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North Mersey System Plan  

1. Introduction 

The COVID-19 challenges of 2020 are recognisably the most testing and demanding the NHS 
has ever experienced.  Extraordinary actions and management were required to ensure clear 
focus and timely responses whilst minimising clinical risk.   Prior to the pandemic the local 
health and care system had been under increasing, and at times, sustained pressure.  The 
COVID-19 crisis evidenced continued and stronger system relationships, collaboration and 
trust across the system. 

These unprecedented and challenging times have brought about an appetite for change and 
an acceptance of new or different methods of service delivery from professionals and the 
public alike.  Our health and social care system has been significantly disrupted over the past 
few months, however, this has forced rapid integration and system wide partnership working 
which has been implemented to great success.  There has never been a better opportunity to 
review what is in place, lock in positive change and consider new approaches with a 
continued focus on improving the offer for our service users and delivering improved 
outcomes with a better experience of care. 

Our continued vision is to enable greater efficiency and clinical effectiveness through treating 
patients and service users in the most appropriate setting for them. 

Whilst the North Mersey Plans focus primarily on Winter, given the urgency around the 
current pandemic situation and expected demand, it should be noted that the objectives also 
complement a longer-term strategic vision across the places we serve. 

Many system partners are still actively working on their organisational winter plans to 
provide for delivery of this system level plan.   As a live document, this plan will continue to 
adapt with continued engagement from system partners. 

 

2. Key Deliverables 

Our ambition is to improve the offer for patients, deliver improved outcomes and a better 
experience of care, whether that is by phone, online, in the Community or, when necessary, 
in Hospital for our local population. 

The delivery of safe, effective and sustainable care for people requiring the health and social 
care will be measured through the delivery of: 

- 4 hour emergency standards 
- Local and National waiting time targets 
- Bed Occupancy 
- Operational Pressures Escalation Levels (OPEL) 
- Delayed discharges / LLOS (stranded and super stranded patients) 
- System Capacity – Acute & Community (including Care Homes) 
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- Access to Community Services 
- Surge Management and Demand 
- Maximisation of Independent Sector capacity 
- Prioritising workforce health and wellbeing 
- Alignment with core recovery requirements eg diagnostics 

 

3. Winter Plan Summary 

The 2020/21 plan has been prepared following engagement with North Mersey System 
Partners.  The system provided an overwhelming response and programmes were collated 
into a wider ‘System Plan’ contained key activities to sustain the health and care system 
throughout the winter period.. 

>>> Additional document:  See Appendix 2 for System Plan  

An exercise was then conducted to categorise system programmes to allow for appropriate 
assurance mechanisms to be put in place for winter delivery.  The system used categorised as 
follows: 

Category 1 – A new initiative for winter 
Category 2 – An existing work stream with identified winter impact. 
Category 3 – An existing work stream which does not require any intervention but will  
           require system oversight in terms of delivery and outcomes. 

Programme plans were also categorised taking the following NHSE expected approach into 
account:   

• Demand 
• Capacity 

• Workforce 
• Exit Flow and 

• External Events (COVID, Flu, EU Exit, Respiratory and Comms Plans) 

Plan directly affecting priority areas were then arranged in three key pillars with named 
Senior Responsible Officers to ensure dedicated focus on objectives, delivery and system 
alignment: 

1. ED / Admission Avoidance 
2. Flow & Discharge and 
3. System Full Capacity 

All three Priority Areas have a number of individual subgroups that are very much 
interdependent with some predating winter activities. Sub Group areas have named leads 
and specific PID’s (Project Initiation Documents) with the PID’s developed to recognise the 
interdependencies and complement each other for successful delivery.  All PID’s fully 
describe delivery and have descriptions of scope, benefits, outcomes to be achieved with 
potential risks and mitigating actions. 
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All items of delivery are predicated on the assumption of cost neutrality with additional 
funding highlighted as a risk when impacting on minimum delivery requirements.  

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ED / Admission Avoidance     
SRO/s: Neil Holland (LUHFT)

Dani Jones (Alder Hey)

• ED Estates & WIC’s              
(MCFT to establish sub group)

• ED - Triage, SPC, Respiratory, 
Cardiology, Mental Health, 
Social Pathways, Frailty, 
Primary Care, SDEC & Direct 
Booking

• Virtual ED                             
(Alder Hey working group established)

• NHS 111 First                     
(Shadow Implementation Group 
established)

• UTC Principles & Facilities                          
(Sub Group to be reinstated)

Flow & Discharge 
SRO: Lee Taylor

• RFD/DToC/D2A (SPC)        
Various sub groups already 
established:                                               
- Main D2A (Discharge to Assess)                
- D2A Operational Oversight Group      
- Flow & Capacity  &                                  
- RFD Escalation MDT & Daily MDT

• SAFER                                    
(Acute / Mental Health & IC)                              
(Internal forums, monitoring and 
reporting already in place)

System Full Capacity 
SRO: Dave Horsfield

• Sub-Acute Beds                    
(System groups in place following 
Seacole development)

• Full Capacity / COVID & Surge 
Management Plan (Mutual 
Aid), System Monitoring               
(Sub Groups already established:            
- Local System Management Group               
- Flow & Capacity Group

• Diagnostics (Recovery & 
Management of Wait Lists)                                 
(Sub Groups already established:          
- System Recovery Group                                               
- Local System Management Group 

North Mersey Winter Priority Areas 
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4. ED / Admission Avoidance  

The ED / Admission Avoidance priority area focuses on preventative and supporting 
measures in the Community.  It aims to prioritise ED Triage with community alternatives, 
access to specialist pathways and same day emergency care.  Plans and direction align with 
both the LCCG One Liverpool Plan and SSCCG Shaping Sefton Plan.  The right care, in the right 
place, first time. 

There is particular emphasis on the ED Triage element and estates.  This area encompasses 
triage with community alternatives, SPC (single point of contact), mental health, social 
pathways, same day emergency care, direct booking, frailty and primary care.  Specialist 
services involved include respiratory and cardiology.  Priority areas also include NHS 111 First 
and UTC Principles to ensure whole system delivery alignment. 

Liverpool University Hospitals Foundation Trust (LUHFT) have also developed a Covid Flow 
SOP.  This will be replaced by a LUHFT Escalation Policy which is currently ongoing to ensure 
alignment of escalation processes across both sites in preparation for winter in addition to 
the management of Covid in the 3 stages of suppression, transition and surge.  LUHFT aim to 
have this complete by October. 

>>> Additional document:  See Appendix 3 for LUHFT COVID Flow SOP 

The LUHFT reset plan has a clear focus on the following 6 points: 

1. Preventative Measures – Community 
- 111 Triage 
- Geriatrician Phone Line 
- Walk in Centres / Urgent Treatment Centres 
- Specialist Pathways – OPAT, Cardiology, Respiratory and DVT 

2. Admission Avoidance at the Front Door 
- Ambulatory / SDEC (default care plan, admission only by exception) 
- Flying Squad (SW, Community Matron supporting at the front door) 
- GP Referral Process 
- Mental Health  
- Hot Clinics 

3. Internal Flow / Pathway Management 
- High NEWS/HDU 
- Surgical / Orthopaedic 
- Speciality In-reach and integration 
- Trust wide response to surges / full capacity protocol 

4. Discharge 
- SAFER 
- Education  
- D2A via SPC and speciality pathways 
- TTO’s  
- PTS 
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5. Workforce 
- Staff well-being and engagement 
- Skill Mix Review – all Clinical Teams 
- Non-medical advanced practice roles integration of flow/discharge teams 

6. IT 
- Underpins all projects 
- Wipeboard, eReferral process, eTriage dashboards 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 

Key Focal Points 

111 Ambulance 

A&E Care Home 
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ED – Estates & WIC’s 

Development of WIC and estate to support these services will be focussed on ensuring that 
the current resources and changes made in response to COVID within the Walk in Centre 
offer are maximised to ensure patients receive the right care, at the right time and in the 
right place.  

Building on the successful tele-triage access implemented by the Walk in Centres, the work 
will focus on collaboration with acute and primary care colleagues to ensure appropriate 
pathways in the community and primary care. It will include the use of digital and tele triage 
to join up the work with the NHS 111 First work stream and promote out of hospital same 
day access to urgent care and ED avoidance. 

The clinical model will inform the use of current estate and several options will be considered 
with acute and primary care colleagues to maximise impact during any surge and winter.  As 
these options are developed, the core UTC principles will be tested in these settings 
wherever possible, focussing on: 

• Ability to offer a wide range of diagnostics 
for adults and children 

• Ability to manage minor ailments and 
minor injuries 

• Ability to offer standard operating hours 
(potentially longer than 12 hours) 

• Ability to offer alternative responses to 
ambulance conveyances 

 

Paediatric Virtual ED 

The project aims to implement a Virtual Emergency Department (ED) access service. The 
ambition is to establish a virtual ED approach, in line with international experience (in particular 
New York Presbyterian/Cornell University) which will provide the opportunity to triage patients 
in a home setting, enabling patients / carers to book a virtual slot with a clinician, rather than 
physically attend the department. Virtual Urgent Care would provide real-time access to a 
doctor via video chat with a smart phone, tablet or computer at any time (although initially this 
would be trialled at peak times to gauge effectiveness, as we build experience and capacity for 
the service).  The intention of the model would be for the patient to download an app or access 
a website, and create an account to access the service, but we will consider this as we develop 
a solution. The front end would strip out any ‘red flag’ / emergency conditions and direct 
immediately to 999/A&E – then sift the remaining urgent care presentations into potential for 
a bookable virtual appointment with an ED consultant. 
 
A key design principle for the project is to ensure a safe and accessible service, and we will aim 
to ensure the technical / technology barriers are as low as possible for end users. It is envisaged 
that the service will require the patient to enter symptoms and information to connect to the 
clinical team. This will allow for the immediate evaluation, diagnosis and treatment plan. In 
addition, and based on best practice, we will aim to provide patients and carers with highly 
intuitive tutorials to enable them to participate in the virtual assessment more readily e.g. 
measuring heart rate and doing other basic checks whilst they are waiting to be seen. This is 
utilised effectively in the NY system. This could potentially ensure that valuable contact time 
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between patients and clinicians in maximised, whilst empowering patients and carers to 
actively participate in their own care.  

 

The current physical ED model is summarised in the following (simplified) figure 1:  

 

Figure 2: Proposed future model of ED  

 

Alder Hey have an urgent requirement to identify innovative approaches to effectively 
manage current and future demand for emergency care services.  
 
Attendances have increased significantly over the last five years with an 11% increase 
between 2014/15 and 2019/20, average annual growth of 3%. This is a change in the 
maximum daily attendances from 218 to 270. The nature of attendances in terms of acuity 
and complexity has changed over the years. A large proportion of attendances within the 
department are ‘green’ low acuity patients and accounted for 71.3% of attendances in 
2019/20, there has been an increase in the number of patients presenting with complex 
healthcare needs, mental health and behavioural issues as well as increased social concerns. 
Whilst there was an initial drop in ED attendances at the beginning of the covid pandemic, 
we are now experiencing 140+ attendances per day which is already putting extreme physical 
pressure on the department given social distancing etc. 
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The implementation of a virtual ED service will be initially piloted for 4 hours per day and 
target to see 8 patients, which is consistent with the numbers seen in trials of the newly 
established New York Presbyterian (NYP) Paediatric Emergency Department. The aim will be 
to conduct a trial with appropriate (i.e. low urgency and acuity) patients that present to the 
ED department and who volunteer to participate in the first instance. We will conduct the 
trail with patient safety as the highest priority. This approach will enable us to mitigate any 
problems, because these patients will already be on site. The results of the trial will be 
evaluated to inform operational and system development requirements to enable a broader 
roll out in the following weeks and months. Children’s winter begins in September and is at 
its peak in November; this means there is a requirement for urgent action and at Alder Hey 
we began developing this in June in recognition of this, as well as an attempt to build upon 
changes in social behaviours around accessing ED due to the pandemic. 

The full ambition of this model is to offer a virtual service for 8-10 hours a day, seeing 32-40 
patients and will allow for a reduction in attendances to the department and a more pleasant 
experience for parents/carers. However, we are cognisant that we do not want to risk 
increasing demand overall or drive patients towards the service that are clearly not suitable, 
and we will seek to manage this risk carefully are we progress.By providing a virtual ED 
service this project has the following aims: 

• Reduce the demand for physical presentations into the ED department to help 
minimise the risk of COVID19 contagion; 

• Provide an alternative virtual, high quality and safe ED service to patients and their 
carers that, where appropriate, better meets their care needs and requirements; 

• Minimise the impacts of higher demand on the ED department, including staff 
absenteeism, delays to waiting room targets  

• Improve Access to Care for Children and Young People  
 

Stakeholders:  

Soft engagement has taken place to date through design workshops with internal colleagues1 
and with system partners including GP, commissioners, UC24, NWAS to seek input into the 
proposed model. Feedback to date has been positive and colleagues recognising in the light 
of COVID change is required to manage future demand. 

International research identified similar models operational in New York, Ottawa and 
Singapore.  Contact has been made with New York Presbyterian where the ‘New York on 
Demand’ model operates.  This provided insight into the implantation of such a model, the 
key challenges and benefits. This research has informed the Alder Hey proposal. This initiative 
represents a realistic opportunity for Alder Hey to be leader in the provision on healthcare. It 
is also an opportunity to develop a more integrated response to provide improved access to 
assessment and outcomes. 

Further consultation will continue internally with staff, with relevant patient cohorts 
(including the Young Person’s Advisory Group, and through patient surveys etc.), as well as 
with immediate stakeholders within the local health eco-system. We will also hold a simple 
‘vision-event’ with staff to inform them of any proposed changes and innovations regularly as 
we progress to ensure feedback, interaction, co-creation and acceptance of change. 
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ü June 2020 – Analysis & initial 
consultation 

§ July 20: Rapid Experiment  
• Test of concept on patients 

presenting at ED only 
• Focus on low urgency patients 

and physically in the building 
to minimise risk and re-route if 
needed 

• Assess & understand  
o Technology needs 
o Patient Experience 
o Clinician Feedback  

§ July 2020 – platform development / 
configuration 

§ August 2020 – complete test of 
concept and further development 

§ September 2020 – roll out of minimal 
viable service 

§ Future – more comprehensive systems 
development 

• Link to Innovation & DigITal for 
Digital Front Door, 
Meditech/Expanse, RPA, 
AI/NLP assistant  

Alder Hey - Virtual ED 

Drivers for Change 

• Public behaviours have shifted to 
more digital experience of healthcare 

• Pre-Covid demand numbers are 
starting to grow 

• Lockdown lifting & schools re-
opening, likely bumps in demand at 
each stage of lift 

• Max. capacity with social distancing is 
11 families 
 

Learning from others 

• New York Presbyterian Hospital; Paediatric 
offer in place over 3 years 

• Ottawa & Singapore have similar models 
but new 

• NHS111, NWAS, GP’s 
• C&MP 
• Little or no evidence of other Virtual ED 

services in UK 

Timeline 
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NHS 111 First 

NHS 111 First includes a number of different interventions which, taken together, will 
transform access to UEC services.  Patients will still be able to choose to attend ED without 
having gone through 111 First, however the aim of 111 First is to improve the offer to 
patients. 

The North Mersey System is within the Phase 3 cohort which is expected to ‘go-live’ from 1st 
December 2020.  The minimum expected implementation criteria is as follows: 

• Increased 111 Capacity: health advisers (call handlers) and CAS clinicians 

• Availability of alternative secondary care dispositions: e.g. SDEC, assessment units, 
hot clinic 

• Implementation of ED referral and booking system: ITK messaging or secure email 
• Evaluation and monitoring: quantitative and qualitative 

• Communications strategy: targeted marketing and stakeholder engagement, national 
campaign supporting local messaging 
 

A North Mersey system Shadow Implementation Group has already been established to 
ensure preparedness and learn from the groups within Phase 1 and 2 of the approach.  The 
Group has two Joint SRO’s with further established sub groups in accordance with National 
Guidance:  

1. Service Design and Operations 
a. Data and Modelling 
b. Finance 
c. Communications and Engagement 
d. Workforce 

2. Technology (Digital) 

The Programme objectives are to: 

- Improve patient care and experience when accessing UEC 
- Ensure no patient groups are disadvantaged and target key patient groups to 

enable access to / the development of the more appropriate, safe and timely 
services 

- Reduce the risk of nosocomial spread of COVID-19 and other infections 
- Deliver more effective clinical management of low acuity patients currently 

accessing ED’s 
- Consolidate clinical resources from across the local health system to provide 

enhanced clinical triage and, where required, appropriate onward referral 
- Establishment of effective alternative patient flow away from ED’s, through 111 

and into alternative clinical services/clinics supported by an effective Directory of 
Services (DoS) 

- The two early implementer sites will test approaches to enable comparison 
between the two and learning for the following 
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- Ensure clear linkages with winter planning across the North West system to 
maximise the impact of 111 First 

- Effective public and health care professional engagement and communications to 
promote 111 First 

 

 

5. Flow & Discharge  

The Flow & Discharge priority area focuses on ensuring ongoing delivery and oversight of the 
newly implemented discharge to assess processes via the enhanced Mersey Care Foundation 
Trust (MCFT) Single Point of Contact (SPC).  The aim is to maintain oversight and assurance 
on operational delivery and recovery plans across the health system with regards to ‘ready 
for discharge’ patients alongside the effective provision and utilisation of community hub 
beds, ward 35 and care homes. 

An established Flow and Capacity Group is in place to review and analyse the Out of Hospital 
Cell performance dashboard and associated local business intelligence in order to have 
oversight of the current system capacity and delays including: 

v Ready for Discharge (RfD), Delayed Transfers of Care (DToC), Long Length of Stay 
(LLOS), Discharge to Assess (D2A), Single Point of Contact (SPC) 

v SAFER (Acute, Mental Health & Community Beds) 

 
>>> Additional document:  See Appendix 4 for Flow & Capacity Group terms of reference  

 
There will be particular revised emphasis on SAFER principles.  Whilst already embedded in 
system architecture, the following will be assessed by the Flow and Capacity Group to ensure 
that they are in place throughout the winter period: 

- Senior Reviews of all patients 
- All patients must have an estimated discharge date 
- Patients should be discharged before mid-day 
- The number of weekend discharges are not affected 
- Maximise the use of the discharge lounge 
- Proactive planning with regards to PTS (patient transport services) and TTO’s 

(Take Out Meds). 

The main areas of challenge in previous years has been the availability of community and 
care home beds.  The aim of the winter plans is to ensure improved flow and utilisation of the 
available Community beds.   

We will maintain and improve delayed discharge MDT’s and continue to work as a system to 
resolve barriers and delays wherever possible. 
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6. System & Full Capacity  

The System & Full Capacity priority area focuses on oversight, key information dissemination 
and supporting the effective operation of the system as a whole.  This includes issues, risk, 
demand & surge management, mutual aid, capacity, workforce, overall system escalation and 
barriers across health and social care. 
 
A Local System Management Group has been successfully established which ensures System 
and Capacity Monitoring and has been in place throughout the COVID-19 period.  The Group 
identifies risks, critical points of failure and significant operational barriers.  Its role is to 
recommendation for remedial actions where required, coordinate responses and mutual aid 
and escalate issues through EPRR or other appropriate routes. As with the other priority areas, 
it aligns with the Out of Hospital Cell to ensure co-ordination of approaches and responses 
across the wider Cheshire and Merseyside footprint. 
 
>>> Additional document:  See Appendix 5 for LSMG Terms of reference and mutual aid MOU 
 
There has been a great deal of partnership working to ensure the right level of capacity 
monitoring is available to ensure oversight but also capacity planning. 
 
