
 

Beechwood Specialist Services 

 

 
 
 

L19 0LD 

Fullwood Green, The Elms, 
Mather Avenue, Dingle Park 
(1/2 patients) Grassendale, The 
Village (long lane 1 patient) 

 

 
 
 

SWAGGA, Central Liverpool 
 

 
Bellefield Residential Home 

 

 
L12 8QT 

 

West Derby MC, Jubilee MC, 
Moss Way 

 

 
iGPC, Croxteth & Norris Green 

 

 
Breckside Park Residential Home 

 

 
L6 4DL 

 

 
Priory MC, Vauxhall HC 

 

Anfield & Everton, Central 
Liverpool 

 
 
 
 
 
 

Broadway Nursing 

 
 
 
 
 
 

L4 8UD 

 

 
 

Priory MC, Townsend, 
Langbank, Abingdon MC (1 
patient), Long Lane MC, 
Walton Village MC (1 patient) 

 
 
 
 
 

Anfield & Everton, Liverpool 
First, Aintree 

 

 
 
 
 

Broadway Residential 

 

 
 
 
 

L4 8UD 

 

 
Priory MC, Townsend, 
Langbank, Abingdon MC, Long 
Lane MC, Walton Village MC 

 

 
 
 

Anfield & Everton, Liverpool 
First, Aintree 

Brook View L9 7JU Aintree Park GP Aintree 

Brooklands Nursing Home L13 3BJ Derby Lane MC, Green Lane Care Enterprise 
 

 
Broughton House Residential Home 

 

 
L17 0BY 

 

The Ash Surgery, Fullwood 
Green 

 

 
SWAGGA 
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Brushwood 

 
 

 
L24 2SG 

 

Dr Thakur (Speke), Dr 
Bircha/Singh (Speke), West 
Speke HC 

 
 

 
SWAGGA 

 

 

 
Castle Grange 

 

 
L12 7JG 

 

Hornspit MC, West Derby MC, 
Fir Tree MC 

 

Care Enterprise, iGPC, 
Croxteth & Norris Green 

Cherry Cottage LD, MH, Younger adults L10 1LD   
 
 
 

Christopher Grange Residential Care 

 
 
 

L14 2EW 

 

Dovecot HC, Knotty Ash, 
Yewtree MC, Green Lane, West 
derby, Old Swan 

 
 

iGPC, Liverpool First, Care 
Enterprise 

 

 
 
 
 

Christopher Grange Rhona House 

 

 
 
 
 

L14 2EW 

 

 
Dovecot HC, Knotty Ash, 
Yewtree MC, Green Lane, West 
derby, Old Swan 

 

 
 
 

iGPC, Liverpool First, Care 
Enterprise 

Church View L13 7EB Green Lane MC Care Enterprise 
 
 
 
 
 
 

Cressington Court Care Home 

 
 
 
 
 
 

L19 0QL 

 

 
 

Fullwood Green, Grassendale 
Medical Centre, Dingle Park (1 
patient) Mather Avenue, 
Sandringham MC 

 
 
 
 
 

SWAGGA, Central Liverpool, 
Picton 

 
 
 

Crompton Court LD, MH 

 
 
 

L5 2QS 

 

Stanley MC, Westminister, 
Vauxhall Health Centre, 
Bousefield MC (Shah) 

 
 
 

Walton, Central Liverpool 
 

 
Croxteth Park Residential Care Home 

 

 
L11 0BS 

 

Moss Way, Jubilee MC, 
Ellergreen MC, Gillmoss MC 

 

 
Croxteth & Norris Green, 

 

 
Eldonian House Care Centre 

 

 
L3 6JL 

 

Vauxhall Health Centre, 
Brownlow (City) 

 

 
Central Liverpool 

 
Finch Manor Nursing Home 

 
L14 9QN 

 
Yewtree MC, Dovecot HC 

Liverpool First, Care 
Enterprise 

Garden Lodge Care Home L27 7AR Netherley HC SWAGGA 

Glenarie House Nursing Home Limited L6 8PB Brownlow @Kensington Central Liverpool 
 

