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CEO St Peter’s Hospice
Statement of Quality
We produce this Quality Account for our patients, their families
and loved ones, our health and care partners, and the general
public.
Through this second year of the COVID-19 pandemic, we
sustained our community services (in-person and virtual), kept
the inpatient unit open with 10 beds (at 94% occupancy),
reinforced an exceptionally busy 24/7 Advice Line, provided
virtual day services and sustained our whole-person holistic
services (emotional and bereavement support, spiritual
support, occupational therapy, physiotherapy, social workers,
etc). Over the year, we successfully took on the NHS palliative
care home support teams and integrated them into our
Hospice at Home team, to provide a single consistent service
across our area.
A major focus has been to ensure that our people are well and able to deliver our
services. We provide a good deal of direct support for individual staff. This year we
introduced team ‘recuperation’, through which teams reflect, recover, and re-energise
together. We have now added ‘recuperation’ as part of our long-term planning and
operations.
Our services are free to all. At this point, 20% of our total expenditure is covered by a
contract with the NHS Clinical Commissioning Group (CCG). Thus, for every £1 the NHS
invests into our services, we raise another £4 to deliver our services. We remain highly
dependent on our retail income, fundraising and charitable donations. We are deeply
thankful to the people of Bristol and surrounding areas for their support and generosity
through such extraordinary times.
To the best of my knowledge, the information in this Quality Account is a fair representation
of the quality of health care services provided by St Peter’s Hospice.
Our focus is, and always will be, on our patients, their families, carers and communities.
I would like to record my sincere thanks to our dedicated staff, volunteers, and trustees, who
have worked so hard to sustain our high-quality care through such an unprecedented year.

Frank Noble
Chief Executive
St Peter’s Hospice, Bristol

3

Introduction
The writing of the Quality Account allows us to reflect on the last 12 months. Whilst the Covid
19 pandemic has continued to have a significant impact on service delivery, it is rewarding to
see the many areas in which services have developed and improved during another
extraordinary year.
As always, the work of the clinical teams is underpinned by all the efforts of the wider hospice
teams, with significant thanks going to the housekeeping team who have worked with the
substantial extra workload that a pandemic brings, and our volunteer workforce who have
adapted, supported, and innovated with us throughout the year.
The Hospice workforce like all health and social care has been affected by sickness, isolation
regulations, and the difficulty in recruiting into vacancies. Patients and families continue to
experience the challenges of a health and social care system under severe pressure. At the
point of referral to our services, patients and families are often needing more support, as
they may have had reduced access to services. Waiting times for care packages have
increased, leaving informal carers holding an increased responsibility for their loved one’s
care. The hospice has not been immune from these pressures, and we have tried to be
flexible and responsive to ensure we have prioritised those in most need.
Despite the challenges facing patients, families and staff, this report demonstrates
progression, supporting more patients in the community, achieving higher occupancy in the
Inpatient Unit, maintaining the quality of our care, and further developing our collaborative
working within the system. It also supports our intentions to develop our data capture to
better understand who accesses our services, to ensure we are a service accessible to
everyone who needs us.
We remain hugely proud of our staff; their commitment to each patients’ experience at end of
life has remained their priority.
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St Peter’s Hospice (SPH) is Bristol’s only adult hospice. We have been looking after people in
our area (greater Bristol, South Gloucestershire, part of North Somerset and the Chew Valley
area of Bath and Northeast Somerset) for 44 years. Our commitment is to contribute to
improving the quality of life of patients with life limiting illnesses while extending care and
support to their families and loved ones. Our main building is at Brentry, but our Community
Nurse Specialist team have bases in Brentry, Staple Hill and Long Ashton making it easier for
us to provide accessible care and support across this large geographical area.

Our ambition
is to support people to live well until the end of life

Our purpose
is to give adults in our communities the support, comfort and dignity they need at
the end of their life.

Our Values and Behaviours are
Excellence - to strive to be the best we can, listen, learn and innovate
Compassion - to show understanding and care in everything that we do
Respect - to value everyone and embrace the value of our differences
Passion - to be proud of our work and the impact we have
Collaboration - to work as one team - built on shared goals and effective
relationships

Our Strategic intentions are to
Be the best we can be,
Be sustainable and resilient,
Build collaborative services that reach all communities
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Services Provided by St Peter’s Hospice
We deliver the following services exceeding the service level specifications agreed with the
NHS. This year the NHS contributed 20% of our overall funding.

Access Service:
All patients referred to the hospice are triaged by a registered nurse to ensure that SPH is
right for their needs and the patient is directed to the right service. A 24-hour advice line
offers specialist palliative care advice to healthcare professionals, patients, and carers
(including patients not known to us).