>>> Additional document:  See Appendix 6 for Winter Dashboards Overview 
>>> Additional document:  See Appendix 7 for North Mersey Intermediate Care Modelling 
>>> Additional document:  See Appendix 8 for Care Home Capacity Dashboard 
(see also Section 20 Digital Infrastructure, Data and Reporting) 
 
 

7. Resilience 

The Plan details the actions and responses we will take to ensure that we are prepared to 
manage and maintain oversight of the demand for services we can expect during the winter 
period.  The North Mersey System supporting this winter plan have a number of their own 
specific policies and measures in place to ensure we are prepared to deal with any potential 
surge management or second wave. 

A Local System Management Group (LSMG) has been established and the effectiveness has 
been evidenced throughout the pandemic situation by supporting the COVID-19 position 
including addressing and resolving ongoing issues, risk, demand, surge management, mutual 
aid, PPE, bed capacity, workforce and overall system escalation and unblocking barriers. 

The North Mersey system has also developed and agreed an MOU (Appendix 5) for 
requesting and responding to mutual aid requests under the LSMG, ensuring appropriate 
support for services under significant pressure but also to provide oversight of where aid is 
distributed in the system when multiple pressure points exist.  
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8. North West Ambulance Service 

The NWAS Plan will function in conjunction with a number of other key plans and documents, 
specifically (not exhaustive):  

• NWAS Major Incident Response Plan 
• NWAS Pandemic Influenza Plan 
• National Ambulance Resilience Unit (NARU) Escalation Plan 
• NARU Command and Control Plan 
• NWAS Business Continuity Plans 
• NWAS Divert and Deflection Policy 
• Demand Management Plan 

 
NWAS play a key role in the membership of our Local System Management Group, however 
due to the wider geography covered by this service a standardised winter plan must be 
incorporated across multiple systems.  In North Mersey, the NWAS winter plan will be 
adopted and assimilated into local operations with oversight from the Local System 
Management Group. 

 Our North Mersey Winter Plan will also include the NWAS approach to maximising the use of 
‘Hear and Treat’ and ‘See and Treat’ pathways for 999 demand.  The aim is to support a 
sustained reduction in the number of patients conveyed to Type 1 or Type 2 Emergency 
Departments. 

NWAS are actively developing their Winter Plan and our North Mersey System Plan will 
incorporate, and support, the delivery requirements as soon as they have been received. 

 

9. Primary Care & Community Care 

Primary and Community Care are integral to delivery of the winter plans.  Admissions can 
only be avoided if there is a better, safer alternative. 

The winter plan aims to collaboratively build on work being planned to improve and 
transform services.  Local arrangements are in place regarding winter planning, building on 
the locality plans and using existing locality services.   

 

Integrated Primary & Community Model  

Background 

Mersey Care has been working with the Liverpool Network Alliance (LNA) during June and July 
2020 to develop a draft integrated primary and community model of care model which was 
recently presented as an outline at the Winter Collaborative meeting on the 31st July.   

We hope to further develop our thoughts around this model over the next two weeks so that 
this model can then be implemented using QI testing approaches to support the challenging 
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winter ahead.  The learning from which will then be evaluated and used to further inform 
further development of a sustainable model with other partners. 

Four additional challenges have great potential to exacerbate winter 2020/21 pressures on the 
health and social care system, by increasing demand on usual care as well as limiting surge 
capacity which we have been considering as part of our discussions: 

a) A large resurgence of COVID-19 nationally, with local or regional epidemics (spikes). 

Modelling of our reasonable worst-case scenario – in which the effective reproduction rate of 
SARS-CoV-2 (Rt) rises to 1.7 from September 2020 onwards – suggests a peak in hospital 
admissions and deaths in January/February 2020 of a similar magnitude to that of the first 
wave in spring 2020, coinciding with a period of peak demand on the NHS.  We are already 
seeing local outbreaks in Liverpool (Princes Park etc).  The national modelling available 
estimates between September 2020 and June 2021, over double the number that occurred 
during the first wave win spring 2020. 

b) Disruption of the health and social care systems  

Due to reconfigurations to respond to and reduce transmission of COVID-19 with a knock-on 
effect on the ability of the NHS to deal with non-COVID-19 care.  The remobilisation of 
resources for COVID-19 (staff and facilities) that occurred during the first wave of COVID-19 is 
unlikely to be possible this winter, due to other winter pressures, urgent delayed care, and a 
likely increase in staff sickness absence, among others. 

c) A backlog of  non-COVID-19 care  

Following the suspension of routine clinical care that is likely to result in an increased number 
of poorly-managed chronic conditions or undiagnosed diseases and be combined with a surge 
in post-COVI-19 morbidity.  Estimates suggest that the overall waiting list in England could 
increase from 4.2 million (pre-COVID-19) to approximately 10 million by the end of the year.  
Reducing the backlog of care will be hampered by reduced operational capacity across NHS 
organisations designed to prevent transmission of COVID-19. 

d) A possible influenza epidemic that will be additive to the challenges above 

The size and severity of the influenza epidemic in winter 2020/21 will be particularly difficult 
to estimate, but the most recent flue season in winter 2017/18 coincided with ac older winter; 
led to over 17,000 excess respiratory deaths and caused NHS Trusts to cancel all elective 
surgery in January 2018, resulting in 22,800 fewer elective hospital admissions when compared 
to the previous year.  A generalised increase in respiratory infections over the winter could also 
rapidly overwhelm test and trace capacity. 

National and Local Context 

Pre-COVID 

§ UTCs via the 5 Year Forward View then Long-term Plan. Aim for winter 2020. 

§ Liverpool Provider Alliance Clinical Working Group Plan  
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§ EDs routinely struggling with 4 hour target. 

§ GP Workload and workforce challenges. 

§ PCNs and development of Integrated Care Teams. 

§ A problem going back generations. 

§ One Liverpool – overtly and specifically an ALL AGE PLAN. 

 
COVID 

§ Total triage across all primary care settings 

§ Increased use of digital consultations. 

§ ED demand plummeted then recovered. 

§ Development of “hot” hubs in partnership between PCNs and Mersey Care. 

§ Estate challenges amplified – North Liverpool again. 

§ A positive culture of collaboration around rapid change. 

§ Evolution of services from week to week based on need/feedback. 

Post-COVID/Recovery 

§ A collective wish not to lose the gains of the pandemic in terms of transformation. 

§ How we utilise current estates to support our model during winter and beyond and 

what other estates options are there? 

Our Must Do’s and General Design Principles 

§ Need to maintain hot and cold pathways (at least for now) 

§ Open at least 0800-2000h 

§ Access by Walk-in, pre-triage from General Practice & Community Services and 

Ambulance. 

§ All-age, explicitly generalist. 

§ Digital first and always. Same rigor of triage as during COVID. Essential footfall only. 

§ Design always based on patient need & journey, with the responsibility on 

organisations to overcome challenges. 

 

Key Service Delivery Components 

§ Walk in and pre-triaged face to face consultations 

A single all-age patient caseload managed by an MDT comprising current WiC staff 
(adult and paediatric ANPs), GPs & nurses from General Practice, First contact physio, 
liaison mental health and admin support with embedded social prescribing link 
workers. Full Emis access as per the hub. 
 
 
 
 



19 
 

§ Digital Consultations & Triage service integrated with Enhanced Access service 

Remote consultations from UTC staff via eConsult/video/AccuRx. This could be from 
home/practice or from a digital consultation suite onsite. Blinx pilots will inform smart 
triage options. This facility could also be used for…. 
 

§ Digital Link to local EDs/Gerontology for specialist advice 

Real time and booked slots for professional discussions or patient-included 
consultations. (e.g.: ask a paediatric ED consultant to review a rash) 
 

§ Minor Injuries/Community Trauma Service 

1. Ambulance and ambulatory patients  

2. access to X-ray, suturing, plastering 

3.  Links to local fracture clinic and ED via digital above. 

4. Access to urgent MCAS assessment slots 

 
§ Short-stay assessment service 

1. A GP-led bed-based area for a cohort of patients who need a more detailed 

assessment acutely than can be delivered at home.  

2. Access to near patient testing, radiology & ECG.  

3. Onsite social care and link to community bed-base.  

4. Physio/OT available onsite or discharge to assess.  

5. Full Emis Access. 

6. Can then link to……. 

 
§ Virtual Obs Ward 

Telehealth package on discharge with agreed pathway and parameters for referral 
back to practices/UTC/NWAS. 
 

§ Admissions Avoidance 

IV Therapy 
DVT Pathway 
Referral to ICT/ERT etc 
 

§ Social Prescribing 

A branded presence onsite with link-workers embedded throughout the teams and 
clear referral pathways. Facilitated by Elemental. 
 

7. What do we need to get there? 

 
§ Shared understanding of patient journey- who is using this and why? Once we have 

agreed this, clinical pathways can be drawn up 
§ Shape the contract/understand timeline and value of commission  
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§ Workforce planning- partly based on contract value but also can we look at some of 
the ARR delivering services here? 

§ Back office: 
o Shared care records  
o Appt booking/monitoring of site 
o Equipment- associated governance- feed into workforce planning? Xray= 

radiographer? 
o Estate set up  
o Communications 
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10.  Respiratory  

Respiratory admissions are always heightened over the winter period and this winter it is 
envisaged that presentations will be on a scale never encountered before due to the 
pandemic. 

The aim of the system is to ensure that patients manage their respiratory condition at home 
wherever possible. 

Liverpool will continue to offer Telehealth remote monitoring, support and coaching to high-
risk COPD patients through the Mersey Care clinical hub to reduce hospital admissions and 
improve self-care.   

A Regional bid for NHSX support to expand the level of remote monitoring across Cheshire 
and Merseyside has been successful.  This will provide transformation support to help other 
areas to rapidly establish Telehealth pathways similar to Liverpool, in time to impact Winter 
pressures.  Other CCGs in North Mersey may wish to consider this option.  

LUHFT Community Respiratory Team will deliver the following 7 days/week services for 
Liverpool patients: 

• A Hospital at Home COPD support service to reduce NWAS conveyancing and avoid 
admissions; 

• Telehealth monitoring of Covid positive patients discharged from the AED, to avoid 
inappropriate AED attendances but ensure timely admissions; 

• A post-Covid monitored discharge Telehealth service avoiding re-admissions and 
distress. 
 

Overall, the Winter Plan will: 

- Support the national campaigns and communications strategies and ensure that 
people are advised to ‘Keep Warm’ during periods of cold weather.  This will be 
reinforced through local media campaign. 

- Build upon the existing experiences over previous winters with the successful 
respiratory admission avoidance schemes 

- Avoid unnecessary respiratory admissions with partnership working 
- Reduce re-admissions for respiratory patients 
- Direct appropriate patients to the relevant community services including booking 

in for a Consultant review within Community Services 
- Reduce the average length of stay of non-elective admitted patients 
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11. Influenza Plan 

Cold weather increases the risk of flu and groups such as older people, very young children, 
and people with serious medical conditions are particularly vulnerable to the effects of cold 
weather. 

This year the pressure is further exacerbated by the COVID-19 crisis. 

Local ‘places’ are, or already have, established groups to co-ordinate a system wide offer for 
flu vaccination for the 20/21 campaign. 

Outlined below is the approach developed in Liverpool with membership including the 
Liverpool Provider Alliance, Liverpool Network Alliance, Merseycare, LMC, LPC, Local 
Authority, LCCG and Public Health.  Similar approaches are being developed across the 
system to meet local need. 

The approach being taken by the group is to maximise the offer using all capacity available to 
deliver to the maximum number of eligible individuals in the cohorts for this year’s 
programme. There is an expectation this year that 75% of all eligible groups will be 
vaccinated, however acknowledged that the traditional model of predominantly General 
Practice vaccination will need to be supplemented by the offer. Numbers are being 
established to understand the capacity and demand that includes the reduced capacity due 
to the impact of COVID increasing the length of time to vaccinate from 1-3 minutes to 3-6 
minutes (this will also impact on community pharmacy provision). 

The offer initially will include provision from, General Practice, Community Pharmacy 
(including in collaboration with Primary Care Networks), Primary Care Networks, community 
providers (for those on their caseload and their carers), midwives. 

Special consideration will be given to ensuring high risk individuals are identified and 
vaccinated as early in the programme as possible including those at risk from BAME 
communities, those with learning disabilities, those in care homes (and care home staff) 
using a model that ensures as few people as possible enter to vaccinate, those shielding, the 
obese (BMI over 40), those under 65 at risk and the over 65s, 2 and 3 year old well children, 
those who provide care in patients homes through for example independence payments and 
extra care facilities. 

Provision from school nursing teams will vaccinate all primary school children and those in 
year 7 using the nasal spray and an option is being considered for injectable vaccine for 
children as an alternative as the nasal spray contains gelatine. 

Extra vaccine is being procured nationally and there is acknowledgment that current 
providers will have limited storage and that any cold chain issues will need to be consider for 
just in time delivery. 

Plans are in progress nationally for acute trusts to vaccinate opportunistically. National 
guidance is expected to include extending those who are able vaccinate to include dental 
colleagues, optometry colleagues and nursing associates.  
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Consideration will be given with regards to a mass vaccination programme for the 50-64 age 
group once more national guidance is provided but this is expected to be delivered 
Nov/December and a venue, staffing, IT models and standard operating procedures will be 
considered. 

Although there is a North England and Cheshire and Merseyside communications plan for flu, 
it is acknowledged by the group that some Liverpool localisation of those messages may be 
required.  

Plans will be updated to include mobilising delivery capability for the administration of a 
COVID-19 vaccine if and when a vaccine becomes available. 

These plans are currently in development and our North Mersey System Plan will 
incorporate, and support, these aims and objectives as soon as they have been received 

 
12. Workforce 

The health and safety of our staff is paramount.  All staff groups are fundamental to the 
successful delivery of our winter plans.  All organisations plans will prioritise the health and 
wellbeing of the workforce in order to maximise workforce availability, sustainability and 
productivity. 

Throughout COVID-19 individuals, and teams, have vastly supported each other and this is 
continuing.  To support the resilience of our workforce, plans aim to maintain dedicated 
support and will include: 

• Regular team check-ins 
• Making space available for colleagues to rest and recuperate 
• Dedicated health and care support for staff both physically and psychologically 
• Risk assessments 
• Redeployment to safer areas 
• Home working – where appropriate 
• Access to Mental Health support and wellbeing apps 
• Guidance for key workers 
• Group and one-to-one support, including specialist services to support our black, 

Asian and minority ethnic (BAME) colleagues 
• Coaching and mentoring support where needed 
• Online resources, toolkits and guidance 

 

We are the NHS: People Plan 2020/21 – action for us all, along with Our People Promise, sets 
out what our NHS people can expect from their leaders and from each other.  It builds on the 
creativity and drive shown by our NHS people in their response, to date, to the COVID-19 
pandemic and the interim NHS People Plan. It focuses on how we must all continue to look 
after each other and foster a culture of inclusion and belonging, as well as take action to 
grow our workforce, train our people, and work together differently to deliver patient care. 
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This plan sets out practical actions for employers and systems, as well as the actions that NHS 
England and NHS Improvement and Health Education England will take, over the remainder 
of 2020/21. It includes specific commitments around: 

• Looking after our people – with quality health and wellbeing support for everyone 
• Belonging in the NHS – with a particular focus on tackling the discrimination that 

some staff face 
• New ways of working and delivering care – making effective use of the full range of 

our people’s skills and experience 
• Growing for the future – how we recruit and keep our people, and welcome back 

colleagues who want to return 

The arrival of COVID-19 acted as a springboard, bringing about an incredible scale and pace 
of transformation, and highlighting the enormous contribution of all our NHS people. The 
NHS must build on this momentum and continue to transform – keeping people at the heart 
of all we do 

 
13. Care Homes & Intermediate Care 

The System continues to work in partnership with the Local Authorities to ensure support for 
care providers to maintain capacity, quality, infection prevention and control and resilience to 
meet the extraordinary challenges presented by the Covid-19 pandemic. Resilience and 
supportive arrangements, including oversight, were established during the pandemic to review 
the local data and intelligence regarding the state of the market locally.  These successful 
arrangements will be ongoing throughout the Winter period. 
  
Our North Mersey System has a diverse and complex health and care system. Liverpool alone 
has 87 care homes in the City, forming part of the overall offer of support to people with 24/7 
needs, all of which sit within the independent sector, alongside three intermediate care hubs 
which are owned and run by the Council with Community provision via Mersey Care 
Foundation Trust. The wider network of healthcare across the City includes 86 GP practices 
collaborating across 12 neighbourhoods and 11 Primary Care Networks; eight NHS provider 
trusts, including a newly merged adult acute hospital, a children’s acute trust, a women’s acute 
trust and three specialist trusts, located in the city but serving the wider region. Liverpool is 
also fortunate to have a vibrant voluntary and community sector of over 3,000 organisations 
and groups and an important set of academic institutions that support us to learn quickly. All 
of those key partners have played a significant part in supporting Liverpool people and 
Liverpool care homes through this crisis.   
 
The impact of COVID has been significant in Sefton. In the period from end March to the 1st 
June total deaths were around 65% higher than in 2019 and 80% excess is accounted for 
confirmed or suspected Covid. 18% Covid-associated deaths occurred in care homes, and 75% 
in hospital. England figures are 29% and 65%. We have seen a similar death rate and infection 
rate per 100 as Liverpool and Wirral.  We know that 33% of population at risk of severe illness 
(top 10 LAs nationally). We have worked with 22, 000 shielded or identified as very vulnerable 
people. 
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Sefton has 131 CQC Registered Care Homes across the borough and 2 intermediate care hubs 
run by New Directions, a Care Provider allied to Sefton ASC.  Pre and during COVID Sefton has 
maintained a high level of vacancies across the board. There are currently between 15 and 20% 
voids in Sefton. During the response period our CCGs block purchased 60 additional beds.  We 
have provided robust financial support to prevent market failure, and will now move to work 
with our good and outstanding homes to rebalance and shape the Care Home market to be 
able to meet a higher level of acuity and maintain a Brough wide offer of specialist care. 
  
Our System has some significant and enduring challenges in improving population health. This 
includes a mortality gap and there is a multitude of health data which demonstrate the 
challenges in our usual environment, which play out in this pandemic environment – for 
example, high levels of cardio-vascular, respiratory disease and diabetes – often in people 
under 65 and with high rates of prevalence in our most economically deprived areas – giving 
rise to a much higher percentage of shielded and highly vulnerable people in our population – 
one of the highest levels in the UK. 
  
A specific ‘Care Home Cell’ chaired by the City Council, including Public Health, was 
implemented during the pandemic but with active leadership across the CCG, community and 
primary care. Daily care home intelligence reports inform the daily review. Homes are RAG 
rated according to a series of risk factors. For example, a ‘Red’ Home would be a home either 
closed due to Infection Control, a new confirmed case for Staff or Residents in the last 24hrs, 
or more than 20% of Staff Unavailable due to Covid-19. The sitrep includes a data-led summary 
of: 
  
-      Bed availability by type 
 
-      Covid-19 outbreaks 
 
-      Status and RAG rating of each individual home 
 
-      Heat maps for risk and vacancies 
 
-      Cumulative outbreaks 
 
-      Mortality information (new deaths and cumulative deaths) 
 
-      Graphical representations of homes closed and due to open dates 
 
  
Partners continue use the data to raise questions, resolve issues, plan additional support, and 
schedule individual interventions daily, as well as to bring forward contingency plans, such as 
commissioning contingency arrangements - additional beds, staffing resource, PPE, 
coordinating testing, market support and emotional support, and managing the interface with 
the acute trusts and intermediate care system. 
  
These meetings are supported by a weekly or bi-daily set of virtual face to face interfaces 
(Mutual Aid Calls) with provider leads from senior (DASS/AD) level social care, public health 
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and NHS personnel to operational management level, which have been very much appreciated 
by the care home sector.  The oversight has been very much informed by provider-led insight 
and data-flows, including levels of PPE, staffing, capacity and confidence. 
  