Glenarie Manor Nursing Home MH, 
younger adults 

 

 
L17 4JG 

 

Sandringham MC, PPHC, Dingle 
Park 

 

 
Picton, Central Liverpool 

 

Gordon House Care Home MH, younger 
adults 

 

 
L6 4EH 

 

Benim MC, Priory MC, Green 
Lane MC (1 patient) 

 

Liverpool First, Anfield & 
Everton, Care Enterprise 

 

 
Grace Lodge Nursing Home 

 

 
L9 2DB 

 

Aintree Park GP, 
Westmoreland 

 

 
Aintree 

 

Gracefield Health Care Limited (GHC) - 31 
St Domingo Grove LD 

 

 
L5 6RP 

 

Mere lane MC, Albion Surgery 
(1 patient) 

 

 
Anfield & Everton 

Granby Care Home L8 1YQ Brownlow Central Liverpool 

Greenacres Residential Home L13 1DG Oakvale MC, Old Swan Childwall & Wavertree, iGPC 

 
Jasmine House 10 bed LD Supported 
Living service 

 

 
L9 9DJ 

Westmorelands (6 patients), 
Macmillan Surgery (St. Chads) 
Knowsley 

 

 
Aintree Knowsley PCN 

 

 
Kavanagh Place 

 

 
L4 1UB 

Islington House Surgery, 
Vauxhall HC, Stanley MC, 
Bousefield (Roberts) 

 
Anfield & Everton, Central 
Liverpool, North Network 

Kingswood Manor L25 7UW Mather Avenue, The Village SWAGGA 

 

 



  

   (Long lane - 2 patients) 
Gateacre Brow 

  

Kingswood Mount L25 7UW Mather Avenue SWAGGA 

 
Laburnum Cottage LD, MH, Younger adults 

 
L10 1LD 

Westmoreland (3 patients), 
St.Chad (3 patients) Knowsley 

 
Aintree Knowsley PCN 

Larkhill Hall Residential Home L11 1ER Moss way Croxteth & Norris Green 

Lilac Cottage LD, MH, Younger adults L10 1LD Westmoreland Aintrree 

Lorenzo Drive ABI Specialist Service L11 1BQ Langbank Croxteth & Norris Green 

Lotus Care Marmaduke Street (Aaron 
Lodge) 

 
L7 1PA 

 
Edge Hill HC 

 
Central Liverpool 

Lyndhurst Residential Care Home Old age L9 8BX Aintree Park GP Aintree 
 

 
 
 

Mayfield Court Old age, physical disabiity, 
younger adults 

 
 
 
 
 

L14 2EP 

Knotty Ash MC,West Derby 
MC, Dovecot MC (1 patient) 
Pilch Lane Surgery,, North 
Huyton Primary care resource 
Centre, Roby MC - Knowsley 

 

 
 
 

iGPC, Care Enterprise , 
Knowsley PCN 

 

Mencap Respite Service Liverpool 5 bed LD 
Supported Living service 

 

 
L25 2RD 

 

 
RESPITE so stay with own GP 

 

 
N/A 

 

 
Mersey Parks Care Home 

 

 
L8 5XW 

Dingle Park, St.James, The 
Elms, Sandringham MC, Dr 
Jude Picton Riverside 

 

 
Central Liverpool, Picton 

 

 
Millvina House EMI Nursing Home 

 

 
L5 1UW 

 

Great Homer Street, Priory MC, 
Mere Lane 

 

 
Anfield & Everton 

 

 
Moss View 

 

 
L14 0JJ 

 

Dovecot HC, Dinas Lane 
(Knowsley) 

 

 
Care Enterprise 

Ms June Dunne - 26 Huntley Road LD 3 
beds (residential)   24 Huntley Road 
(Supported Living) 4 beds 

 