Inpatient Unit (IPU):
The IPU has 15 beds but 5 are currently temporarily closed in response to the pandemic with
plans to re-open fully in 22/23. The IPU provides 24/7 care for complex palliative care
patients through to discharge or death in a holistic way utilising support services and
volunteers to achieve high quality patient centred care.

Day Services:
Due to the pandemic, we currently offer virtual services delivered via zoom: a patient
wellbeing course and a separate carer wellbeing course (both 1hr a week for 8 weeks).
A drop-in session once a week for those not known to the hospice wanting to understand
more about services. Weekly interactive sessions including gentle exercise session, weekly
quiz, weekly relaxation session and watercolour class. Complementary Therapy treatments
are provided to inpatients only at present including gentle touch hand massage,
aromatherapy, gentle massage, reflexology, Reiki.

Physiotherapy/Occupational Therapy:
Work with patients and their families setting goals, enabling patients maintain
independence, enhancing a sense of well-being and control and a good quality of life for
as long as possible. Provides a Fatigue and Breathlessness service, tailor made for
individuals and currently delivered virtually.

Hospice at Home (HAH):

Delivers hands on care to patients in the last 4 weeks of life in their own homes by a team of
registered nurses and senior health care assistants.

Community Nurse Specialist Service (CNS):

Provides advice, support, and symptom control. This is provided 7 days a week to respond
to patients who are identified to need urgent assessment.

Medical Team:

Consultant led team for the inpatient unit, and a medical service to our community patients,
including domiciliary consultations and 24/7 advice line support.

Patient & Family Support (PFS) Service:

Provides social, psychological, and spiritual support for patients, families and carers.
Bereavement support is also provided.
7 days working – in addition to the inpatient unit, the Access team (referral triage
and the 24 hr advice line, CNS team and Hospice at Home Team all offer 7 day
working.
All services are monitored monthly through the collecting and reviewing of data.
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Service Delivery Statistics 2021-22
•

CNS
IPU

•
•

The CNS team have supported 2,026 patients this year which is a
10% increase compared to last year with a total number of support
sessions of 25,584.
The CNS team provided 1,432 first appointments (including the
response service) which is 7% more than last year.

•

226 patients were admitted to the 10 beds available this year which is 4% higher
than last year which included the reduction from 15 to 10 beds in the calculation.
The IPU occupancy rate was 94% this year, an increase of 5% from last year, against
a national hospice average of 73% for a 10 bedded unit.

•
•

Hospice
at Home
•

Patient
& Family
Support

Emotional Psychological Support (EPS) service had 679 new referrals
which was 55 lower than last year. They provided 1,415 support sessions
which was 32% lower than the previous year.
Our spiritual care service provided had 63 new referrals, the same number
as last year and provided 314 sessions which was 24% lower.
Our Social Work team had 600 new referrals which was a 20% increased
compared to last year. The team also provided 1,799 consultations which
is 50% more than last year.

•
•

•

Medical
Team

•

•

Day
Services
&
Therapy

Access
Team

•
•

592 patients joined the Hospice at Home caseload this year.
7,365 Hospice at Home visits were provided. This is
significantly more than last year, in the most part due to the
new model of care.

•
•
•

The medical team provided 237 community visits this year
and 190 virtual consultations
The medical team recorded 2157 individual episodes of
advice giving which included external advice line and
internally sought advice.

There were 304 fatigue and breathlessness service referrals,
a 92% increase from last year. 284 of these sessions were
provided, a 79% increase from 20/21.
Occupational Therapy services received 320 new referrals; an
8% increase compared to last year. 877 consultations were
provided, 24% less than last year.
The Physiotherapy Team had 318 new referrals: 16% lower
than last year. The team provided 838 sessions a reduction of
27% compared to last year.
Day services had 960 remote session attendances at remote
sessions which benefitted 83 patients.