System CCG’s has been supporting primary care colleagues to align clinical leads for each 
homes alongside Primary Care Network configuration with agreement of cover now in place. 
There is an expectation that PCNs will use their pharmacists to support care homes. 
  
A tactical response was developed by community providers to support an enhanced approach 
to community services support in our homes and established a dedicated advice and support 
service from local Geriatricians (based at the Royal Liverpool Hospital) to avoid admission 
where appropriate. Homes also benefitted from an End of Life Helpline for care home staff and 
health care professionals, and the Community Medicines Management Team have aligned 
pharmacist support under this model in order to offer a more rounded approach. 
 
In response to place based demands and critical areas, Liverpool and Sefton have specific 
approaches in order to response to winter for place populations as below: 
 
Sefton 
 
Working with local Primary Care Networks (PCNs), community service providers and specialist 
support from secondary care providers and the CCG Medicines Management team, good 
progress has been made to establish: 
 
• Delivery of a consistent weekly ‘check in’, to review patients identified as a clinically 

priority for assessment of care. 
• Development and delivery of personalised care and support plans for care home 

residents 
• Provision of pharmacy and medication support to care homes 
 
Community nursing colleagues are playing a key role in facilitating the weekly check-ins and 
identifying patients who are in need of proactive support such as those who have been 
discharged from hospital, recent admissions to a care home or those who have a change in 
condition. Multi-disciplinary Team Meetings (MDTs) involving a range of health and care 
professional are established, where clinically appropriate, in some cases involving specialist 
geriatric services.  
 
PCN colleagues are working collaboratively to explore innovative roles and approaches to 
further enhance care in care homes. Our personalised care planning process is already in place 
and being implemented and our medicines management support is being supplemented to 
move to deliver standardised medication reviews in all homes on a routine basis.  Our wider 
medicines management support offer includes a lead clinical pharmacy team member for each 
home, access to our medicines hub, supporting the supply of medicines, assisting in safe 
hospital discharge, a homely remedies policy, care home training and a package of end of life 
support. 
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Work led by NHS England will also help enable social care partners to communicate effectively 
and securely with Primary Care Networks using NHS mail and other digital tools such as video 
consultations.’ 
 
All this is in place to improve resilience and care of residents during any future outbreaks of 
COVID-19. 
 
Through the Merseyside resilience forum PPE cell we have ensured an sustainable and 
adequate supply to PPE for all our Homes, working initially with the national supply disruption 
chain, moving to supporting care homes to sourcing their own sustainable supplies and 
supporting the roll out of the national PPE Portal. The model is now well established and all 
homes report a good level of supply which is checked on each call and through the national 
tracker. The Infection Control Grant Payments support provider to mange the additional 
expenditure required.  
 
We have now issued all Care Homes with Accurex technology to support virtual GP 
Appointments, and equipment and training to take vital Observations to support this process. 
We will look to build on and expand this offer. 
  
All Care Homes are now signed up to the national NHS Capacity tracker and reporting 
functionality will support our oversight of quality and delivery of the market. 
We continue to envisage and support the roll out of NHS.net mail to all homes to support the 
safe sharing of care records and information. 
 
Sefton place will pilot the use of EMIS in Care Homes and will explore and develop a sustainable 
long term model to roll this out to support dynamic care planning, end of life and discharge 
processes.  
 
We will ensure our Telecare and assistive technology strategy works alongside our care home 
to ensure the most effective and efficient use in our care homes. 
 
Training 
 
It is crucial that front line staff in care homes receive readily accessible support and training 
and that they have key relationships with other providers in primary, community and 
secondary care. 
 
S&F and SSCCG & the LA recognise it is essential to support Care home to enable them to care 
for their residents in their home and prevent unnecessary attendances and admissions to a 
hospital setting. 
 
Working collaboratively with other providers i.e. NWAS, Community services, Hospices and 
Care home develop education to support residents being cared for and dying in their usual 
place of residence (UPoR). 
 
We have recently developed a multidisciplinary training offer that gives access to Care Homes 
to support and training resources from NHS Providers, the Council, SCIE, the Hospice sector 
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and other national and local resources. We will continue to work with Care Homes to ensure 
an integrated offer is built on to support Care Homes to deliver the best quality care.  
 
We are exploring and build on the concept developed during the COVID Pandemic of buddy 
homes, or establishing teaching Homes to help us spread the significant pockets of outstanding 
or good homes we have in Sefton. 
 
Capacity / Market Intelligence 
 
During the period of response daily calls are made to all care homes and data is provided on 
the following areas: Vacancies, admission status (general and out of hours) COVID19 status of 
residents and staff, deaths, self-isolation, PPE, handwashing, Swabbing.  
This has been in addition to the NHS Capacity tracker. We now have 100% compliance with the 
tracker and are currently building a risk based approach based on the available reports, CQC 
information, safe guarding information.  
 
A Care Home Provider Weekly Summary Report is provided detailing; Finance Self-Isolation and 
Swab Testing PPE Updates to Guidance Staffing Levels and Capacity Training, Regional data and 
inspections. 
 
The group receive a daily outbreak report detailing the number of homes experiencing two or 
more case and homes with single reported out breaks.  
 
A dashboard has been developed to identify any homes at risk, for example due to higher than 
usual vacancy levels and Sefton have also led on a LGA scoping exercise around care home 
viability, which will also be used to identify any homes at risk. 
 
Sefton ASC will continue to comply with the national capacity tracker which monitor Care 
Home bed occupancy. This is reviewed on a weekly basis and included in our Sit Rep report to 
the Care Home Cell. Sefton ASC are committed to continuing this approach throughout the 
Winter period.  Sefton ASC continue to monitor bed capacity across the Care Home Market 
utilising the national tracker with a view to securing additional capacity where and when 
required although vacancy levels remain high post COVID. 
 
Infection, Prevention & Control / Care Home Outbreak Plan  
 
Sefton has a dedicated community infection prevention and control team provided by a 
community health provider.  
 
Public Health has provided assurance to our community provider that it will underwrite the 
required surge capacity to support IPC across care homes.  Public Health and ASC have also 
committed to work together to build on the existing Infection Prevention Control service to 
expand to include dedicated care home elements. 
 
The team operate Monday-Friday 9-5 with wrap around out-hours support delivered by the 
local Public Health England Health Protection Team on-call over the weekend. The Team 
provide remote and on-site support and advice on a priority triaged basis. They support the 
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reporting and oversight of outbreaks in Sefton and provide direct support to those 
experiencing an outbreak.  
 
This offer has been supplemented through support to care homes delivered by Sefton Council 
Environmental Health Officers, who have been working with the community infection 
supporting care homes with single suspected COVID-19 cases and outbreaks. 
In addition to the funds allocated for to support the local COVID-19 community outbreak 
response, there is a planned permanent increase in the Community Infection Prevention and 
Control Service, that will include a focus on the management and prevention of COVID-19 
outbreaks in care home settings. 
 
In order to deliver on surge capacity mutual aid has been provided both within the community 
provider trust and from the Local Authority through Environmental Health. 
 
In addition to exploring future sources of surge capacity support the Sefton Outbreak Plan will 
also include plans for utilising additional funding to develop the local offer for health 
protection, supporting contact tracing and outbreak response in complex and high- risk 
settings such as care homes, including consequence management. A review is currently 
ongoing and consideration is being made on a Merseyside footprint. 
 
A key part of the Winter response in 2020/21 will be the ability to maintain capacity and quality 
of offer, this has been agreed through the Care Home Outbreak Plan as an appendix of the 
wider Outbreak Plan, which has the following objectives; 
 
• To identify Care Homes exhibiting risks associated with poor infection control 
• To identify early detection, investigation and management of potential outbreaks. 
• To enable the quality and assurance team to determine the issues with infection 

prevention and control 
• To ensure a co-ordinated response from system partners 
• To summarise the Sefton Care Home Strategic response 
  
Liverpool 
 
Liverpool CCG and CSU teams provide Clinical Quality Support to nursing homes with wider 
clinical quality issues and are working closely with local authority colleagues and wider MDT 
members with a view to continue to support homes through virtual means, stepping this 
support up as applicable following relevant guidance. 
  
In terms of medicines management, we agreed as a system that extra capacity (additional 4 
pharmacists and 4 technicians) would be deployed from the GP practice team via the 
Medicines Management Team to support care homes. Risk assessments have also been 
undertaken to enable care homes to hold a stock of medicines in line with national and local 
guidance. Local prescribing guidance has also been developed, including covid-19 End of Life 
guidance. 
  
All Liverpool care homes also have access to Immedicare. Immedicare is a nurse-led, clinical 
service providing secure video technology between people’s places of residence to a 
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Telemedicine Hub. The Hub is staffed 24 hours a day, every day, by a team of multi-disciplinary 
senior nurses and therapists who are supported by a Consultant. Immedicare is designed to 
help frail, elderly, disabled and vulnerable residents to live well whilst reducing pressure at key 
stress points across the local system. The primary driver is to improve patient outcomes. During 
this crisis, the use of Immedicare has increased rapidly as it has become the default remote 
system for clinical advice and support. 
  
Throughout the pandemic the system has made extensive use of volunteering. The efforts of 
our volunteers particularly around the collection and distribution of food parcels to shielded 
populations have been nothing short of heroic. 
  
Leadership has been mobilised and organisational capacity from the voluntary sector around 
such things as PPE distribution which we have found invaluable. 
  
Nursing availability in care homes is tracked daily. Although there is a system-wide escalation 
procedure in place to cover any occasion where a Registered Manager cannot staff the home 
adequately with nurses or care staff, volunteer returning clinical staff have not needed to be 
deployed. 
  
Capacity is regularly reviewed for both nursing and residential carehomes via the Carehome 
Dashboard developed during the COVID-19 pandemic.  The dashboard allowed (and will 
continue to allow) us to understand available capacity, detailing levels of care and location, but 
also allows the opportunity to focus on particular carehomes that may be encountering 
difficulties and need support or have a potential outbreak. 
 
>>> Additional document:  See Appendix 8 for Care Home Capacity Dashboard 
 

Home Care 

Home care plays a fundamental role in Adult Social Care and is vital to enable people to 
remain living in their own homes for as long as possible. Home care is the largest of all social 
care service areas and will continue to be a focus area over the winter period. 

The need for home care increases every year, though the data would suggest that this is as 
much due to increases in demand for adults with more and more complex needs as it is from 
the growing volume of older people in our population who are living with frailty and 
dementia. As demand for residential and nursing care contracts decreases, in the short term 
at least, due to the impact of COVID-19, we expect demand for home care to exceed pre-
pandemic levels. 

The longer term plan is to change the way home care is purchased to drive personalised care 
in the city, offering clients greater control over who delivers their care through increasing the 
use of direct payments and personal budgets and moving away from the ‘time and task’ 
approach to care we have previously employed. Increased use of direct payments and 
personal budgets will result in a decrease in the level of home care that is commissioned 
directly by the local authority. 
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A care home group was also established at the start of the pandemic to respond to the care 
homes needs and this group continues to meet regular. 

Intermediate Care capacity and flow is also closely monitored and supported via the Capacity 
and Flow Group 

Our Plan also aims to ensure availability of interim placements, when required, so that 
patients ready for discharge can be assessed away from the acute environment. 

>>> Additional document:  See Appendix 8 for Dom Care Dashboard 
 

Home First and Home First Plus 

Home First and Home First Plus are both a particular type of home care services that provides 
support to people in their own home following illness or injury, and usually a hospital 
admission.Home First is a service provided ‘in house’ by Liverpool City Council and Home First 
Plus is a service provided through 4 blocks of care hours delivered through a specific 
contract. Home First services are vital to reducing the length of time people are required to 
stay in hospital and therefore support a quicker recovery. 

Assistive technologies and telecare 

Assistive technologies have the capacity to improve people’s lives, enable them to feel in 
control and to overcome some of the barriers caused by disability. They also help our 

workforce to be more efficient and targeted, enabling care to be delivered where technology 
cannot help. Over 6,000 people in the City use community alarms and monitoring devices, 
sensors and automatic switches, memory devices, medication dispensers and a whole variety 
of helpful daily living aids. 

Use of technology to enhance social care provision in Liverpool has, however, got so much 
more potential to support more people in Liverpool and during the COVID-19 pandemic, 
remote working proved to have a reach way beyond initial assessments. Over the next 3 
years we intend to increase the use of assistive technologies by at least 4,000 to support 
people to live independently for longer, enabling people to do things for themselves where 
they can, and in some cases as an alternative to increasing care services. 

There are a number of people (although not all) who experience homelessness who also have 
a range of Multiple and Complex Needs including physical and mental health and addictions 
to alcohol and other substances. During the covid-19 outbreak, new, successful multi- 
disciplinary approaches were developed to provide the right support at the right time. We 
will continue our work with colleagues across health services and within adult social care to 
ensure that people struggling with physical or mental health needs, or requiring support with 
addictions have a choice of services and can access the one that is right for them. 

We will continue our work with colleagues across health services and within adult social care 
to ensure that people struggling with physical or mental health needs, or requiring support 
with addictions have a choice of services and can access the one that is right for them. 
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14. Mental Health 

There are a number of areas in which mental health will be affected by winter and COVID-19 
pressures. 

Mental health issues are already a significant cause of frequent attendances in ED.  The 
established Mental Health Core 24 team has been supplemented by investment in Crisis 
Resolution Home Treatment (CRHT) which has diverted a significant degree of activity away 
from Acute Trusts. Since April 2020 two (Adult and CYP) urgent care mental health lines have 
been established to allow a first point of contact for those requiring urgent support and these 
lines have helped direct people to appropriate services both within Mersey Care but also 
VCSE partners. Work is continuing with the service to develop CRHT and the proposed First 
Response Service to further strengthen this response and ensure people have an appropriate 
service response either involving Mental Health Services but also wider support (e.g. 
Substance Misuse). Similarly investment in Police and NWAS triage cars has allowed a 
community response which is linked to existing and new crisis services with one of the 
primary objectives being to avoid Acute attendance and admission. 

Access to Mental Health beds remains an issue.  Plans include supporting proposed 
developments around step up/step down beds to allow swifter discharge from inpatient beds 
and admission avoidance. This links to the work around CRHT who are acting as a gatekeeper 
for inpatient care. Discussions are ongoing with Mersey Care around the capacity of the 
service and related issues around the avoidance of out of area placements and Psychiatric 
Intensive Care Capacity (PICU beds) 

Access to Mental Health Services has been enhanced through the changes introduced in 
spring 2020, especially relating to newly developed telephone lines for crisis (adults and 
C&YP lines) but also psychological support and common mental health disorders. Changes 
have been widely shared with partners, especially within the local authority, and this has 
resulted in heavy use of the lines which indicates the increased knowledge and awareness of 
the options for access. Further work around First Response Service (FRS) is being accelerated. 
Community Mental Health Transformation, delayed from the planned spring launch is being 
planned for Autumn launch and this will provide vital support for Primary Care and Mental 
Health in community settings. 

Discussions have been undertaken with Mersey Care around surge planning in recent weeks 
with strong anticipated demand over and above pre-covid 19 levels the next 18 months with 
likely peaks in Dec 20/Jan 21. Currently the CCG is planning around potential resources to 
enable both an effective long term response but also a recognition of short term pressures in 
the system. Further pressure is anticipated when Schools, FE and HE return and we are also 
working with partners to anticipate and respond to such likely pressures. 

A review was also conducted by LCCG in partnership with Mersey Care Foundation Trust in June 2020 
in order to understand current ready for discharge cases and delays.   

As part of this review, various teams were contacted to understand the delayed transfers of care 
current position, processes in place and constraints.  The review also aimed to evidence the impact of 
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COVID-19 and any changes or efficiencies which may have been implemented during the crisis that 
system partners may wish to embed going forward to support ongoing Mental Health resilience. 

>>> Additional document:  See Appendix 13 for Mental Health DToC Review June 2020 
 

 

15. Out of Hours 
 

PC24 will continue to provide Out of Hours as well in-hours services to support Primary Care 
such as A&E primary care streaming and extended access. Services will be covered by 
General Practitioners and Advanced Nurse Practitioners with patient contact being carried 
out via a combination of telephone and video consultations, Urgent Care Centre 
appointments and home visits 

Service demand figures during winter have been for casted taking in a range of influencing 
factors. 

Patient activity for all service will continued to be monitored on a weekly basis throughout 
the winder period and rotas adjusted as required.  

PC24 rota planning will ensure that every effort has been taken to guarantee that the 
required numbers of operational and clinical staff are in place to support a safe and effective 
service. A focused operational recruitment drive will begin shortly to support this.  

An on-call Manager and Director will be available 24/7 throughout the entire winter period. 
In addition a Manager and Director will be on-site at times of high patient demand 

PC24’s communications team have developed a robust social media communications plan to 
include advice to patients utilising appropriate services and self-help advice across the festive 
period. 

PC24 have committed to providing an in-house flu vaccination clinics for all contracted staff. 
This ensure there is an easy pathway for staff to access. Vouchers will also be available for 
those staff who prefer that route.   

 

16.  EU Exit 

A key consideration in the delivery of the Winter Plan is the UK’s departure from the 
European Union on 31st December 2020.  If a trade deal is ratified by 31st December 2020 the 
UK will enter into a new relationship with the EU in January 2021.  However, if a trade deal is 
not agreed the default is a ‘disorderly exit’ from the EU (‘no deal’ scenario), which presents a 
significant amount of risk for the health and care system. 

The EU Exit Operational Readiness Guidance summarises the Government’s contingency 
plans and covers actions that all health and adult social care organisations should take in 
preparation for EU Exit.  
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EU Exit risk assessments address the seven areas of activity in the health and care system 
that the Department of Health and Social Care is focussing on ‘no deal’ exit contingency 
planning:  

 
- supply of medicines and vaccines  
- supply of medical devices and clinical consumables  
- supply of non-clinical consumables, goods and services  
- workforce  
- reciprocal healthcare  
- research and clinical trials  
- data sharing, processing and access  
 

The impact of a ‘no deal’ exit on the health and adult social care sector is not limited to these 
areas, and contingency plans will also need to be developed to mitigate risks in other areas. 
Following on from the extensive ‘EU Exit Readiness’ planning in 2019, All NHS organisations 
should have a significant level of insight into the risks their organisations face should a ‘no 
deal’ scenario materialise. All organisations across the health and care system should revisit 
these risks and ensure contingency plans are reviewed as we head towards 31st December 
2020.  
 

Local actions should include: 

Ø Ensuring Business Continuity and EPRR Plans are up to date; 
Ø Ensure EU Exit SRO and associated SME is in place; 
Ø Robust Communication Plan and key messages for front line staff; 
Ø Operational Guidance and plans are up to date; 
Ø Revisit exercises address outstanding actions; 
Ø Consideration of differences; implications of winter, COVID-19, surge managements, 

vulnerable population; 
Ø Ensure local risk assessments are up to date 

 

NHS actions will include: 

Ø Prescribe and dispense as normal; 
Ø Do not stockpile locally. Over- ordering of medicines will be investigated; 
Ø Report any shortages through local routes and collaborate locally; 
Ø Organisations will ensure they are familiar with the latest information on supply 

disruption 
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17.  Risks to Delivery 

It is recognised that there are many risks across the whole health and care system.  The risks 
highlighted below relate to the key priority areas under the winter plan. 

Top Risks Mitigating Actions RAG 
IPC: 
Failure to provide 
adequate estate to meet 
IPC, social distancing and 
service demand 
requirements 

Estate solutions in place for essential services.  System 
estates group established to develop options appraisal. 
 
Temporary solutions currently being worked through in 
areas where large scale, longer term estate works are 
required.   