 
L6 3AJ 

 
Fairfield MC. 
Benim MC, Fairfield (1 patient) 

 

 
Liverpool First 

 

 
Naylorsfield and Hartsbourne LD (8 beds) 

 

 
L25 2XD 

 

 
TBC 

 

 
TBC 

 
 
 

Oak Cottage LD, MH 

 
 
 

L10 1LD 

 

Westmoreland (4 patients) 
Macmillan St.Chads Knowsley 
(1 patient) 

 
 
 

Aintree, Knowsley PCN 
 

 
Oak Springs 

 

 
L15 9ED 

Lance Lane, Penny Lane, 
Rutherford, Dr Jude Picton 
Riverside 

 

 
Childwall & Wavertree, Picton 

Oak Vale Gardens Head / brain injury L13 4BX Old Swan Health iGPC 

Paisley Court L14 9LT Knotty Ash iGPC 
 

 
Pelham Grove Care Home 

 

 
L17 8XD 

 

The Ash Surgery, Dingle Park, 
Sandringham MC 

 

SWAGGA, Central Liverpool, 
Picton 

 
 
 

Prince Alfred Residential Care Home 

 
 
 

L15 8HH 

 

Lance Lance MC, Sefton Park, 
Rutherford Road, Oakvale MC, 
Penny Lane 

 
 

Childwall & Wavertree, 
Picton, iGPC 

Ranelagh House L19 9DN Grassendale Medical Centre SWAGGA 
 

 
Redcourt Care Home 

 

 
L18 8BZ 

The Ash Surgery, The Elms, 
Abercromby GP Practice, Penny 
Lane, Rutherford 

 
SWAGGA, Central Liverpool, 
Childwall & Wavertree 

Redford Court Head / brain injury L8 7SZ The Ash SWAGGA 

 

 



  

  
 

Redholme Memory Care Limited 

 
 

L18 8BX 

 

Mather Avenue, The Ash 
Surgery 

 
 

SWAGGA 

 

Rockfield House L6 4BB Benim MC Liverpool First 
 

 
 
 

Rodney House Care Home 

 

 
 
 

L8 7NP 

Abercromby HC, Brownlow 
Health (city), Dingle Park (1) 
St.James HC, Sandringham MC, 
Dr Jude Picton Riverside 

 

 
 
 

Central Liverpool, Picton 
 

 
Rowan Garth Care Home 

 

 
L6 0AE 

 

Priory MC, Albion, Mere Lane, 
Stanley MC 

 

 
Anfield & Everton, North 

Salisbury Terrace LD, MH, Physical 
Disability, Sensory Impairment 

 
L15 4HD 

 
Lance Lane 

 
Childwall & Wavertree 

Sedgemoor Care Home L11 3BR Brownlow Central Liverpool 
 

 
Simonsfield Residential Care Home 

 

 
L4 2TS 

 

Mere Lane, Vauxhall HC, 
Townsend MC 

 

Anfield & Everton, Central 
Liverpool, Care Enterprise 

 
 
 

St Josephs Specialist Residential 

 
 
 

L17 0AN 

 
 

Sandringham MC, The Ash (1 
patient), The Elms (1 patient) 

 
 

Picton, SWAGGA, Central 
Liverpool 

St Martin's Care Home L13 4BL Oak Vale MC, iGPC 
 
 
 
 
 

Stapely Residential and Nursing Home 

 
 
 
 
 

L18 8BR 

Storesdale MC, The Elms, 
Mather Avenue, The Ash 
Medical Centre, Fullwood 
Green, Greenbank Road, Penny 
Lane, Rutherford 

 

 
 
 

SWAGGA, Central Liverpool, 
Childwall & Wavertree 

 
 

Stonedale Lodge Care Home Multi site 
home 180 beds across 6 units 

 
 
 

L11 9DJ 

 

DrKukaswadi, Moss way 
?Others as no other 
information shared 

 
 
 