 

WORKFORCE: 
Failure to provide 
adequate workforce to 
support integration in 
addition to potential 
impact of Covid/Flu 
related sickness/isolation 
periods 
 

Reduction in workforce 
capacity (sickness, self-
isolation, shielding) 

Collaborative approach with Mersey Care and LUFT to 
maximise the available skilled workforce to support the 
model agreed 
 
Liaison with community partners to minimise duplication 
therefore maximising the available staff groups.  
 
Workforce plan under development to establish high risk 
areas and recruitment strategy. 

 

CAPACITY: 
The right beds, with the 
right capacity in the right 
place. 
 

Second wave surge and 
winter pressure exceed 
system capacity 

Extensive bed modelling undertaken to consider potential 
demand under a variety of scenarios with possible bed 
capacity pressures identified. 
 
Group established to assess models and propose solutions 
to bed base pressure and clinical model to support. 
 
Residual risk remains that flexible bed base may require 
capital investment and revenue for workforce increase 

 

IT: 
Failure to provide 
adequate IT to support an 
integrated model with the 
required access and 
capability 

IT workstream to be implemented to ensure requirements 
for all areas are prioritised and planned for, supported by 
C&M programmes 
 
Governance structure in place to give oversight and 
assurance through to Ops & Clinical Pathways group and 
NHS 111 Shadow Implementation Group 

 

INTERDEPENDENCIES: 
Interdependent risks from 
ED Admission Avoidance 
and Full Capacity Work 
streams create pressure 
on Capacity and Flow (e.g. 
implementation of NHS 
111 First) 

Disposition analysis built in to 111 first design process to 
assess capacity impact on out of hospital services.  
Additional data will be examined from ‘early mover’ sites 
to compare analysis with actual patient flow. 
 
Comprehensive monitoring tools in use to provide early 
warning of capacity issues across system.  System wide 
management groups in place to react to capacity, surge or 
bottleneck issues across all services. 
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18.  Recovery Plans – Diagnostics & Electives 

Due to COVID-19 diagnostic and RTT have fluctuated and continue to cause pressure in the 
system.  A system recovery action plan is currently in place which includes the movement of 
patients for diagnostics under mutual aid, based on where current capacity ‘sits’ within the 
system.  This approach is being ‘piloted’ as a proof of concept with both CT (Cardio) and ECHO 
between LUHFT and LH&C.   These are areas of current pressure for the Acute Trust.  

Waiting lists for diagnostics continue to present a challenge to enable covid recovery & winter 
planning.  Diagnostics are often the main source of evidence a clinician uses within diagnosis.  
The greater the delay of diagnostic the more difficult and prolonged the diagnosis and 
subsequently the treatment.  Recent evidence emerging nationally has suggested; 

“For every 100 COVID-19 deaths, the report estimates there were approximately 19 excess 
non-COVID-19 deaths, with excess non-COVID-19 deaths accounting for approximately 4.4% 
of all reported deaths in that time in England, with small variations between regions” 
(Imperial College London Science Report, 2020 accessed online 
https://www.imperial.ac.uk/news/198444/report-estimates-9000-non-covid-excess-deaths/). 

COVID-19 has exacerbated issues within the system, with diagnostic waits growing 

exponentially between February 2020 and March 2020 at 125% and again from March 2020 

to April 2020 392%.   

In April 2020 Liverpool CCG’s wating times were well above the national and local average for 

over 6 weeks.   

 

 

Key 

 

 

The chart below outlines the continuing pressures for ECHO, CT and MRI within the Liverpool 
CCG ‘system’.  
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The below chart outlines the % of patients waiting 6+ weeks for each of the diagnostic 
areas.  The % of patients waiting 6+ weeks dropped from April to May by 3% for CT and 
5% for ECHO.  However, the number of patients waiting overall continued to rise.  

 

 

 

Consequently, this complex project includes understanding and agreeing patient cohorts, risk 
stratification and patient tracking allowing for the flexible movement of patients across the 
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Trusts, aligning staffing where required, and processes for reporting.  Work has previously 
progressed with LUHFT and CCC including the movement of over 400 LUHFT patients scanned 
at CCC but continuing their treatment at LUHFT, this collaboration has supported the Acute 
Trust during COVID-19 and CCC continues to offer this support.   

Furthermore, a joint operational and clinical project group are also currently identifying a 
pathway for LH&C to ‘pull’ ECHO patients directly from primary care to support the demand 
on LUHFT (Acute), whilst ensuring no risk to their own performance.  It is hoped this will see 
14 patients a week diverted directly to LH&C to alleviate some demand on the local Acute, a 
positive collaboration between the two operational teams.   

Understanding where evening and weekend capacity lies within the system is crucial, and 
supporting collaboration across sites, where the lack of clinical staffing is an issue i.e. CT 
(cardio) continues to be a barrier, these issues are being addressed through the recovery 
planning group.  

Risks 

It is felt that ‘system’ recovery plans should rely heavily on cooperation and partnership at this 
time.  The movement of patients across organisations for diagnostics is a complex process with 
complexities on the reporting of scans, and specifically experienced radiographers and 
clinicians able to report.   

As with all projects, plans may need to be flexed dependent on where future demand 
outweighs capacity and the recovery meeting develops those relationships across the system, 
to allow for a more flexible approach.  The plans are currently iterative, due to the many 
barriers that exist, however the ‘system’ is working towards identifying issues, and finding 
flexible solutions which aid their partners and peers.  

Governance  

The mutual aid projects for diagnostics will be managed via the bi-weekly senior leaders 
recovery call for Liverpool, with key partners working to identify and fill gaps where demand is 
outweighing capacity, supported by the specialist trusts.  The diagnostics collaboration project 
will also align with current phase 3 planning, which is currently being triangulated in 
partnership with Trust plans for recovery in the coming months.   

Linking Phase 3 Recovery 

The phase 3 recovery plan is hugely ambitious and will require a high level of collaboration 
across the system to achieve individual and system wide levelling out.  Using ‘lessons learned’ 
from the projects identified above will support future collaborative and integrated system 
planning.  It is important that all Trusts develop and meet their own plans to meet their phase 
3 recovery objectives, while continuing to support system pressures.  
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19.  Communication & Campaigns Strategy 

Our Winter Plan encompasses the objectives of the NHS North West Communications 
Strategy and Framework for 2020-2021. 

Each winter health and social care is put under increasing pressure due to the demand on 

services.  This year will be no exception and the NHS has the added complication of 

responding to the COVID-19 pandemic.   

A potential second wave of COVID-19, a bad flu season and outbreaks of severe weather 

impacting on people’s health across the region will put significant pressure on NHS services. 

It is vital that all NHS commissioners and providers from across primary, community and 

secondary care have robust communications and engagement plans in place, which consider 

the lessons learned over recent years, as well as recent experiences due to the pandemic, to 

ensure that urgent and emergency care services are maintained during this period of 

expected high demand.   

The national campaign (Stay Well This Winter and then Help Us Help You) has been used over 
the past four years to help raise awareness of NHS services, giving people the information, 
they need to make the right decisions about their healthcare. 

This national campaign will evolve in 2020/21 in light of the on-going COVID-19 pandemic to 

incorporate wider messages around accessing NHS services, with a specific focus on cancer, 

and promotion of the new NHS 111 First approach 

The document sets out a North West approach for communications and engagement, 

building on lessons learned from previous years; to amplify the national Help Us Help You 

campaign; and where appropriate tailor this campaign to meet specific local requirements.    

This year we will need to consider the following: 

• How services are accessed – taking into account digital access 

• What will happen when people do attend 

o Safety and reassurance around the risk of COVID-19 

• Services working differently  

o Introduction of NHS 111 First 

o Changes to discharge processes  

• Expansion of the flu vaccination programme, higher uptake targets and changes 

to delivery of flu vaccinations 

• Potential further outbreaks of the COVID-19 virus (in NHS settings and in the 

community) potentially leading to localised restrictions that may impact on NHS 

services 

• A potential vaccination programme for COVID-19 

• Priority to minimise risks to vulnerable groups – BAME, LD, shielded groups 
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A key consideration which could affect the delivery of the plan is Britain formally exiting from 

the European Union.  If a trade deal is ratified by 31 December 2020 we will leave and start 

our new relationship with the EU in January 2021, however if a trade deal is not agreed we 

will exit without a deal and this could have implications for the NHS. 

This plan is a live document and will be updated as more information becomes available.  

The approach is designed with the following key themes in mind: 

1. Prevention: Reducing avoidable hospital admissions by helping people stay well – with 

a focus on people with respiratory illnesses, especially those who have recovered 

from COVID-19. This includes the flu vaccination programme. 

2. Signposting: Reducing inappropriate attendances by helping people choose the right 

service, linking to the national Help Us Help You campaign (pharmacy, extended GP 

access, NHS 111) and so on. 

3. Managing expectations: Messages in relation to changes in the way services are 

accessed as a consequence of the COVID-19 virus, flu and norovirus, weather; 

performance and waiting times; changes to how patient discharges are managed; 

how systems are preparing for winter; what public and stakeholders can expect this 

winter.  

 

Our specific objectives at a North West level for this winter are: 

• Support system communications teams in development of winter comms 

strategies 

• Co-ordinate communications activity:  

- A region-wide over-arching communications plan, with themes and 

timescales identified, in order to amplify and maximise local and 

national activity 

- Regional approach underpinned by system-level co-ordination and 

delivery of communications activity 

- Sharing resources and good practice;  

- Reducing duplication where possible; development of toolkits that 

can be adopted and adapted at a local level 

- Maximise the reach of owned and earned communications channels 

• Reputation management - manage media and stakeholder interest through the 

following:  

- A pro-active media, social media and stakeholder plan for winter that 

is consistent 

- A clear protocol supported by all partners, for responding to media 

and stakeholder enquiries 

• Deliver a communications campaign to support national, system and local activity 
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• Safety and reassurance in relation to NHS services in light of COVID-19, through 

media and social media activity 

• Ensure that communications and engagement plans take in to account the need 

to minimise the risks faced by our vulnerable communities 

• Ensuring effective internal communications is a key part of Trust and CCG 

communications plans 

 

We will work with partners and local teams, to have a particular focus on how we share and 

amplify our messaging to vulnerable groups, including the Black, Asian and Minority Ethnic 

(BAME) community, people living with a learning disability and autism as well as other groups 

including homeless people. 

The plan will underpin and support the work of the local systems and A&E Delivery Boards 

and Urgent and Emergency Care Networks across our region and aims to supplement the 

work being carried out in individual places.   

The national campaign aims to improve outcomes and reduce NHS pressure by:  

Re-set behavioural norms: 

• Establish NHS 111 as the gateway to safely accessing Emergency Departments 

(A&E) to maintain the reduction in attendances of low acuity conditions and 

increase high-acuity presentations to pre-COVID levels;  

• Reverse reductions caused by COVID-19 to increase early presentation for cancer, 

heart attacks and use of maternity and mental health services; and 

• Embed positive behavioural shift to digital services amongst public, patients, staff, 

general practice and wider primary care.  

  

Reduce operational pressures 

• Increase uptake of flu vaccination across frontline healthcare workers; 

• Increase uptake of flu vaccination across expanded priority groups; 

• Reduce norovirus impact on NHS services and hospital capacity; and 

• Increase use of community pharmacy services for minor ailments to reduce 

unnecessary general practice appointments.  

 

Aligned with these national priorities, we have identified a number of priority themes for the 

North West: 

Prevention 

• Flu vaccination  

• Respiratory illness (especially for those post COVID) 
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• Look out for older friends and relatives / shielding  

• Gastrointestinal illnesses - Hand washing / hygiene  

• Mental Care  

Self-care 

• Promotion of pharmacy  

• Gastrointestinal illnesses - Hand washing / hygiene  

 

Signposting 

• Promotion of NHS 111 first  

• Where to access urgent care services: 

- NHS 111 (online and phone service) 

- GP extended access 

- Urgent treatment centres 

- Pharmacy 

- Emergency dental 

- GP and pharmacy availability over Bank Holidays 

 

Communications teams will work in partnership to allow Health and Social Care promote 
consistent and timely messages.  The use of social media will again be a major part of the 
communications carrying our key messages in a visual and easy to read format. 

The Winter Plans will be disseminated through all staff groups and services to encourage 
awareness and delivery of objectives. 

We will use these wider national and regional approaches as the basis for the development of 
a North Mersey plan which reflects our own services and allows us to be responsive to 
specific local challenges.  

 

20.  Digital Infrastructure, Data and Reporting 

Liverpool place has identified four Digital priorities outside of the core programmes identified 
for delivery to support the ambition & priorities of the Winter Plan, they are designed to 
support with admission avoidance, prevention and self-management.  Previous work aligning 
core elements of the digital strategies across Sefton and Liverpool places allow for these 
priorities to align and expand across North Mersey where appropriate. 

 

DIGITAL PRIORITY FOR WINTER 1 - GP PRACTICE WEBSITES DEVELOPMENT  
 
Making the most of GP practice websites we are looking to develop a concept of a Winter 
Pressures landing pages which will give an opportunity to promote key winter messages 
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incorporating new digital tools such as the Orcha App Library & Health & Care Video’s.  There 
is an opportunity to present some specific local messaging on these landing pages which can 
be promoted to defined groups of patients through SMS messaging using the iPlato Hub 
product that the CCG has used for communication with cohorts of patients throughout the 
Covid-19 crisis.   

This piece of work builds on a project that has been piloted in Liverpool throughout the 
Covid-19 months where news item content has been automatically published on GP practice 
websites, providing consistent messaging & taking pressure of GP practices to whom the 
burden of updating websites would normally fall.  Websites have been updated with key 
messages around Bank Holiday opening arrangements, the ‘Help Us to Help You Campaign’ 
and support for local Covid-19 outbreaks to name but a few.  

There is potential for this work to be adopted across the North Mersey footprint, with 
conversations already taking place across Sefton & South Sefton CCG’s. 

 

Figure 1 – Conceptual design of Winter Pressures Landing Page 
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Figure 2 – Conceptual design of landing page for use by respiratory patients: 
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We will work with GP practices to identify the priorities for the winter pressures landing 
pages & content.  There is an opportunity to promote NHS 111 First in on this platform as 
well as other areas of the Winter Plan. 

DIGITAL PRIORITY FOR WINTER 2 - iPLATO HUB TEXT MESSAGES  
 
Throughout the first wave of the Covid-19 pandemic Liverpool CCG used the iPlato Hub to 
send centralised SMS messages to patients who were shielding, providing them with updates 
on the support available to them.  Similarly, the iPlato Hub will be used by Liverpool CCG for 
particular campaigns to target specific patient groups.  In the example above it has been used 
to promote GP practice ‘Winter Pressure’ landing pages to provide respiratory patients with 
access to information & digital resources to support them to manage and monitor their 
condition at home.  We will work with GP practices to identify other areas of priority that can 
be promoted through the iPlato hub in this way.   

 
The iPlato Hub could also be used to promote prevention, self-care & signposting priority 
themes of the Winter Plan.   

 
DIGITAL PRIORITY FOR WINTER 3 - CARE HOMES AND DIGITAL OPPORTUNITIES   
 
Working with our colleagues in the Local Authority we will provide digital solutions, training & 
support to ensure that Care & Nursing Homes are best placed to face the demands of winter.   
 
All older peoples care & nursing homes across Liverpool have access to the telemedicine 
system Immedicare, in preparation for Winter additional training is being offered to homes 
along with awareness sessions to support GP’s & Community Matrons to fully exploit the 
opportunities that telemedicine can offer – reduced conveyances to hospital, reduced 
attendance at ED, reduced admissions, better patient experience, patient & carer 
empowerment, reassurance for family members, reduced demand on primary & community 
care services.  

 
The Primary Care Network DES provides an opportunity to engage with care homes in a more 
proactive way with a digital first approach to contact through video consultations in the first 
instance.  We aim to provide the most effective way to initiate these calls and ensure that the 
technical hardware & infrastructure to support them is in place.    

 
Telehealth for the proactive monitoring of frailty within in older peoples care & nursing 
homes is being piloted in a number of Liverpool homes.  This offer will be extended where 
resources allow whilst we continue to work with Mersey Care NHS Foundation Trust to 
develop solutions for Telemedicine & Telehealth beyond the winter months. 

 
DIGITAL PRIORITY FOR WINTER 4 - SIMPLE TELEHEALTH (FLO) FOR HYPERTENSIVES  

  
Florence is a simple telehealth system based around text messaging to monitor patients with 
poorly managed hypertension.  Patients are prompted to submit BP readings using their own 
BP machines in their own homes.   
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There is scope to support a small scale roll out of Flo for this winter period with a view to 
reducing face to face consultations in general practice.  A larger scale rollout is possible but 
would require further investment. 

 
 
Data and Reporting 
 

During and following COVID, extensive work has been undertaken to develop a suite of 
reporting, monitoring, modelling and review tools in order for the system to respond early to 
trends, understand real time capacity and demand pressures and organise appropriate 
patient flow and service configuration.   There are a number of accessible reports shared 
within our North Mersey System to ensure this management and oversight of escalation and 
capacity, many of which have been referenced in this plan.  In addition, the following tools 
will be utilised to support effective system management throughout the winter period: 

• Escalation Management System Reporting 
• OPEL 

• AEDB Winter Dashboard – reporting monthly on the outcomes of the objectives 
(this is currently under further development to reflect to new objectives) 

• AEDB System Dashboard 

• (this is currently under further development to reflect to new objectives) 

• Care Home Capacity Dashboard 
>>> Additional document:  See Appendix 8 for Care Home Capacity Dashboard 

• Cheshire & Mersey Reporting 
• Trust attendances and 4 hour targets 

• Capacity and Flow – Ready for discharge patients 
>>> Additional document:  See Appendix 9 for RFD Dashboard 
 

21. Governance 

During the COVID-19 period additional governance groups were established. 

As we remain in a Level 3 Command & Control position, the draft governance structure 
below identifies the changes that have been instigated in the system to allow a clear 
overview of the system governance to ensure alignment, clear reporting and 
accountability.   
 
Further work is ongoing via AEDB in the coming weeks to define a clear governance 
framework. 
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22. Further Support / Clarity Required from NHSE/I 

 

Additional Workforce Framework: 
Support/clarification required with regard to the ‘return to work’ ongoing program and how 
this will be continued, managed and accessed throughout the winter period. 

Nightingale: 
Clarification sought with regards to the future of the Nightingale Hospital in the North West.  
In particular with regard to the criteria/triggers for re-opening, access mechanisms and 
staffing models. 
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APPENDICES 

1. KLOE Reference Points – Index 

 
Key Winter Deliverables Section Page 
Beds & Capacity 6.System / Full Capacity 

20.Data & Reporting 
Appendix 7 – Bed Modelling 

15 
42 
89 

Flu Vaccination  11. Influenza Plan 22 
NHS 111 First 4. ED & Admission Avoidance 7 
Same Day Emergency Care 
(SDEC), Direct Booking 

4.ED & Admission Avoidance 7 

Urgent Treatment Centres 4.ED & Admission Avoidance  7 
Hear & Treat, See & Treat 
Maximisation  

8.North West Ambulance Services 16 

Delayed Transfers of Care & Flow 
Management 

5.Flow & Discharge Management  
Appendix 4 Capacity & Flow TOR 
Appendix 9 RFD Dashboard 
Appendix 11 Mental Health Review – Action 
Plan 

14 
74 
109 
112 

Workforce Health and Wellbeing 12.Workforce 12 
Demand & Surge Management 6.System/Full Capacity 

7.Resillience 
Appendix 5 LSMG TOR 
Appendix 12 Surge Management 
Review/Report 

15 
15 
78 
118 

Admission Avoidance 4.ED & Admission Avoidance 7 
System & Performance Oversight 6.System/Full Capacity 

18.Recovery Plans 
20.  Data and Reporting 
21.Governance 
Appendix 2 System Plan 

15 
36 
42 
46 
50 

Respiratory 4.ED & Admission Avoidance 
10.Respiratory 
Appendix 2 System Plan 

7 
21 
50 

EU Exit                             16.EU Exit 33 
Communications Strategy 19.  Communications Strategy 39 
Mutual Aid 6.System/Full Capacity 

18.Recovery Plans 
15 
36 
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Appendix 5 LSMG TOR & Mutual Aid MOU 78 
Recovery Plans & Elective Care 18. Recovery Plans 36 
Identified Risks & Mitigating 
Actions 

17.Risks to Delivery 35 

Digital Development 20.Digital Infrastructure, Data & Reporting 42 
Mental Health Plans 14.Mental Health 

4.ED & Admission Avoidance 
Appendix 12 Mental Health DToC Review and 
Action Plan 

32 
7 
118 

Care Home Support 13.Care Homes & Intermediate Care 
Appendix 2 System Plan 
Appendix 8 Care Home Capacity Dashboard 
Appendix 10 Immedicare Utilisation 
Dashboard 

24 
50 
94 
110 
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2. System Plan 

 

 Priority Area Named Lead/s Brief Description Aim 
Admission avoidance   
Patient Flow  
Discharge  
System 

Impact 
1. Brand New Collaboration for Winter 
2. Existing Program of Work that will 

impact Winter (we will need to 
understand what the impact is, what 
will it give us) 

3. Existing Program of Work that 
doesn’t require any intervention or 
escalation but will require 
monitoring as part of the System 
Plan. 

 
1. ED - Triage, 

SPC, 
Respiratory, 
Cardiology, 
Mental 
Health, Social 
Pathways, 
Frailty, 
Primary Care, 
SDEC & Direct 
Booking 
 
 
 
 
 
 
 
NHS 111 First  
 
 

Vikki Jackson, 
LUFTH 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Dave Horsfield, 
LCCG 
 
Lee Taylor, MCT 

To support pathway developments to enhance the choice options for 
patients. This supports rapid assessment, referral to the right place at 
the right time, to be assessed and treated by the right staff. If referred 
to ED, to develop and support appropriate processes to enable a timely 
review and discharge from ED where an inpatient stay is not clinically 
required.  
To agree direct alternative appropriate referral pathways to community 
providers, including assurance of outcome for patients. To support 
direct conveyance to all appropriate units. 
To ensure the environment is fit for purpose, giving consideration to 
space for social distancing measures across all clinical areas. Flexibly 
utilising clinical areas to maximise capacity, while delivering a highly 
desirable, presentable physical environment to instil patient confidence 
and a great patient experience.   
 
 
To establish a Shadow Implementation Group 
 
 
To provide an initial triage system, to ensure the patient is directed to the 
appropriate place for their clinical presentation and agree direct alternative 

Admission 
Avoidance 

1 
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ED Triage & 
Estates  
 
 
 
Virtual ED 
 
 
 
 
 

 
 
 
 
Dani Jones, AHH 

appropriate referral pathways to community providers including assurance of 
outcome for patient. 
 
To establish a virtual ED approach, in line with international experience 
(in particular New York Presbyterian/Cornell University) which will 
provide the opportunity to triage patients in a home setting, enabling 
patients / carers to book a virtual slot with a clinician, rather than 
physically attend the department. 

2. DVT Pathway  Bradley Palin / 
Anne Lamkin  
 

To agree a standardised of community pathway for this patient group across 
Liverpool and South Sefton to include: 

- Standardisation of anticoagulants usage as per Pan Mersey Medicine 
Management work,  

- Further exploration of near patient testing kits.  

Admission 
Avoidance 

2 

3. Cardiology  Head of Ops 
Cardiology/ Karina 
Woodyer Smith  
 
 
 

To work with community partners to agree direct route for access to services 
where appropriate and alternative management pathways for patients to 
reduce inappropriate ED attendance 
 
Proposals under consideration: 
Community Heart Failure 
 Lead/s: Rajiv Sankaranarayanan  / Jason Pyatt/ Jane O’Connor/Amanda 
Brookes   

• Develop pathway from A&E/MAU, admission avoidance safe 
discharge to follow up within 12/24hrs up by community team  

• Identify patients in AED , MAU may be given dose IV therapy  
• Review by HF team discharged home for daily rv’s by  community 

team – discharge back to GP when resolved 
 
Tele Health- Develop high risk group list 
Lead/s: Rajiv Sankaranarayanan  /Jason Pyatt/ Jane O’Connor/Amanda Brookes   
Brief Description:  

• Working with acute and community HF teams identify high risk 
patients at risk of admission 

• Agree pathway to increase support to these patients 

Admission 
Avoidance 

 
2 
 
 

2  
 

 
2  
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Develop Community IV Diuretics Pathway with Integrated HF team  
Lead – Rajiv Sankaranarayanan /Jason Pyatt/ Jane O’Connor / Karina Woodyer-
Smith/Amanda Brookes 
Brief Description –  
• Develop and deliver community IV Diuretics service to support  a 

reduction A&D attendances,  emergency admissions and LOS 
• Early supported discharge pathway 
• Refine pathways to enable a Step up Step down approach from 

community to acute 
• Improved patient care 

4. Respiratory  Hayley Kendall 
LHCH 

To ensure adequate capacity and a standardised appropriate referral pathway 
to reduce LOS for patients requiring respiratory treatment when otherwise 
suitable for discharge and have admission avoidance pathways in place  [North 
and South Sefton] 
 
Proposals under consideration : 
To work with community partners to agree direct route for access to services 
where appropriate and alternative management pathways for patients to 
reduce inappropriate ED attendance 
 
Flu Immunisation for Respiratory population 
Lead  - Lynn Simpson NHSE, Hayley Edwards NHSE Comms / flu, Emer Coffey 
Public health - LCC,  
(Gemma Melia leads LCCG flu group) 
Brief Description: 
Flu immunisation is the most cost effective respiratory intervention, however 
uptake in people at risk (i.e. includes those with known respiratory disease) has 
been poor – 46.3%, compared to England 56.6% over 10% higher. 
 
Pulmonary Rehabilitation (PR) -  
Target population at highest risk of COPD admission to receive PR before 
general referrals (lower risk population) 
Leads – Sue Renwick (LCCG) 
Jonathan Matthews (LHCH) 
Justine Hadcroft / Jane O’Connor  / Mark Clark (LUFT) 

Admission 
Avoidance 

 
 
 
 

 
 
 

1 
 
 
 
 
 
 
 

2 
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Brief Description 
LUFT / BI team to prioritise creation of high risk of COPD admission list. 
 
Ensure current 7-day CRT hospital at home response service is funded 
beyond October 2020 and ensure capacity of CRT to review high risk COPD 
group pre-winter. 
Lead – Justine Hadcroft / Jane O’Connor  / Mark Clark (LUFT) 
Brief Description –  
• Deliver community COPD Hospital at Home admission avoidance to reduce 

NWAS conveyancing, 7-day / week. 
• Capacity to support telehealth monitoring of covid positive patients 

discharged from the AED, avoid inappropriate AED attendances and 
ensure timely admissions,7-days per week. 

• Capacity to deliver post covid telehealth monitored discharges (and new 
to home oxygen), avoiding re-admissions and distress, 7-days per week. 

 

 
 
 
 

2  
 

5. LLOS / RFD / 
DTOC 
Reduction 
(D2A/SPC)  

Michelle Fanning, 
MCFT  
Cathy Long, MCFT  
Carol Hughes, 
MCFT  
Anne Lamkin, MCFT 

To work with system partners to ensure all patients are managed and 
transferred to the appropriate setting by provision of a referral pathway for 
timely assessment and review  

Patient Flow 
Discharge 2 

 

6. SAFER - Acute 
 
 
 
SAFER – 
Mental Health  
 
 
SAFER – ICCB 
(refresh)  
 

Acute 
Jeanette Roberts / 
Cathy Long 
 
Mental Health:  
Lyndsay Kelly & 
Pam Duffy 
 
 
 
ICCB 
Cathy Long 
Lynda Taylor 
Nicky Ore 

Acute: To demonstrate that the principles of SAFER are applied in all 
healthcare settings to give assurance that flow through the system is 
maintained 
 
Mental Health: To demonstrate that the principles of SAFER are applied in all 
healthcare settings to give assurance that flow through the system is 
maintained 
 
ICCB: To demonstrate that the principles of SAFER are applied in all healthcare 
settings to give assurance that flow through the system is maintained 

Patient Flow 
Discharge 3 

 
1 
 

3 
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7. Frailty 

Geriatrician 
‘Silver’ Phone 
Line 

Head of Ops 
DMOPS/ 
Cathy Long 

To provide appropriate advice and guidance for patients over 65 
 
To complete action plan from FAU transformation work earlier in the year and 
also consider how ICRAS could support clinical / therapy/ social discussions 
where needed. 
 

Admission 
Avoidance 
Patient Flow 
Discharge 

2 

8. NWAS 
Turnaround  

NWAS / LUFTH To maintain and improve ambulance turnaround times at Acute sites Admission 
Avoidance 2  

 
9. TTO Process  

 
 

LUFTH To review process for ordering, producing and delivering TTOs to patients as 
part of their discharge. To established transparent monitoring of TTOs KPIs and 
agree improvement trajectories 

Patient Flow 2  
 

10. UTC Principles 
& Facilities  
 
 

Cheryl Mould / 
Mary Ryan  

For the appropriate provision of services to be offered to manage agreed 
clinical pathways of care with agreed referral processes to other providers (inc 
GP/community services) 
 
To also include consideration for AED potential attenders to be diverted to the 
WIC if telephone triage/NHS111 First. 

 
 

Admission 
Avoidance 2  

 

11. Tele Triage 
(WIC’s)  
 
 

ED Leads 
Carol Hughes Rosie 
Kaur 
Michelle Fanning 
Anne Lamkin 

Continue with the model of care delivered as part of the Covid response and 
move closer to a position of e-Consultation and alignment with LUFT ED model 

Admission 
Avoidance 3 

 

12. IV Pathway Dave Jones 
Karina Woodyer-
Smith  

To ensure adequate capacity and a standardised appropriate referral pathway 
to reduce LOS for patients requiring IV treatment when otherwise suitable for 
discharge and have admission avoidance pathways in place 
 

Admission 
Avoidance 
 

2 
 

13. Primary Care 
Hot Hubs  
 
 

LNA Chair 
Cheryl Mould 
Dave Jones 
Pat McGuiness  
Michelle Fanning 
 

To build on the experiences and knowledge of Covid response and develop a 
sustainable new model of 24/7 care between primary care and community 
services that deals with Covid constraints  
 
 

Admission 
Avoidance 2 
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14. Tele Health Dave Jones 
Jim Hughes 
Carol Hughes John 
Webb  

To expand the telehealth offer into South Sefton and maximise the roll out 
across C&M and ensure it is part of the Seacole bed clinical model. 
 

Admission 
Avoidance 2 

15. Seacole Beds 
 

Dave Horsfield / Liz 
Harrison 

Additional community system step down / rehab beds plan via the Cheshire 
and Mersey Out of Hospital Cell to support the Phase 2 and Phase 3 COVID 
Pandemic response.  Additional capacity to be available by October 2020. 
 
Consideration of collaborative therapy workforce strategy across North Mersey 
is required a cross the system to ensure good co-ordination and agreement of 
how resources are equitably targeted to meet needs. 

 

Patient Flow 1 
 

16. Mutual Aid 
Surge (Full 
Capacity) 
Management 
 

Dave Horsfield / Liz 
Harrison 

All of the above system areas will require a Full Capacity System Management 
Plan which will align with the Local System Management Group and the Out of 
Hospital Cell. 
 
Adherence and C&M understanding of the Safe patient flow and resilience 
document should be part of this 

System 2 

17. EMS – System 
Escalation 
Data 
Management  

Anna Roberts, LCCG 
 

For a system process to be implemented by all system partners to agree 
appropriate actions when a response is required to mitigate the risk of a 
system surge. To include review of actions taken and impact. 

System 3 
 

18. Swabbing – 
Satellite 
Testing Centre 
(inc 
Imms/Phlebot
omy) 

Alison Blundell, 
LCCG 
 

To ensure a plan is in place to flex capacity for COVID19 swabbing and 
phlebotomy to accommodate the winter peak and any increase in demand.  To 
include staff coverage for collaborative working and the capacity to 
accommodate immunisations if required.  

System 2 
 

19. Diagnostics 
Recovery and 
Management 
of Waiting 
Lists 

Sam James LCCG Recovery & management of waiting lists System 1 
 

20. Liverpool City 
Council  

Various – Phil 
Wong 
Wendy Kenny 

ICB 85 beds  
Leads: Phil Wong / Wendy Kenny  

Flow  
Discharge  
 

2 
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Donna Ryan 
Verity Price 
Andrew Lavin 
Nicola Turpin 
Gemma Black 

Brief Description: Agree enhanced model and mutual aid across Sedgemoor, 
Townsend and Granby reablement hubs in partnership with ICRAS and CCG. 
Supporting SAFER, prevention and discharge. 
 
HF+ & Trusted Assessor 
Leads: Donna Ryan , Verity Price  
Brief Description: Continued development of HF+ model and Trusted 
Assessments to support hospital discharge, reduce length of stay and 
admission avoidance. 
  
 
Care Home Market 
Leads: Donna Ryan, Andrew Lavin  
Brief Description: Review and development of new and existing projects across 
Care Home Market to support demand. Ensure CM market is sustainable in 
response to COVID-19. To continue assessments in community as alternative 
to remaining in hospital, facilitating timely discharge for short and long term 
packages of care. 
 
Social Work Teams D2A  
Leads: Nicola Turpin, Phil Wong  
Brief Description: Hospital social work teams supporting D2A pathways to 
achieve assessment and discharge targets to prevent delays and promote early 
discharge. 
 
Commissioning of community rapid response and assessment services 
Leads: Donna Ryan, Gemma Black, Verity Price  
Brief Description: Commissioning of community rapid response and 
assessment services (including technology) to reduce long term dependency 
through timely reviews, assessments and provision of equipment. 
 

 
 
 
 
Flow  
Discharge  
 
 
 
 
Flow  
Discharge  
 
 
 
 
 
 
Discharge 
 
 
 
 
 
 
Admission 
Avoidance  
 
 

 
 
 

3 
 
 

3 
 
 
 

3 
 
 

2 
 

 
21. Sefton Local 

Authority 
Various - Andrew 
McDonald, Alisa 
Nile, Karen 

Sefton LA - Rapid Response Expansion  
Leads: Andrew McDonald, Alisa Nile 

Admission 
Avoidance 
 
 

2 
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Robinson, Carolyn 
Moran 

Brief Description:  To expand a pilot scheme currently in place in the North of 
the borough to cover South Sefton, that can put care in-situ within 2 hours of a 
referral to prevent hospital admission.  
 
Sefton LA - Increase in Reablement capacity across Sefton Borough 
Leads: Andrew McDonald, Alisa Nile 
Brief Description: To increase the reablement capacity within New Directions, 
thus expanding the Home First capacity across the Sefton Borough. 
 
Sefton LA - Building on Integrated Care Team approach 
Leads- Alisa Nile, Karen Robinson, Carolyn Moran 
Brief Description:  Following a pilot in South Sefton, Adult Social Care has 
worked in partnership with the Provider Alliance to assist the development 
integrated care teams across the Primary care Networks. Regular MDT’s are 
held to ensure complex patients are maintained safely in the community and 
prevent their admission into hospital. 
 
Sefton LA - Integrated Care Strategy 
Leads- Alisa Nile, Eleanor Moulton, Sharon Forrester  
Brief Description: Sefton ASC are currently working in partnership with their 
CCG colleagues to redesign the Sefton intermediate care offer, to encourage 
independence, avoid unnecessary admission to hospital and accelerate 
discharge from hospital, while ensuring that no long-term decisions about care 
and independence are taken in a hospital setting.   

 
 
Flow  
Discharge  
 
 
 
 
Admission 
Avoidance 
Discharge 
 
 
 
 
 
Patient Flow 
Discharge 
Admission 
Avoidance 
 

 
2 
 

 
 

2 
 
 

2 
 

 

22. Mental Health  
 
 
 

Various - Lynn 
Hughes, Jimmy 
Cousineau, Anna 
Richman, Nish 
Matthews, Matty 
Byrne 
 
 
 
 

Mental Health ED Triage  
Leads: Lynn Hughes, Jimmy Cousineau 
Brief Description: To agree and  direct alternative appropriate referral 
pathways to Mental Health Hub providers including assurance of outcome for 
patient – needs to also link to earlier triage section 
 
Mental Health Bed Management Support 
Leads: Lynn Hughes 
Brief Description: Additional matron cover from 5 days to 7 days to provide 
focussed support to the wards and bed management and improve capacity and 
flow.  Implement 48 hour follow up for discharges to reduce potential for re-
admission. 

Admission 
Avoidance 
 
 
 
 
Patient Flow 
 
 
 
 
 

1 
 
 

2 
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Additional Consultant Cover 
Leads: Anna Richman, Nish Matthews 
Brief Description: Increase in Consultant cover from 5 to 7 days per week to 
support flow on inpatient wards 
 
Triage Car - NWAS 
Leads: Lynn Hughes/Jimmy Cousineau 
Brief Description: Working hours increased from 5 days to 7 days to support 
the increase in Metal Health demand during the Winter period 
 
Transport 
Leads: Matty Byrne 
Brief Description: Additional transport secured to support flow out of ED and 
impact on NWAS 

 
Patient Flow 
 
 
 
 
Admission 
Avoidance 
 
 
 
Admission 
Avoidance 

2 
 
 

2 
 
 

2 
 

23. Cancer  
 
 

 
Joan Spencer 
Caroline Brammer 
 
 
 
 
 
 
Liz Furmedge  
Caroline Brammer 
Richard Lacey 
Joan Spencer 
Sheena Khandauri 
 
 
 
 
 
 
 

CDU/ Triage hot line  
Lead/s: Liz Morgan/ Emma Daley 
Brief Description: To direct patients with complications of SACT to CDU as per 
amended access policy/  referral pathways to avoid attendance at A&E depts  
 
 
Maintenance & delivery  of Systemic Anti Cancer Treatments (SACT) at all 
CCC treatment sites – Radiotherapy, Chemotherapy, Immunotherapy, 
Supportive Treatments. 
Lead/s: Julie Massey/ Fran Yip/ Liz Furmedge 
Brief Description: To ensure all patients have access to timely SACT closer to 
home when possible.  Appropriate provision of services to be offered as per 
clinical pathways of care.  
 
OPD Access/ on treatment review  and Follow up 
Leads Fran Yip/ Fiona Courtnell 
Brief Description ; To minimise face to face attendances at hospital whilst 
maintaining timely access to SACT as per CWT guidance   
 
Support delivery of Seacole Beds 
Lead/s: Joan Spencer/ James Thomson 

Admission 
Avoidance 
 
 
 
 
 
Patient Flow 
 
 
 
 
 
 
Patient Flow 
 
 
 
 
 
System 

TBC 
 
 
 
 

TBC 
 
 
 
 
 
 

TBC 
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Joan Spencer 
Sheena Khanduri 

Brief Description: Continue to support WCT in the delivery of additional 
community step down / rehab beds plan via the Cheshire and Mersey Out of 
Hospital Cell . Continue to support Phase 2 and Phase 3 COVID Pandemic 
response.  Additional capacity to be available by October 2020. Work with AO 
Teams and Triage Hot Line to support partners by transferring / directing 
patients who can be managed at the CCCL avoiding A&E attendances and 
unplanned admissions due complications from SACT. 
 