Croxteth & Norris Green 
 

 
Sunnyside Residential Home 

 

 
L17 3AS 

 

The Elms, Penny Lane, 
Sandringham MC 

 

Central Liverpool, Childwall & 
Wavertree, Picton 

 

Tate Lodge LD, MH, Physical Disability, 
Substance Misuse, Younger adults 

 

 
L11 5AF 

 

 
Langbank MC 

 

 
Croxteth & Norris Green 

The Hamlets 30 bed Mental Health Home L8 5XW Sandringham MC, Picton 
 

The Orchard Care Home Physical Disability, 
Sensory Impairment, younger age 

 

 
L25 7UL 

 

 
Mather Avenue 

 

 
SWAGGA 

 
Townsend Hub Intermediate Care Hub 30 
bed 

 

 
L6 0BB 

Anfield Group Practice (all 
temporarily registered 
patients) 

 

 
Liverpool First 

Turner Home MH, Old Age, Physical 
Disability 

 
L8 9RN 

 
The Elms, Sandringham MC 

 
Central Liverpool, Picton 

Vancouver House Dementia, Detention 
Under Mental Health Act, Learning 
Disability, MH, Old Age, Physical Disability, 
Sensory Impairment 

 

 
 
 

L27 7DA 

 

 
 
 

Netherley HC 

 

 
 
 

SWAGGA 

Walker Lodge Dementia, LD, Old Age, 
Physical Disability, Sensory Impairment, 
Substance Misuse, Younger Adults 

 

 
L11 5AF 

 
Langbank MC, Ellergreen MC (1 
patient) 

 

 
Croxteth & Norris Green 

 
Walton Manor Residential and Nursing 
Home 

 

 
L4 4LG 

Albion Surgey, Vauxhall HC, 
Sandringham MC, Bousefield 
(Roberts) 

 
Anfield & Everton, Central 
Liverpool, Picton, North 

Waverley Care Home L17 8UA Dingle Park Central Liverpool 

Wavertree Bungalow LD L15 8LW ?? ?? 

 

 



  

  
 
 
 
 

Wavertree Nursing and Care Home 

 
 
 
 
 

L13 1DG 

 
Oakvale MC, Old Swan HC, 
Rock Court, Lance Lane MC (1 
patient), Earle Road MC (1 
patient), Dr Jude Riverside 

 

 
 
 

iGPC, Care Enterprise , 
Childwall & Wavertree, Picton 

 

Woodlands Residential Care L27 4YA Netherley HC SWAGGA 
 

 
Woolton Grange Care Home 

 

 
L25 7TE 

 

 
Woolton House Medical Centre 

 

 
SWAGGA 

Venmore Intermediate Care Hub 30 beds L5 1UW Brownlow Central Liverpool 

    

Grassendale (5 Residential beds) Learning 
Disability • Mental Health Condition • 
Physical Disability • Sensory Impairment 
• Younger Adults: 

 

 
 
 

L19 0LY 

 

 
 
 

Not known 

 

 

 
Orrell Grange (Sefton Local Authority) 

 

 
L20 6DP 

 

Aintree Park GP, Sefton GP 
Practices 

 

 
Aintree, Sefton PCNs 

Minshull House Respite service L12 5EA N/A N/A 
 

 
Roxburgh House (Sefton Local Authority) 

 

 
L20 9PS 

 

Bousefield (roberts), Stanley 
MC 

 

 
North network E64 

 

 



  

Appendix 8:  South Sefton Care Homes 
 

 

Home Name 
 

Address 
 

Telephone No. 
 

Email Address 
 

Home Type 

Abbegale 
Lodge 

9-11 Merton 
Road, Bootle, 
Liverpool L30 
3BG 

 
 

0151 922 3124 

 
 

lesleyabbegalelodge@aol.co.uk 

 
 

Residential 

Afton Lodge 
Care Home 

9-15 St 
Catherines Road, 
Bootle, Liverpool 
L20 7AL 

0151 922 6183  
 

aftonlodge@gmail.com 

Residential 

Annandale 
Rest Home 

1 Victoria Road 
West, Crosby, 
Liverpool, L23 
8UG 

0151 924 3162  
 

PVDunn1947@gmail.com 

Residential 

Beeches (The) Liverpool Road 
South, Maghull, 
L31 8AB 

0151 526 4133  Nursing 

Byron Court Gower Street, 
Bootle, L20 4PY 

0151 922 0398 stephen.fairley@venturihealthcare.co.uk Nursing / 
EMI Nursing 

Cambridge 
Court Care 
Home 

19 Cambridge 
Road, Waterloo, 
L22 1RR 

0151 928 2249 admin.cambridgecourt@unityhomes.co.uk Nursing / 
EMI 
Residential 

Cloisters EMI 
Residential 
Care Home 

5 Abbotsford 
Road, 
Blundellsands, 
Liverpool, L23 
6UX 

0151 924 3434 amanda.branson@thetidescaregroup.com Residential 

College Green 
Rest Home 

14 College Road, 
Crosby, 
Liverpool, L23 
0RW 

0151 928 2760 collegegreen1@btconnect.com Residential 

Craignair EMI 
Residential 
Care Home 

3 Blundellsands 
Road West, 
Liverpool, L23 
6TF 

0151 931 3504 david.armstrong@thetidescaregroup.com Residential 

Damfield 
Gardens 

Damfield Lane, 
Maghull, L31 6FB 

0151 526 8685 alison.brownbill@highpointcare.co.uk Residential 

Green Heys 
Care Home 

Park Road, 
Waterloo, L22 
3XG 

0151 949 0828 
 

 
joanne.rose@c-i-c.co.uk 

EMI Nursing 

Hawthorne 
Lodge 
Residential 
Care Home 

164-166 
Hawthorne Road, 
Bootle, Liverpool, 
L20 3AR 

0151 933 3323 hawthornelodgecarehome@gmail.com Residential 

Heathfield 
Lodge 

22-24 Melling 
Lane, Maghull, 
Liverpool, L31 
3DG 

0151 526 9463 heathfieldlodge@btconnect.com Residential 

mailto:lesleyabbegalelodge@aol.co.uk
mailto:aftonlodge@gmail.com
mailto:PVDunn1947@gmail.com
mailto:stephen.fairley@venturihealthcare.co.uk
mailto:admin.cambridgecourt@unityhomes.co.uk
mailto:amanda.branson@thetidescaregroup.com
mailto:collegegreen1@btconnect.com
mailto:david.armstrong@thetidescaregroup.com
mailto:alison.brownbill@highpointcare.co.uk
mailto:joanne.rose@c-i-c.co.uk
mailto:hawthornelodgecarehome@gmail.com
mailto:heathfieldlodge@btconnect.com


  

 

Ince Blundell 
Hall (The 
Augustinian 
Nursing 
Sisters) 