  

TBC 
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3. LUHFT COVID FLOW SOP 
 

 
 

 
 

Version 

number 
Page Changes made with rationale and impact on practice Date 

1.0  Changes made to reflect guidance on management of 

surge 

08/08/20 
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Author with 

contact details 

Jeanette Roberts 

Lead 

Executive/ 

Senior 

Manager 

Victoria Jackson Divisional director of Ops. 

Original Issue 

date 

04/08/2020 

Issue Date: 1.0 Review Date 04/08/2021 

Approval 

Group 

 

Consultation  

Location of 

Staff 

applicable to 

 Staff groups 

applicable to 

 

Equality, Diversity 

And Human Right 

Statement 

The Trust is committed to an environment that promotes equality and 
embraces diversity in its performance both as a service provider and 
employer. It will adhere to legal and performance requirements and 
will mainstream Equality, Diversity and Human Rights principles 
through its policies, procedures, service development and engagement 
processes. This procedure should be implemented with due regard to 
this commitment. 

To be read In 

conjunction 

with / 

Associated 

Documents: 

§ FCP 
§ Trust Escalation policy 
§ Co- flow v13 
§ TCG TOR 

Information 

Classification 

Label 

NHS 

Confidential NHS 

Protect 

Unclassified 

Access to 

Information 
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1.1 Purpose 

This SOP describes the procedure for Site /Discharge Team response to surge in 
the Emergency Department (ED) and additional measures to prevent overcrowding 
and maintain patient safety 

 
This Plan aims to set out appropriate actions to be taken in the event of short-term 
over-crowding, by ensuring as far as practicable: 

 
 
§ Emergency Department/AMU/ESAU to provide their high priority services 

maintain capacity at all times in both ED/ AMU/CDU/ MAB/FAB 
§ To maintain safe, effective, quality care for patients 
§ Appropriate coordination and leadership during a disruption 
§ Where practicable any disruption is kept to a minimum 
 
2.0. Procedure and Guidance 
 

This standard operational procedure applies to all staff working with Site and 
Discharge teams across three sites 

 
Following the latest guidance from NHSE released 10/03/2020, it is necessary for 
the acute and emergency departments to prepare to maximise the capacity available 
in order to support the assessment, review and screening of patients who are at risk 
of Covid 19. 

Clinical teams have been advised to swab all patients who have the following: - and 

require admission to hospital 

They have either:- 

Fever 

Cough 

Anosmia 

And/or 

Clinical or radiological evidence of pneumonia 

Acute respiratory distress syndrome 

Influenza like illness. 

The result of this change is anticipated to mean increasing numbers of people will 
need to be assessed swabbed and isolated within acute trusts. 
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This will ensure that high risk patients are moved into the system as a priority. 
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This will follow current co flow phase as listed V13 
 
 
3.1 CO- flow procedure V13 (subject to change, current version will 
always be available on COVID hub) via trust intranet 
 

This SOP will give support to clinical teams to enable the safe efficient management 
of high volumes of patients whilst they are under the Covid 19 clinical pathway, 
transferring into the bed base safely and effectively 

There will be three identified phases:- 
 
Suppression phase 
 

Suppression phase: There are few COVID-19 cases being admitted to the hospital, 
such that 
They can be largely accommodated in side rooms or a few cohort areas 

In suppression phase, probable and confirmed COVID-19 cases can be contained in 
side rooms or a 
Small number of cohort areas. There are only two ward designations in this phase: 
1) RED (covid) areas: patients with confirmed (PCR positive) or probable (PCR 
negative but 
Clinical diagnosis) COVID-19 
2) Non-covid areas: everywhere else 

Transition phase 
 

Transition phase: in between surge and suppression phase 

In transition phase, ward colour designations are defined in the same way as in 
surge phase. 
The main difference is that as COVID prevalence falls, more patients in yellow areas 
will have a diagnosis other than COVID and so there is a need to cohort high and 
low risk in yellow wards to protect those without COVID-19 
. 

Surge phase 
 

Surge phase: There is widespread community transmission of COVID-19 with many 
cases 
Being admitted to the hospital, such that it is not possible to isolate cases in side 
rooms. In surge phase, side room capacity is overwhelmed. Ward areas are divided 
according to COVID-19 risk and colour-coded 

 

1) RED: patients with confirmed (PCR positive) COVID 
2) YELLOW: Patients who have symptoms or signs which could be consistent with COVID 
and are either awaiting swab results or with a negative swab result but a clinical COVID 
diagnosis 
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3) GREEN: Patients who have symptoms or signs which could be consistent with COVID but 
who have a negative swab and who are clinically assessed as low risk for COVID 
4) Without covid-19: Patients who have no symptoms 

 
 
Management of high volumes of patients requiring admission Covid and 
non- Covid 
 

In the event of multiple attendances to the ED, decisions regarding the coordination 
and management of patient flow, will be between Ed site flow management and bed 
base speciality leads 
In hours they will further be supported by the senior management team either 
ED/Site 
Out of hours GMOC /Silver on Call will liaise with Gold to make out of hours 
decisions 

 
Case Managment and discharge team support 

With the use of Medworxx of CUR and RFD dashboard all delayed discharges will be 
identified and site /discharge teams will proactively work with whole system colleges 
to support discharges from the bed base to support inflow 
. 
Flying squad members will attend ED and ward in reach linking in closely with site 
teams to match speciality demand and the Discharge Suite hours will be extended 
as necessary 

 

Management of patient surge 
Isolation of high risk patients will take priority, on-going side ward availability will be 
updated by site teams, Command and control will take the decision of cohorting of 
high risk patients is needed 

 
 

The Site lead will link in with ED during this time maintaining patient safety at all 
times 

Additional 
Manager of the day is in place for all issues of concern to be communicated to 
divisional leads attending site meetings through the day escalating issues and 
communicating outcomes 

 
Ability to maintain two empty Resus Spaces 

In line with the ED SOP, the site teams will ensure movement from Resus to support 
2 spaces at all times, prioritising moves to the bed base 
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In order to maintain this, the following actions will be considered:- 
 

• Patients with high NEWS can now be moved in line with the Covid transfer policy 
• If there are patients who require a critical care bed, the doctor in charge of Resus will 

contact the critical care/ speciality HST/ Consultant to discuss a patient care plan. 
 
 
Action in the event of capacity constraints :- 
 
• Ensure that ED footprint is utilised 
• Early referrals to speciality to support patient flow to the appropriate area 
• If patients in walking majors require admission transfer to appropriate area 

within 1 hour of referral to maintain ED flow 
• Identify Clinical Decision Unit space where clinically appropriate 
• Identify patients in Walking Majors, Ambulance Triage, Majors and Resus who are 

clinically appropriate to transfer to CDU 
 
 
Additional Clinical Capacity 

Executive approval will be established in line with Trust escalation capacity demand 
management processes. 
The ward plan identifies wards that are currently inaccessible it will be the decision of 
the senior team through TCG to expand capacity as needed 

As per Co-Flow document, In the event of no side room capacity, expansion in to 
cohort bays will be discussed and actioned as per Co Flow guidance (Appendix 1) 

Exceptions 
 

There are no exceptions to this policy 
 

Training 
 

If there are specific training requirements for staff please include details in this 
section 
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Monitoring of Compliance 
 

 
 

Minimum 

requirement 

to be 

monitored 

 
Process for 

monitoring 

e.g. audit/ 

review of 

incidents/ 

performance 

management 

 
Job title of 

individual(s) 

responsible 

for    

monitoring 

and 

developing 

action plan 

 
 

Minimum 

frequency 

of     

monitoring 

 
Name of 

committee 

responsible 

for review of 

results and 

action plan 

 
Job title of 

individual/ 

committee 

responsible for 

monitoring 

implementation 

of action plan 

 
Co -flow 
measures during 
reduction in 
capacity 

 
Co flow meeting 

Trust 
performance 

Against 4 hour 
care standard 

 
Jeanette 
Roberts 
Head of 

Operations 
Discharge and 

Flow 

 
 
 

Monthly 

CBU 
assurance 
meeting to 

feed to 
operational 

and 
performance 

meeting 

 
 
 

DDO 

      

      

 

 
Relevant Regulations, Standards and References 

 
Example: 
Regulation 20 of the Health and Social Care Act 2008 (Regulated Activity) 
Regulations 2014 
http://www.legislation.gov.uk/uksi/2014/2936/regulation/20/made 

 
 

Equality, Diversity and Human Right Statement 

 
The Trust is committed to an environment that promotes equality and embraces 
diversity in its performance both as a service provider and employer. It will adhere to 
legal and performance requirements and will mainstream Equality, Diversity and 
Human Rights principles through its policies, procedures, service development and 
engagement processes. This SOP should be implemented with due regard to this 
commitment. 

 

Legal Requirements 

This document meets legal and statutory requirements of the EU General Data 
Protection Regulation (EU 2016/679) and all subsequent and prevailing legislation. It 
is consistent with the requirements of the NHS Executive set out in Information 
Security Management: NHS Code of Practice (2007) and builds upon the general 
requirements published by NHS Digital/Connecting for Health (CfH). 
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Appendix 1: co flow V12 
 

20200723covid 
patient flow V12 (6).p 

 
Appendix 2: Equality Impact Assessment 

 
 

Title COVID 19 Site/Discharge 

Strategy/Policy/Standard Operating 

Procedure 

SOP 

Service change 

(Inc. organisational change/QEP/ Business 

case/Project 

Service change 

Completed by Jeanette Roberts 

Date Completed 04 08 20 

 
 
 
 

 
 
 
 

This sop describes how Multiple COVID and speciality patients will be managed within ED and to 
maintain flow throughout the Trust 

This would involve co-opting trust and whole system colleagues to support proactive flow and 

discharge 

Description (provide a short overview of the principle aims/objectives of what is being 
proposed/changed/introduced and the impact of this to the organisation) 

Patients and staff community opted in community staff 

Who will be affected (Staff, patients, visitors, wider community including numbers?) 
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The Equality Analysis template should be completed in the following 
circumstances: 

 
Ø Considering developing a new policy, strategy, function/service or 

project(Inc. organisational change/Business case/ QEP Scheme); 

 
Ø Reviewing or changing an existing policy, strategy, function/service or 

project (Inc. organisational change/Business case/ QEP Scheme): 
 
§ If no or minor changes are made to any of the above and an EIA has already been 

completed then a further EIA is not required and the EIA review date should be set at 
the date for the next policy review; 

 
§ If no or minor changes are made to any of the above and an EIA has NOT 

previously been completed then a new EIA is required; 
 
§ Where significant changes have been made that do affect the 

implementation or process then a new EIA is required. 
 
Please note the results of this Equality Analysis will be published on the 
Trust website in accordance with the Equality Act 2010 duties for public 
sector organisations 
 

Section 1 should be completed to analyse whether any aspect of your paper/policy has 
any impact (positive, negative or neutral) on groups from any of the protected 
characteristics listed below. 

 
When considering any potential impact you should use available data to inform your 
analysis such as PALS/Complaints data, Patient or Staff satisfaction surveys, staff 
numbers and demographics, local consultations or direct engagement activity. You 
should also consult available published research to support your analysis. 

 

Section 1 – Initial analysis 
 

Equality Group Any potential 

impact? 

Positive, 

negative 

or neutral 

Evidence 

 
(For any positive 
or negative 
impact please 
provide a short 
commentary on 
how you have 
reached this 
conclusion) 
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Age 

(Consider any benefits or opportunities to advance 
equality as well as barriers across Age ranges. This 
can include safeguarding consent, care of the 
elderly and child 
welfare) 

neutral  

Disability 

(Consider any benefits or opportunities to advance 
equality as well as impact on attitudinal, physical 
and social barriers) 

Neutral  

Gender Reassignment 

(Consider any benefits or opportunities to 
advance equality as well as 
any impact on transgender or transsexual 
People. This can include issues relating to 
privacy of data) 

neutral  

Marriage and Civil Partnership 

(Consider any benefits or opportunities to advance 
equality as well as any barriers 
impacting on same sex couples) 

Neutral  

Pregnancy and Maternity 

(Consider any benefits or opportunities to 
advance equality as well as 
impact on working arrangements, part time 
or flexible working) 

Neutral  

 
 

Equality Group Any potential 

impact? 

 
Positive, 

negative 

or neutral 

Evidence 

(For any positive or 
negative impact please 
provide a short 
commentary on how 
you have reached this 
conclusion) 

Race 

 

(Consider any benefits or opportunities to 
advance equality as well as any barriers 
impacting on ethnic groups including 
language) 

Neutral  

Religion or belief 

(Consider any benefits or opportunities to 
advance equality as well as any 

Neutral  
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barriers effecting people of different religions, 
belief or no belief) 

  

Sex 

(Consider any benefits or opportunities to 
advance equality as well as any barriers 
relating to men and women e.g.: same sex 
accommodation) 

Neutral  

Sexual Orientation 

(Consider any benefits or opportunities to 
advance equality as well as 
barriers affecting heterosexual people as well 
as Lesbian, Gay or Bisexual) 

Neutral  

 

If you have identified any positive or neutral impact then no further action is required, 
you should submit this document with your paper/policy in accordance with the 
governance structure. 

 
You should also send a copy of this document to the equality impact assessment email 
address 

 
If you have identified any negative impact you should consider whether you can make 
any changes immediately to minimise any risk. This should be clearly documented on 
your paper cover sheet/Project Initiation Documents/Business case/policy document 
detailing what the negative impact is and what changes have been or can be made. 

 
If you have identified any negative impact that has a high risk of adversely affecting any 

groups defined as having a protected characteristic then please continue to section 2. 

 
Section 2 – Full analysis 

If you have identified that there are potentially detrimental effects on certain protected 
groups, you need to consult with staff, representative bodies, local interest groups and 
customers that belong to these groups to analyse the effect of this impact and how it 
can be negated or minimised. There may also be published information available which 
will help with your analysis. 

 

Is what you are proposing subject to 

the requirements of the Code of 

Practice on 

Consultation? 

 
Y/N 

I Is what you are proposing subject 

to the requirements of 

the Trust’s Workforce Change 

Policy? 

 
Y/N 

Who and how have you engaged to 

gather evidence to 

complete your full analysis? 
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(List)  

What are the main outcomes of your 

engagement activity? 

 

What is your overall analysis based 

on your engagement activity? 

 

 

Section 3 – Action Plan 

You should detail any actions arising from your full analysis in the following table; all 
actions should be added to the Risk Register for monitoring. 

 
 
 

Action required Lead name Target date for 

completion 

How will you measure 

outcomes 

    

    

    

    

 

Following completion of the full analysis you should submit this document with your 
paper/policy in accordance with the governance structure. 

 
You should also send a copy of this document to the equality impact assessment 
email address 

 

Section 4 – Organisation Sign Off 
 
Name and Designation Signature Date 

Individual who reviewed the Analysis   

Chair of Board/Group 

approving/rejecting proposal 

  

Individual recording EA on central 

record 
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Appendix 3: Roles and Responsibility 
 
 

Role Responsibility 
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4. North Mersey Capacity & Flow Group Terms of Reference 

 

1.  Entity Name  

Type  

North Mersey Capacity and Flow Group 

2.  Purpose This document comprises the terms of reference for North Mersey Capacity and 

Flow Group 

The purpose of this Group is to ensure the following: 

 

• Effective response of Mersey Care to NHS England’s Out of Hospital cell 

to create significantly more capacity in the health system as a response 

to COVID-19. 

• Provide oversight and assurance on operational and recovery plans 

across the heath system with regard to ‘ready for discharge’ patients, 

effective provision of hub beds, Ward 35 and Care Homes. 

• To work alongside colleagues in Liverpool University Hospitals 

Foundation Trust (LUFT), Liverpool City Council and Liverpool and South 

Sefton CCGs to provide a consistent approach to operational and 

recovery plans and associated triggers across the system. 

• To review and analyse the Out of Hospital cell performance dashboard 

and associated local business intelligence in order to have oversight of 

the current system capacity. 

• To provide oversight and scrutiny of, and received assurance from, the 

Seacole Project Clinical / Operations & Estates Oversight Group. 

 

The Group has no executive powers, other than those specifically delegated in 

these Terms of Reference 

3.  Definitions There are no technical terms within the Terms of Reference that are not widely 

understood. 

4.  Duties and Powers 
of the Group 

The Group has delegated authority from the OOH Cell to make decisions 

regarding community bed provision within the parameters outlined within these 

Terms of Reference. The Group is authorised to investigate any activity within its 

Terms of Reference. 

All Group members have a duty to comply with these terms of reference and 

commit to participate actively in the work of the Group. 

Members are required to ensure that the North Mersey Capacity and Flow Group 

has regard to the NHS Constitution. 

5.  Role of the Group The role of the Group is to: 

• Oversee the North Mersey element of extra community provision 

within any co-produced clinical model including staffing, governance 

and operational requirements. 
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• Gain an understanding of the associated operational and clinical risks, 

finances, quality and clinical governance. 

• Oversee, scrutinise and sign-off the clinical model and subsequent 

deployment of bed numbers and associated workforce. 

• Identify and mitigate any risks associated with the implementation and 

oversight of the community bed provision. 

• Provide leadership and assurance to the wider health system of the 

arrangements for the provision of community capacity, together with 

ongoing monitoring. 

• Ensure effective decision-making and governance arrangements are in 

place to oversee the provision and monitoring of extra community 

provision. 

• Oversee the interface between North Mersey and the wider health 

system. 

• Develop and standard operating platform for use across the system. 

• Ensure the decision-making process is in the best interests of patient 

safety. 

• Consider the evidence from the Cheshire & Merseyside Out of Hospital 

cell dashboard for potential proposals to open extra capacity as per the 

Cheshire & Merseyside Operational Policy. 

• Review and analyse the Out of Hospital cell performance dashboard 

and associated sitrep in order to have oversight of the current system 

capacity. 

• Provide oversight and scrutiny of, and received assurance from, the 

Seacole Project Clinical / Operations & Estates Oversight Group. 

6.  Chair / Vice Chair Chair – Chief Operating Officer 

Deputy Chair –  Deputy COO (LUFT) 

7.  Membership, 
including nominated 
deputies where 
appropriate  
 

The Group shall comprise of  

 

• Community Division COO (Chair & Joint-SRO) 

• Deputy COO (LUFT) (Deputy Chair & Joint-SRO) 
• Community Division Deputy COO  

• Medical Leads 

• Head of Specialist Clinical and Support Services 

• Urgent & Intermediate Care Lead 

• Deputy Director of Therapies and Allied Health Professionals 

• Deputy Director of Nursing 

• Project Support 

• CCG representatives 

• MBI Consultant 

• Programme Manager (tbc) 

• Business Intelligence Support 

• LUFT, LCC (to be confirmed) 

 

Other members will be invited as appropriate.  
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8.  Rules of 
Membership /  
Individual’s role & 
responsibilities 

Only members of the Group have the right to attend Group meetings.  

However other individuals may be invited to attend. 

 

The role of the Chair of these meetings is to: 

• Set the direction, tone and pace for the work of the meeting; 

• Ensure members have relevant information to participate in the 

meeting and carry out their jobs; 

• Ensure compliance with the approved Terms of Reference and 

conducted effectively with candour and mutual respect to enable 

members to challenge within a supportive environment; 

• Set the agenda, run the meetings, assign work to the Group’s members 

and hold members to account for the completion of this work; 

• Encourage participation at appropriate level in the meetings from all 

members; 

• Action any data integrity issues that may arise; 

• Orientate new members to the Group; 

• Provide succession plan to ensure on-going functioning of the Group. 

 

Group members are expected to undertake the following role:  

• Regularly attend meetings in line with Terms of Reference   

• Make commitment to participate actively in the Group  

• Report on progress with allocated assignments and complete them 

as appropriate as the officer/member accountable for the delivery 

• Maintain up-to-date knowledge about related Group matters and 

prepare well for meetings, participating fully and providing 

comments on minutes and reports 

• Work with other Group members, building effective working 

relationships to ensure the delivery of objectives 

• If unable to attend the meeting, to inform the chair, nominate a 

representative and ensure any actions from previous meeting are 

forwarded prior to the meeting 

 

9.  Quorum / 
Attendance 
expectations 
 

The meeting will be considered quorate when the following members are 

present including, 

• Chair or Deputy Chair 

• At least 1 person from each organisation 

 

Members or their designated deputies must attend at least 75% of meetings. 

10.  Frequency & Timing  The Group shall meet at least once every week. If a member is unable to attend, 

a deputy is to be identified to ensure quoracy.  
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Additional “emergency” meetings will be convened by the Chair where 

necessary. 

11.  Reporting 
Arrangements, both 
to and from the 
Group 

The North Mersey Capacity and Flow Group will report into the respective 

organisational groups. It will also link to the Cheshire and Merseyside Out of 

Hospitals cell to ensure connectivity across the health system. 

12.  Ownership of 
objectives as well as  
Key Performance  
Indicators (KPIs ) 
associated with the 
meeting 

Action notes and by exception to the relevant organisational groups will be 

produced following each meeting, with identified leads and deadlines, to ensure 

project governance and compliance.  

13.  Recording & storage 
arrangements 

Notice of each of the meetings confirming the venue, time and date, together 

with the agenda and supporting papers, shall be forwarded in advance of the 

meeting to each of the members.  

 The actions notes of the Group will be stored within the relevant folder within 

the Community Division.  

14.  Group effectiveness, 
objectives and  
monitoring 
arrangements 

This will be completed on an ongoing basis in line with the review of terms of 

reference. 

15.  Review of Terms of 
Reference 

June  2021 

16.  Approval of this 

Document: 

 

Signed:  

 

Dated:  
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5. Local System Management Group – Terms of Reference 

                                                                            
 

 
                                       SYSTEM MANAGEMENT GROUP  (Capacity & Demand)  

 
                                                  TERMS OF REFERENCE 
 
1.0 INTRODUCTION 

 
The System Management Group was established to ensure oversight of the current COVID-19 
situation, demand and escalation.  The Group has now developed into a North Mersey System 
Management (Capacity & Demand) Group which supports the Out of Hospital Cell and has 
developed plans for surge and demand management and high capacity peaks including Winter. 
 
The Terms of Reference sets out the membership, remit and responsibilities and reporting 
arrangements of the Group.  
 
All calls are noted for risk and audit purposes.  
 
 
2.0 PURPOSE 

 
The primary functions of the Group are to: 
 

• Ensure oversight and support the current, and future, COVID-19 position.  This includes 
issues, risk, demand management and overall system escalation and barriers. 

• Manage and identify any system mutual aid requirements. 
• Monitor and identify any additional bed capacity requirements. 
• Provide CCG assurance in relation to ongoing performance and system sustainability 

during the current, and future, COVID-19 period.   
• Monitor and support Organisation Recovery Plans and any impact on delivery. 
• Align plans with the Out of Hospital Cell to ensure that the operational recovery 

process is co-ordinated across the STP footprint. 
• Ensure oversight and support of management of surge capacity and planning. 

 

 
 

3.0 ACCOUNTABILITY  
 
The Group is accountable within LCCG’s most appropriate Governance Groups and the Out of 
Hospital Cell. 
 
The Group will ensure continuity of provision and delivery for patients at all times and focus 
on improving health outcomes and reducing inequalities. 
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4.0 MEMBERSHIP 

 
The Group will be Chaired by LCCG.  In the absence of the designated Chair, LCCG will appoint 
a deputy. 
 
Required attendance is as follows: 
 

• LCCG Head of Programmes and Transition (Chair) 
• LCCG Head of Urgent. Planned and Intermediate Care Services (Deputy Chair) 
• LUHFT Deputy Chief Operating Officer 
• Alder Hey Associate Chief Operating Officer 
• Mersey Care Chief Operating Officer 
• Liverpool Heart & Chest Chief Operating Officer 
• Walton Centre Chief Operating Officer 
• NWAS North Sector Manager 
• Liverpool City Council Assistant Director 
• Liverpool Women’s Chief Operating Officer 
• PC24 Executive Director of Nursing and Quality 
• Sefton CCG Head of Commissioning and Delivery 
• Sefton Local Authority Deputy Head of Service 
• Liverpool Primary Care – Liverpool Networks Alliance 
• Clatterbridge Cancer Centre Director of Operations 
• LCCG PPE Lead 
• Out of Hospital Cell Director 

 
 
Other members may be invited to attend as appropriate to enable the Group to discharge its 
functions effectively.  
 
5.0 DECISION MAKING 
 
Decisions will normally be reached by consensus.   
 
 
6.0 FREQUENCY  

 
Calls will be agreed dependent on system position, demand and escalation.  If deemed 
necessary the calls will take place 7 days a week.  Calls will start at 9.00am for 30 minutes. 
 
Ad hoc planning and management meetings may also be put in place in order to facilitate 
system planning. 
 
 
7.0 REMIT AND RESPONSIBILITIES OF THE GROUP 
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The Group will be driven by the priorities and associated risks identified by the system. 
 
 
 
7.1  Monitoring and Planning  
 
In particular, the Group will: 
 

i. Ensure oversight and support the current, and future, COVID-19 position.  This 
includes issues, risk, demand and overall system escalation and barriers. 
Not exhaustive oversight includes: 

o Workforce - Staffing capacity/sickness/well being 
o PPE and other equipment needs or issues 
o Surge Management / Winter position and planning 
o Swabbing 
o Acute 
o Specialist Trusts 
o Community 
o Mental Health 
o Care Homes / Social Care 
o Out of Hours 
o Primary Care 

ii. Ensure that where risks are identified, recommendations for remedial actions are 
agreed by the Group. 

iii. Manage and identify any mutual aid requirements 
iv. Monitor and support organisation recovery plans and implementation of phased 

business as usual Service Delivery and any impact on delivery 
v. Resolve any issues that may impact on service delivery and patient outcomes. 
vi. Align plans with the Out of Hospital Cell to ensure that the operational recovery 

process is co-ordinated across the STP footprint. 
vii. Ensure oversight of the introduction of electives is phased and takes into account 

demand and capacity. 
viii. Ensure oversight and support with management of surge capacity and planning. 
ix. Link with other Groups, Operational Management Cells and Bodies to reduce burden 

on member organisations wherever possible. 
 
 

 
8.0 POLICY AND BEST PRACTICE 
 
The Group will seek to apply best practice in any decision making processes, 
 

 
9.0 ADMINISTRATION  
 
The Group will be administratively supported by LCCG staff, who will be responsible for 
supporting the Chair. 
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This administrative support will include noting of meetings, actions and any identified risks. 
 
 
9.0 REVIEW 
 
The Group shall review its purpose to ensure it is operating at maximum effectiveness. 
 
Any suggested changes to its Terms of Reference shall be represented to LCCG for formal 
approval. 
 
10.0 CONDUCT 
 
All members are required to make open and honest declarations of their interests at the 
commencement of each meeting or to notify the Group Chair of any actual, potential or 
perceived conflict in advance of the meeting. 
 
 
11.0 STATUS OF THESE TERMS OF REFERENCE 
 

Version Date 
Version 1 10/7/2020 
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North Mersey Mutual Aid Agreement 

 

North Mersey Mutual Aid Agreement 
 
1. Introduction 

 
This mutual aid agreement (MAA) sets out the arrangement that may be implemented by any 
of the organisations listed below, and dovetails into the organisations’ business continuity plan. 
 
2. Definition 

 
Mutual aid is defined as  
“An agreement between responders, within the same sector or across sectors and boundaries 
to provide assistance with additional resources during an emergency which may go beyond the 
resources of an individual respondent”  
(DH 2005, NHS Emergency Planning Guidance). 
 
3. Context 

 
Responding to a major or catastrophic incident can quickly overwhelm the initial responding 
NHS organisation and even a small incident confined to one geographical area may require a 
multi-agency response.  In the majority of cases mutual aid may be required between a local 
group of NHS organisations.  This may be between CCG’s only, CCG’s and providers of 
commissioning support functions, or CCG’s, providers of commissioning support functions and 
other NHS organisations e.g. NHS Property Services, NHS England etc. 
 
4. Organisations 

 
The organisations signed up to this mutual aid agreement are: 

• NHS Liverpool CCG 
• NHS South Sefton CCG 
• NHS Southport and Formby CCG 
• NHS Knowsley CCG 

 
The organisations aware of this mutual aid agreement who will respond to a request for 
mutual aid under contract are: 

• Alder Hey Children’s NHS Foundation Trust 
• Lancashire & South Cumbria NHS Foundation Trust 
• Liverpool University Hospitals NHS Foundation Trust 
• Liverpool Heart and Chest Hospital NHS Foundation Trust 
• Liverpool Womens NHS Foundation Trust 
• Mersey Care NHS Foundation Trust 
• Midlands and Lancashire Commissioning Support Unit 
• North West Boroughs Healthcare NHS Foundation Trust 
• Southport and Ormskirk Hospital NHS Trust 
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• The Walton Centre NHS Foundation Trust 
• NHS Property Services 
• Liverpool City Council 
• Sefton Metropolitan Borough Council 
• Knowsley Borough Council 

 
 
5. Aim 

 
The aim of this mutual aid agreement is to establish an agreed framework for: 

• The request of mutual aid by any organisation signed up to this agreement. 
• Arrangements to supply assets/resources to a requesting organisation. 
• Arrangements for the receipt of assets/resources within an organisation that have been 

supplied by another organisation. 
 
6. Criteria for Implementation 

 
• The requesting organisation has declared an incident for their organisation which may 

be related to a business continuity issue or Major incident. 
• The requesting organisation can no longer manage the incident due to the lack/full 

deployment of their resources/assets and prioritisation of their own services. 
• When a organisation is potentially or actually unable to maintain a safe level of critical 

services either through lack of physical or human resources. 
 
7. Types of Mutual Aid 

 
• Resources – Equipment including IT, transport, consumables, supply chain 
• Staff – Clinical staff, admin staff, management, specialist advice. 
• Premises – buildings, locations 
• Commissioned Services – IT, clinical services, bed base 

 
Mutual aid is not limited to physical resources such as buildings and equipment, and may include 
access to staff resources, directly or indirectly, for example through remote access to specialist 
advice. 
 
8. Requesting and Providing Mutual Aid – strategic process description.  

 
Requests for mutual aid will be made at senior management level only; any verbal requests will 
be reinforced as soon as possible with a written request. 
 
Any organisation receiving a request for mutual aid may decide to meet the request entirely, in 
part or refuse the request. 
 
The response should be fed back and the details of response/deployment should be agreed. The 
responsibility for deploying the Mutual Aid resources rests with the receiving NHS organisation.  
The receiving organisation is also responsible for the command and control of all assets supplied 
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by other services under the mutual aid arrangements. 
 
Mutual incidents e.g. pandemic flu, affecting more than one organisation should not be 
considered a reason to deny the request, in these types or incidents available resources should 
be shared where possible and managed through appropriate joint agency groups. 
 
Any requests for mutual aid that falls outside the scope of the types of mutual aid identified 
above should not be refused. 
 
The receiving NHS organisation should notify supporting organisations as soon as the need for 
support can be reduced or ends. 
 
Any organisation providing mutual aid which becomes unable to continue, entirely or at a 
reduced capacity must inform the receiving organisation as soon as this is identified.  Wherever 
reasonably possible a minimum of 72 hours should be provided. 
 
It is recognised that the level of resources organisations are able to provide will have limits and 
this is acknowledged and identified at the time of response where practical. 
 
9. Requesting and Providing Mutual Aid – operational process description.  

 
Following the agreement of deployment an NHS lead officer from all involved organisations will 
be appointed. The NHS lead officer(s) will be responsible for liaising with each other to manage 
the production and deployment of resource. 
 
The requesting organisation lead officer will be responsible for: 

• Acting as the single point of contact for the requesting organisations 
operational response 

• Assuming initial command of the incoming resources 
• Managing deployment of the resource 
• Ensuring that members of staff are appropriately briefed prior to being 

deployed 
• Ensure rotation of staff throughout the incident response 
• Providing an update to the senior management team of the requesting 

organisation. 
• Maintaining an operational overview of the incident 
• Initiating confirmation of reduction in need or stand down of response. 
• Arranging ‘hot debriefs’ for staff if rotated back to their own organisation or at the 

incident stand down. 
 
The responding organisation(s) lead officer(s) will be responsible for: 

• Acting as the single point of contact for the responding organisation 
• Managing provision of the resource. 
• Liaising re rotation of staff throughout the provision of response 
• Providing an update to the senior management team of the responding 

organisation 
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• Maintaining an operational overview of the response provision. 
• Reintegrating staff back into the organisation on close down. 
• Provide any external support to staff as required. 

 
10. Charging Arrangements for Mutual Aid 

 
This agreement is based on the principle of shared risk, recognising the fact that the risk 
presented by emergency response to incidents, is equal amongst all organisations. 
 
Any mutual aid provided by organisations will be on the basis of shared risk and costs lie where 
they fall.  Consequently, there will be no cross charging for mutual aid between organisations.  
These costs need collating for audit purposes. 
 
This mutual aid agreement does not supersede any contractual mutual aid agreements that 
may be in place. 
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6. Winter Dashboards Overview 
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7. North Mersey Intermediate Care Beds Modelling 

North Mersey Intermediate Care Beds: Liverpool CCG Model vs. PA Consulting Model comparison 

 

1.0 Background 

The Covid-19 pandemic has led to a marked increase in the burden of disease and disability and will 

continue to do so for the foreseeable future.  Modelling has been produced to predict the demand on 

intermediate care beds across North Mersey.   There are scenarios which have been developed 

independently by Liverpool CCG (LCCG) and PA Consulting (PAC); this paper compares the outputs of 

these models, and the additional bed provision required to meet this predicated demand. 

2.0 The basis for modelling and current capacity 

For both models (LCCG and PAC), historic activity gathered during the 1st Wave of COVID to generate 

assumptions was utilised, as well as a variety of other assumptions in order to provide an evidence 

based approach to modelling.  Some of the assumptions taken into consideration are provided below 

1. The severity of a second wave of COVID 

2. Ratios of Intermediate Care Support required for Elective, Non Elective and Flu admissions 

3. Seasonal access rates for Flu 

4. Average lengths of stay for COVID, Elective & Non Elective admissions. 

5. Occupancy rates. 

The current Intermediate Care Bed provision for North Mersey is provided in Table one below.  It is 

worth noting that the capacity for Townsend Lane is described as 25 beds, with an additional 10 beds 

available as ‘surge’ capacity.  Therefore, bed capacity is 133, and 143 including surge capacity  NB: 

Southport & Formby beds are excluded from the capacity described below; whilst there are 4 Bed Bases 

within Sefton Local Authority containing a total of 56 beds, these have not been included as they align 

to the Southport & Formby CCG geography. 

Table one: North Mersey Intermediate Care capacity 

 

3.0 Modelling Scenarios – High Level 

There are common assumptions which were used as inputs for the two models, a comparison of these 

main factors are provided below: 

  

C&M Sub Area CCG Local Authority Bed Base Max Capacity
North Mersey Knowsley CCG Knowsley Council St Bartholomews Court Nursing Home 19
North Mersey Knowsley CCG Knowsley Council Appleby Court Nursing Home 4
North Mersey Liverpool CCG Liverpool City Council Granby (Liverpool City Council) 30
North Mersey Liverpool CCG Liverpool City Council Sedgemoor (Liverpool City Council) 30
North Mersey Liverpool CCG Liverpool City Council Townsend Lane (Liverpool City Council) 25
North Mersey South Sefton CCG Sefton LA Ward 35 (Mersey Care) 25

133
Surge capacity available

North Mersey Liverpool CCG Liverpool City Council Townsend Lane (Liverpool City Council) 10

143

Total

Total (Including surger capacity)
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Table two: Comparison of model assumptions 

 

It can be seen above that the average length of stay values used are broadly in line, whilst the baseline 

admission numbers are using similar quantum’s of activity.  The largest disparity between the models 

is the % of discharges requiring intermediate care.  The PAC figures are based on national guidance, 

whilst the LCCG figures are based on local figures and intelligence. 

3.1 Modelling Scenarios – LCCG Model 

The Liverpool CCG model uses the baseline admission numbers as the starting point for the model, with 

length of stay and discharge destinations layered on top of this to calculate the impact of the 1st wave.  

There are distinct additions to the model for the 2nd wave and the impact of flu which are based on 

average number of admissions per 100,000 population.  Some of the assumptions detailed in section 

3.0 are adjusted to calculate 13 separate scenarios to provide a range of reasonable to worst case 

predictions. 

The chart below provides the typical bed requirements over time which the model outputs to give an 

idea of the curve seen. 

Chart one: Typical curve of graph for Liverpool CCG model – North Mersey population 

 

NB: The graph above excludes Southport and Formby beds and population 

3.2 Modelling Scenarios – PAC Model 

The PA Consulting model is similar to the Liverpool CCG model in that it uses the baseline admission 

numbers as the starting point for the model, with length of stay and discharge destinations layered on 

top of this to calculate the impact of the 1st Wave.  However, rather than build in distinct 2nd wave and 

flu impacts, the 2nd wave is built into projections to provide a ‘smoother’ curve. 

Overall there are 4 ‘scenarios’ to the PAC model, the outputs of these are provided below: 

  

PA Consulting: North Mersey Liverpool CCG: North Mersey
NEL Provider Specific (2 - 19) Overall C&M Hospital performance (12.6 - 15.4)
EL Provider Specific (3 - 8) Overall C&M Hospital performance (6.3 - 7)

Winter / Flu N/A 5%
Covid+ 22% 65%
Covid- 3% NEL: 6%, EL: 20%

Baseline admission numbers 2019 + part 2020 figures 2019/20 figures

% of discharges 
requiring Intermediate 
Care Beds

Average LoS
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Chart 2: Flatline Model: N. Mersey pop.  Chart 3: Lower Second Peak Model: N. Mersey pop. 

  

Chart 4: Peaks and Troughs Model: N. Mersey pop. Chart 5: Second Peak Model: N. Mersey pop. 

  

NB: The four graphs above exclude Southport and Formby beds and population 

The four models provide different shaped curves which are based on initial feedback on how Covid-19 

could play out over the rest of the year and into 2021.  However, it is clear the Lower Second Peak and 

Second Peak Models align to the shape of the LCCG Model curve. 

4.0 Model comparisons 

Section 3 of this paper clearly shows that there is alignment between the LCCG model and the PAC 

Second Wave models; therefore, these models will be compared.  As there were 13 different scenarios 

to the LCCG model, 3 have been picked out from these scenarios, these are: 

• Scenario 2: Chosen as this shows the ‘worst case’ scenario for intermediate bed requirements 

• Scenario 4: Chosen as this shows the mid-point scenario. 

• Scenario 11: Chosen as this appears to be the most representative scenario. 

4.1 Model comparisons: Max, Min and Average comparison 

The maximum, minimum and average intermediate care bed requirements are compared across the 

chosen models and scenarios in order to provide a high level comparison: 
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Chart 6: Comparison of max, min and average from modelling scenarios: North Mersey 

 

When observing the different models, it can be seen that they are broadly in line, with the following 

points to note: 

• PAC: Lower Second Peak shows the closest gap between max and min intermediate care bed 

requirements, which reflects a ‘dampened’ 2nd wave scenario. 

• LCCG: Scenario 2 shows a greater demand when compared to all other models and scenarios; 

this reflects the ‘worst’ case scenario it predicts. 

• PAC: Second Peak is broadly in line with LCCG: Scenario 4 and Scenario 11 

• Southport & Formby population and beds are excluded 

4.2 Model comparisons: PAC: Second Peak models and LCCG: Scenario 4 

The LCCG: Scenario 4 model most closely aligns to the two PAC: Second Peak Models, they are therefore 

compared below to see how their curve on a graph correlates. 