Ince Blundell, L38 
6JL 

0151 929 2596 nursingibh@outlook.com Nursing 

James Dixon 
Court 

Harrops Croft, 
Netherton, 
Liverpool, L30 
0QP 

0151 705 0320  
 

paul.horan@ndirections.org 

Residential 

James Page 
House 

Deyes Lane, 
Maghull, L31 6DJ 

0151 531 8702 
 

 
sarah.blevin@parkhaven.org.uk 

Nursing 

Kemp Lodge 
Care Home 

Park Road, 
Waterloo, L22 
3XG 

0151 949 0826 kemplodge@c-i-c.co.uk Nursing 

Nazareth 
House - 
Crosby 

Liverpool Road, 
Crosby, 
Liverpool, L23 
0QT 

0151 928 3254  
 

paula.clark@nazarethcare.com 

Residential 

Orchard 
Lodge Care 
Home 

32 Gordon Road, 
Seaforth, 
Liverpool, L21 
1DW 

0151 474 6375  
 

jeanette.orchardlodge@gmail.com 

Residential 

Orrell Grange 43 Cinder Lane, 
Bootle, L20 6DP 

0151 922 0391 
 

 
manager@orrellgrangenursinghome.com 

Nursing 

Palmyra 38 Great Georges 
Road, Waterloo, 
Liverpool, L22 
1RD 

0151 949 0529  
 

margaret.parker@makingspace.co.uk 

Residential 

Riverslie 79 Crosby Road 
South, Waterloo, 
L21 1EW 

0151 928 3243 
 

 
manager@innocare.co.uk 

Nursing 

Roxburgh 
House Care 
Home 

Roxburgh Street, 
Bootle, Liverpool, 
L20 9PS 

0151 525 7547 
 

 
roxburghhouse@hotmail.com 

Residential 

Saint Jude 
Care Home 

6 Warren Road, 
Blundellsands, 
Liverpool, L23 
6UB 

0151 924 8427  
 

jennifermcveigh@live.co.uk 

Residential 

Shieling (The) 286 Southport 
Road, Lydiate, 
L31 4EQ 

0151 531 9791 
 

 
paulineharris123@btconnect.com 

Residential 

St Nicholas 
Care Home 

21 St. Nicholas 
Drive, Netherton, 
L30 2RG 

0151 931 2700  
 
 

manager.stnicholas@randomlightuk.com 

EMI 
Residential / 
EMI Nursing 
/ Nursing 

St. Joseph's 
Hospice 

Ince Road, 
Thornton, L23 
4UE 

0151 924 3812 
 

 
marian.banks@jospice.org.uk 

Nursing 

mailto:nursingibh@outlook.com
mailto:paul.horan@ndirections.org
mailto:sarah.blevin@parkhaven.org.uk
mailto:kemplodge@c-i-c.co.uk
mailto:paula.clark@nazarethcare.com
mailto:jeanette.orchardlodge@gmail.com
mailto:manager@orrellgrangenursinghome.com
mailto:margaret.parker@makingspace.co.uk
mailto:manager@innocare.co.uk
mailto:roxburghhouse@hotmail.com
mailto:jennifermcveigh@live.co.uk
mailto:paulineharris123@btconnect.com
mailto:manager.stnicholas@randomlightuk.com
mailto:marian.banks@jospice.org.uk


  

 

Thornton Hall 
& Lodge 

Tanhouse Road, 
Thornton, 
Liverpool, L23 
1UB 

01423859859  
 

thorntonmanager@orchardcarehomes.com 

 
 

Residential 

Tithebarn Moor Lane, 
Crosby, 
Liverpool, L23 
2SH 

0151 924 3683  
 

sburge@rmbi.org.uk 

Residential 

Warren Park 
Nursing 
Home 

66 Warren Road, 
Blundellsands, 
L23 6UG 

0151 932 0286 
 

 
margaret@warrenpark.co.uk 

Nursing 

Willow 
Gardens Care 
Home 

St. Edmonds 
Road, Bootle, L20 
7AJ 

0151 922 4324 
 

 
Charlotte.cuddy@sanctuary-housing.co.uk 

Nursing 

Woolston 
Mead 

4 Beach Lawn, 
Waterloo, 
Liverpool, L22 
8QA 

0151 928 3796  
 

woolstonmead4@gmail.com 

Residential 

mailto:thorntonmanager@orchardcarehomes.com
mailto:sburge@rmbi.org.uk
mailto:margaret@warrenpark.co.uk
mailto:Charlotte.cuddy@sanctuary-housing.co.uk
mailto:woolstonmead4@gmail.com


  

Appendix 9:  Guidance on use of Attend Anywhere in Care Homes 
 

 
 

 



  

 

 
 

Care Home Plan on A Page 

Appendix  4 

 
 
 
 
 

 



  

 

 
 

Team 100 Approach 

Appendix 5 

 

 
 
 
 
 

 
 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

  