Chart 7: PAC, Second Peak vs LCCG, S4: North Mersey       Chart 8: PAC, Lower Second Peak vs LCCG, S4: North Mersey 

  

NB: The two graphs above exclude Southport and Formby beds and population. 

For the PAC: Second Peak model (Chart 7), it can be seen that whilst the maximum number of beds 

required is similar, this model shows an extended rise and more consistent and greater demand for 

beds than the LCCG Scenario 4 model.  Meanwhile, the PAC: Lower Second Peak model (Chart 8) shows 

that the number of beds required aligns more closely to the LCCG Scenario 4 model with the exception 

of the short sharp peak being predicted in the LCCG model. 

5.0 Predicted bed requirement vs. current capacity 
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In order to determine the additional bed capacity based on these models, the current bed capacity 

(135) has been compared to the model outputs from Section 4.2, with the additional requirements 

summarises below. 

Chart 9: Additional Intermediate Bed Day requirement: North Mersey 

 

NB: The graph above excludes Southport and Formby beds and population 

It can clearly be seen that under all 3 model outputs, the minimum number of additional beds predicted 

to be needed is between 203 and 210.  The average (245 to 322) and maximum (282 to 389) number 

of additional beds required varies depending on the model being used.  However, it is clear that the 

PAC: Second Peak and LCCG: Scenario 4 predict similar maximum number of additional beds; 384 and 

389 respectively. 

6.0 Summary 

When comparing the LCCG to PAC models, there is alignment where there is an expectation of a clear 

2nd wave.  However, the LCCG model shows a distinct, short lived impact of any prospective 2nd wave, 

whereas the two PAC models show a more sustained gradual build up and a slower drop off in 

intermediate care bed requirements. 

With the above in mind, the LCCG model could be adapted to reflect a more dampened, but gradual 

and sustained rise to a 2nd wave to more closely mirror the PAC models. 
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8. Care Home Capacity Dashboard 
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9. LUHFT Ready For Discharge Daily Dashboard 
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10. Immedicare Utilisation 
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11. Mental Health DToC Review – June 2020 

Mersey Care Foundation Trust  

Ready For Discharge (RFD) Mental Health Delays Review  

June 2020 

 

Introduction 

This review has been conducted by LCCG in partnership with Mersey Care Foundation Trust in order 
to understand current ready for discharge cases and delays.   

As part of this review, various teams were contacted to understand the delayed transfers of care 
current position, processes in place and constraints.  The review also seeks to evidence the impact of 
COVID-19 and any changes or efficiencies which may have been implemented during the crisis that 
system partners may wish to embed going forward. 

Feedback 

It is understood that the Crisis Resolution Home Treatment Team (CRHT) ‘gate keep’ all admissions 
24/7 for both adult and older adult admissions.  Referrals can be received from multiple sources.  A 
SOP has been received which outlines the access processes and criteria. 

Pre-COVID all in patient wards would accept admissions directly, however since COVID MCFT have 
reconfigured this process and Service Users are now admitted to an admissions ward where they are 
isolated and swabbed.  Once a negative result is received, they are then transferred to a recovery 
ward for further assessment and treatment.  This is now the agreed process for all adult and older 
adult admissions.  It is confirmed that the swabbing process currently does not create any delays.  
Ward staff are trained and swabbing packs are available.  Results can be received same day, 
sometimes overnight.  Initially there were some delays of 2-3 days but this is now resolved.  It is the 
responsibility of the ward to chase the results. 

The wards have implemented the SAFER Red to Green principles with an added Mental Health 
element.  This is believed to have happened 2-3 years ago although no SAFER/Red to Green data is 
available to reflect the initial impact against the current position. 

It was established that two RADAR meetings are held weekly across the Mersey Care in patient 
footprint.  They take place at Liverpool (Broadoak) unit and Sefton (Clock View) Hospital every 
Wednesday.  All service users are discussions in these meetings and the meetings last around 2 hours. 
Usual practice would be for the MDT to agree that a service user is medically optimised and all 
assessments completed prior for discharge.   

There is a weekly local divisional Delayed Transfers of Care (DToC) meeting which takes place every 
Thursday morning.  Delays identified within the RADAR meetings are then discussed at the DToC 
meeting. 

There is a clear lack of awareness around individual partner’s processes and timeframes which is 
making it difficult to discharge plan effectively and agree timescales. 
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Landscape of Beds 

Broadoak Unit 
Ward Bed Criteria Total Beds Pre-

COVID 
Current Beds Bed Loss 

Albert Male 24 14 10 
Brunswick Mixed 23 15 8 
Harrington Female 19 11 8 

Windsor House 
Ward Bed Criteria Total Beds Pre-

COVID 
Current Beds Bed Loss 

Windsor House 
(Toxteth) 

Adult In Patient – 
Mixed 

24 15 9 

Mossley Hill Hospital (Older Adult Inpatient Unit) 
Ward Bed Criteria Total Beds Pre-

COVID 
Current Beds Bed Loss 

Acorn Dementia 15 15 0 
Oak Functional Older 

Adult 
20 20 0 

Clock View Hospital (Walton) 
Ward Bed Criteria Total Beds Pre-

COVID 
Current Beds Bed Loss 

Newton Adult PICU - Mixed 17 17 0 
Alt Adult - Mixed 17 17 0 
Dee Female 17 17 0 
Morris Male 17 17 0 
Irwell Organic Assessments 17 17 0 

Hartley Hospital (Southport) 
Ward Bed Criteria Total Beds Pre-

COVID 
Current Beds Bed Loss 

Dunes Older Adult Assessment, 
Functional - Mixed 

20 20 0 

Pine Adult Assessment 20 20 0 
Stepping Stones (YMCA, Garston) 

Ward Bed Criteria Total Beds Pre-
COVID 

Current Beds Bed Loss 

10 x Step Down & Crisis beds commissioned by MCFT.   
Beds can be flexed to meet both step down and crisis to support demand.  Single rooms in a 3 
storey house. 
Used for short term placements for patients already known to CRHT. Flow around 7-14 days. 
No MDT in place – all managed by CRHT 

 

During discussions, teams fed back that there are a number of barriers that they encounter on a 
regular basis.  This includes (but not exhaustive): 

• Asylum Seekers 
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• Delays with Bidding process and awaiting providers to pick up cases.  At the time of this 
report further clarification and detail is still being sourced around the processes from 
Liverpool Local Authority. 

• Housing / Accommodation / White Goods / Viewing properties / Hostel Availability  
• Delays with private providers 
• Complex cases – statutory limitations and obligations 
• Intermediate Care – patients are refused access to the Liverpool Intermediate Care Bed base 

due to Mental Health needs even though they have rehab potential before they return home 
and do not require a specific EMI registered placement. 

Summary 

From the information available, it is recognised that the processes for Mental Health are multi-
facetted and it is important that all agencies are aware of this.  It is apparent that whilst a number of 
teams have been working very differently during COVID across the North Mersey System, with new 
supportive measures in place, Mental Health has not necessarily received the same focus or support. 
As a result no changes have been made to processes or response times during COVID despite a 
reduction in the bed base due to social distancing measures. 

This is further evidenced, disappointingly so, by the new Discharge to Assess (D2A) National Guidance 
published on 19th March 2020 which seemingly excludes Mental Health from this new approach.    

However, having reviewed the guidance this does not have a blanket exclusion for Mental Health.  
The guidance specifically sets about implementing a new discharge to assess model with a primary 
focus on rapid, safe discharges from both Acute & Community Hospitals which has proved extremely 
successful from LUHFT. 

The guidance states: 

What services/activities are excluded?  
• Requirements under the Mental Capacity Act 2005 continue to apply and, if you suspect that 

a person lacks the relevant capacity to make decisions about their ongoing care, a capacity 
assessment should be made, and a best interests decision made in the usual way.  

• Procedures relating to Deprivation of Liberty Safeguards remain in place.  

What are the arrangements for patients in Mental Health Trusts? Do section 117 assessments need to 
be carried out?  
 

• These requirements only apply to Acute and community providers. They do not apply to 
mental health trusts and section 117 assessments should be carried out.  

 

Whilst Mental Health is indeed referenced in the new National D2A Guidance, this specifically relates 
to Mental Health Capacity Assessments and Section 117 Assessments which need to be completed 
prior to discharge.  However, the completion of the MCA is still a requirement from an acute setting if 
a patient lacks capacity.  The MCA is therefore currently completed by LUHFT and included with the 
Health Needs Assessment (HNA) which acts as the referral form.  This process has been successful 
and no issues have been highlighted by the teams that follow out into the Community. 

With this in mind, it also became apparent during the review that pre-COVID a small cohort of 
patients, usually via the Mental Health Older Persons Acute Units, had access to the 28 day discharge 
to assess older persons pathway.  This was usually for patients that were heading for long term care 
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and their needs could be met by a standard contract in an EMI Residential or EMI Nursing home 
setting.  Whilst these referrals were infrequent, due to a possible lack of awareness, they are now not 
included in the new D2A SPC process.  Findings during this review have established that these 
patients, albeit possibly small in numbers, would be deemed suitable for the new D2A pathway and 
would ensure that access is equitable.   

An observation from the weekly DToC meeting highlighted that the delays appeared very minimal in 
numbers.  Over the last 3 weeks these ranged from between 5 to 9 delays in total.  Firstly, it is 
recognised that whilst these numbers appear low, in comparison to the bed base (and added recent 
loss of beds) they are creating a significant issue.  However, the second observation would be that 
these are only the patients identified as delays in the RADAR meeting.  Therefore clarity is required on 
how are these decisions are made and how potential delays can be identified further ‘up stream’ in 
the process to ensure that when a patient becomes medically optimised a plan is already in place and 
therefore delays are reduced.   

A final observation would be that the DToC meeting was cancelled one week due to the low number 
of discharges.  It was agreed that updates would take place without a meeting.   

The minutes shared from the DToC meeting have limited information and actions, accountability and 
timeframes for resolution are not included. 

A TOR was received for the DToC meeting and listed key objectives which included: 

o Reduced delays 
o Ensure timely decisions 
o Escalation and  
o Outcomes 

No specific escalation point is apparent for the issues the teams are encountering.  It is not clear how 
constraints are escalated, how they are resolved, how barriers are addressed and how findings then 
determine future needs for the Service. 

A significant and positive finding from this brief review is that there is no lack of willingness or skill 
from any part of the system.  Team members are frustrated and are extremely keen to look at new 
ways of working and building in possible efficiencies which may support them going forward during 
what is expected to be an extremely difficult winter.   On this basis, it is entirely feasible that the 
processes can be moved to a much more effective state by implementing the suggested 
recommendations below and close monitoring of communication and data processing.  

These unprecedented and challenging times have brought about an appetite for change and 
acceptances of different ways of working.  There has never been a better time to use this opportunity 
to review what is in place and consider new approaches. 

 

Recommendations 

It is suggested that an agreed action plan be put in place with a designated lead to implement the 
following proposed recommendations.   Please note it is envisaged that the action plan will become 
more extensive and involved as planning starts to include additional medium and longer term actions 
and proposals.   LCCG are happy to undertake the monitoring process and support partners to 
implement changes where necessary in the immediate, medium and longer term. 
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1. SAFER Red to Green re-fresh – SAFER Red to Green principles are specifically designed to 
capture early discharge planning and required interventions by reviewing all patients every 
day.   The red to green principles are evidenced to have significant, successful impact on 
discharges and flow if adopted correctly.   Successful SAFER also highlights constraints to 
allow support and interventions to be put in place where needed both immediate and 
medium/longer term. It is unknown at the point of this report when the principles were 
implemented within the units, but it is known that the approach needs to be re-visited on a 
continued basis to maximise impact and ensure that teams don’t revert back to previous 
ways of working.  Reminding staff, old and perhaps new, of the SAFER principles and 
expectations on a regular basis have previously proved extremely successful in other areas.  It 
may also be a further consideration to involve ECIST and LCCG will be happy to instigate these 
conversations. 

2. Point Prevalence – It is recommended that an audit should be undertaken of all current 
inpatients.  This would provide a much needed profile of all inpatients needs, regardless of 
RFD status, and identified discharge pathways.  The point prevalence will evidence if the red 
to green principles are in fact still embedded and will also support profiling patients for the 
D2A pathway (as per the next recommendation).  At the time of this report, this suggestion 
has already been discussed and agreed and MCFT have identified an experienced member of 
staff to be involved in the Point Prevalence.  In addition, ICRAS have also confirmed that they 
are keen to be involved to understand if there are any potential patients they may be able to 
support with, in the Community or Intermediate Care. 

3. Discharge to Assess (D2A) Pathway via Single point of Contact (SPC) – As indicated earlier in 
the report, there are a small cohort of patients that would be deemed appropriate for the 
D2A via SPC.  These patients would previously be referred via the Older Persons Units on a 28 
day discharge to assess pathway into an EMI Residential or EMI Nursing home placement.  It 
has been agreed that as long as the numbers are closely monitored, the patients do not 
required S117 and are not in receipt of an existing package, then they can follow the D2A 
COVID process.  This has been agreed on the basis that both the CHC framework and means 
testing by the LA are stood down at the moment.  There needs to be various actions that 
would need to be undertaken beforehand including: 
 

v Ward MDT would decide which patients would be considered ‘appropriate’ for the 
D2A pathway.  Therefore training to raise awareness about appropriateness would 
have to take place. 

v For those that are not considered appropriate, these patients would have to remain 
within current processes and statutory obligations and limitations. 

v For those considered appropriate we would need to agree who completes the HNA.  
Conversations that have already taken place have confirmed this could be carried out 
by MCFT. 

v Patient accessing the D2A pathway via SPC would have to adhere to the D2A 
principles which would include ‘no choice’.   Discharge leaflets are already available 
to support this and these would have to be slightly adapted. 

v If a patient is deemed to have no capacity then a MCA will still need to be completed 
and should accompany the HNA. 

v Communications will need to be issued to the teams to raise awareness – LCCG are 
happy to support with this. 

v Letters are also given out at point of discharge stating: 
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You have been assessed as needing a package of care either at home or within a care setting. 

As you know, we are currently in an emergency period because of Coronavirus (COVID-19). To 

help the NHS and social care deal with Coronavirus, the way that we usually decide how your 

care is paid for has temporarily changed. Because of this, the NHS will pay for your full 

package of care from (DATE) until the end of the current coronavirus emergency period.  

Once this emergency period comes to an end, we will do a full review to decide whether you 

are eligible to receive funding for your package of care. This could mean that in the future you 

might need to pay for some or all of your care. However, if this happens you would still not 

need to pay for any care you received during the emergency period.  

At the moment we don’t know exactly when the emergency period will end, but we will write 

to you when it does, and you and your family will be involved in the review of your funding. We 

will use a national Continuing Healthcare pathway to do this review – you can find out more by 

visiting www.gov.uk and searching for ‘National Framework for NHS Continuing Healthcare 

and NHS-funded Nursing Care’. 

 
4. Terms of Reference – It is suggested that the TOR for both the RADAR and divisional DToC 

meeting should be revised.  TOR should reflect (and include) partners individual processes, 
timescales involved, SAFER, accountability, KPI’s and escalation. 

5. Senior Management Escalation – It is recommended that a Senior Management Team 
Escalation MDT is implemented.  This should involve all partners to address constraints and 
issues but with a clear focus on solutions and future planning.  In addition, a further terms of 
reference for this meeting is suggested again to outline expectations for the group and 
accountability.  The Escalation MDT for LUHFT has proved extremely successful and has 
allowed a forum to raise and discuss issues but also had resulted in solutions, system 
collaboration and creating more effective ways of working. 

6. Intermediate Care – The mental health practitioner that currently supports the Liverpool 
Intermediate Care Units should be available to act as a point of contact for the Mental Health 
MDT if they require guidance for any IC referrals that are identified.  In addition, if there are 
referrals that may be refused by the units, the Mental Health Practitioner should be involved 
in these discussions / triage to review not only suitability but to provide assurance to the 
receiving IC Hub that they are in fact appropriate.  Currently the Practitioner is not involved in 
any discussions pre-referral, or at point of referral, only when a patient arrives and there 
seems to be some reluctance from Intermediate Care to accept patients due to inaccurate 
perceived complexity of care needs which needs to be addressed. 

7. Acute alignment – A medium to longer term solution would be to ensure Mental Health 
alignment, wherever possible and feasible, with the Acutes going forward.  We need to 
ensure that processes and access are equitable.  LCCG (UEC) are happy to take the lead on 
this to ensure future system alignment and support.   

8. Full Capacity / Winter Planning – In addition to the above, LCCG (UEC) will ensure that there is 
Mental Health inclusion with the System Full Capacity / Winter Planning to ensure ongoing 
system alignment and plans. 
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12. Surge Management Report – June 2020 

 

 

 

 

North Mersey COVID-19 Surge Management Report  

Friday 29th May, 2020 

 

Introduction 

At the start of the COVID-19 period LCCG set up daily SitRep Calls with all Chief Operating Officers 7 
days a week. The calls, led by LCCG, ensure real time, daily responses to resolve, or escalate 
regionally, identified issues.  The calls have reduced due to de-but can be increased dependent on 
system demand.  Partners included within these calls are: 

o LCCG 
o LUHFT 
o Alder Hey Hospital 
o Liverpool Heart & Chest 
o Walton Centre 
o NWAS 
o Mersey Care – Community and Mental Health 
o Liverpool LA 
o Liverpool Women’s Hospital 
o PC24 
o Clatterbridge 
o Liverpool Primary Care 
o Sefton CCG and Sefton LA 

 

All system partners continue to respond to the COVID-19 situation and expected demand.  Clear plans 
are in place across the system and established relationships and integrated working very much 
reflected in all conversations, responses and mutual aid actions.  LCCG UEC & System Resilience Team 
continue to liaise with all partners to monitor and support the COVID-19 position.  

Surge Management calls were set up with each of the above providers to understand organisation 
positions in relation to preparedness for a potential second surge and time periods to be considered 
to establish the levels of capacity, patient flow and infection control that was established for the first 
COVID-19 outbreak. 
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Summary and Themes 

 

There are no specific identified preparedness issues in the event of a second surge.  All Trusts and 
organisations are confident that responses would be timely as newly implemented principles, re-
configuration of estates and staffing had remained in place. 

It was also felt that a lot of the changes implemented by the COVID-19 situation had improved some 
accessibility and flow and requests were made for some of these changes, where feasible to do so, 
should stay in place. 

The main risks and issues identified across the system were as expected and these are summarised as 
follows: 

 

• Staffing / Workforce (sickness, fatigue, mental health, training) 
• PPE in general but higher usage expected for electives and push delivery stock levels do not 

currently support this. 
• Managing ‘business as usual demand’ with COVID-19 demand 
• Infection control  
• Diagnostics – cleaning equipment in between procedures and scans had not initially been a 

consideration but can affect efficiencies 
• Supply Limitations – renal replacements has never been an issue before but is a particular 

priority for Liverpool Heart & Chest due to factory closures in Italy. 
• Recognise that surge plans are interdependent on other Trusts and organisations able to offer 

the same mutual aid support and local agreements need to be maintained. 
• Testing can be a limiting factor. 

 

All Trusts and organisations felt that they were fully aware of the triggers points that would indicate a 
second wave and had confidence in the data flows, dashboards and well connected conversations 
already in place to support tracking any potential rising tide. 

There were no additional requests of support from LCCG at this time but it was acknowledged that 
the SitRep calls were recognised as fundamental to the system co-ordination and management and 
the dissemination of information during these calls was deemed integral. 

LCCG were also asked to continue facilitating mutual aid and other conversations where multiple 
partners may be involved. 

  

 

 

 