The access team took 3798 external advice line calls which is a
6% increase from last year
The access team received 2848 unique patient referrals and 439
client referrals.
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Service Development
In January 2022, we appointed a new Head of Patient and Family Support who joined us from
Avon and Wiltshire Mental Health Partnership. Her initial focus will be to facilitate a
programme of continuing professional development across the clinical staff and clinical
volunteer groups, build relationships to
strengthen our partnerships in locality
and develop our strategy for working
with children and young people. She is
also our Clinical Safeguarding Lead.
We have continued to strengthen our
partnerships with several healthcare
teams.
Collaborative
working
has
progressed
with
colleagues
from
Children’s Hospice Southwest (CHSW)
to improve transition for young people
between our services, running joint
online information sessions for both
young people and their parents/care givers.
A project to support working with homeless people completed in August 2021, following a
Hospice UK grant. It provided 6 virtual palliative and end of life care workshops to staff from
the local tier 1 homeless hostels and virtual workshops to each of the following organisations:
St Mungo’s Outreach team, Bristol’s Street Intervention multi agency team (Police, Drugs
Project, Support workers), Bristol City Council’s Homeless Prevention team and Bristol’s
Homeless Health team. Palliative Care online resources were also designed for Hostel staff.
Referrals for people with a non-malignant condition have increased to 31.3% of our total
referrals, this is the highest number achieved to date. This increase reflects our increased
partnership working with external healthcare professionals which has deepened our
understanding of each other’s services.
The Hospice at Home (HAH) service changed significantly on April 6th, 2021, following a joint
project with Sirona and the CCG to amalgamate four smaller end of life care services into
one. Most patients on the caseload receive 1-2 daily visits every day from healthcare
assistants (HCAs) working in pairs. This is a change from the previous model, which was a
whole shift-based model.
Our Head of Locality Engagement co-chairs Healthier Together’ s new Heart Failure Palliative
and End of Life Care Task & Finish group. The group’s aim is to provide clear palliative and
end of life care guidance for heart failure patients within BNSSG.
Our two Clinical Directors contribute to several local and regional Board meetings
representing hospice services including the CCG End of life Programme Board, which our
Medical Director chairs.
Our Head of Locality Engagement also chairs the CCG’s End of Life Care Engagement and
Insights new working group, a sub-group to the EoLC Board
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What we have achieved
Priorities for Improvement set for 2021-22
Priority 1- Effective
As part of our close working with the Bristol North Somerset and South Gloucestershire
(BNSSG) pressure injury working group we want to ensure that all clinical staff within the
hospice undertake pressure injury awareness training. To achieve this, we will develop an
e-learning programme and ensure this is made available and completed by all relevant
staff. We will also undertake an audit of practice and report results following this.
The pandemic and staff vacancies has continued to have a significant impact on how we have
been able to deliver and develop services in 2021/22. Teams have continued to respond to
the effects of the pandemic, adapting to cover high sickness and isolation rates, added to by
challenges in recruitment. This has decelerated elements of the rolling out of our pressure
injury awareness training to all clinical staff.
We will deliver our Pressure Injuries training package and monitoring of compliance in
Quarter 1 22/23. It’s extremely positive however, that we have taken steps during this year
to begin to develop the pressure injury training we have in place at St Peter’s. A small project
group was formed where members of our IPU, Hospice at Home, Community Nurse Specialist
and our Practice Improvement Lead came together to source an E-Learning Pressure Injuries
training package. The training offered by E-Learning for Health was agreed as the most
appropriate resource by the group. A small pilot project was developed to ensure that we
could collate the compliance data from an external system. This will be rolled out to all clinical
teams in Q1 22/23 and reporting from this point onwards.
At the end of this year, we remodelled our clinical quality improvement team who alongside
our education team will facilitate the continued development of our pressure injuries
awareness training.
Our education team have ensured that pressure injury awareness training is incorporated into
our Health Care Assistant (HCA) 2-day training programme, which all new starters to the
organisation attend.
Face to face training has continued to be limited due to the pandemic this year.
Our
Pressure Injuries Link Nurses have played a crucial part in ensuring our clinical teams have
access to specialist knowledge and awareness teaching at point of care.
Our Hospice at Home Registered Nurses support their Health Care Assistants with skin
observation and reporting processes. Our Inpatient Unit have delivered training on pressure
injury reporting, provided resources on recognising, and managing moisture associated skin
damage and pressure injuries in darker skin tone. As well as awareness of the differences
between pressure injuries and moisture associated skin damage.
We have also updated the SSKIN Bundle to include the ASSKING skin assessment criteria
which is completed for all IPU patients to reflect the updated NHS Improvement criteria.
All pressure injuries are reported through our clinical incident reporting process. As part of
this we review the care of patients who have developed pressure injuries to establish if there
are any lapses in care or points of learning. These are continuously fed back to our teams and
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our link nurse team are responsive to any learning needs in the clinical areas. This year we
have improved 24 pressure injuries during admission compared to 14 last year.
Priority 2 - Well Led
Following the exceptional pandemic year, we wish to ensure that a formal approach to
recuperation-decompression is undertaken. A framework will be developed and
implemented during the first six months of 2021-22. This will include time for reflection,
learning, recognising, and celebrating achievements and recuperation via social team
activities.
The pandemic continued to dominate 2021/22 where all our teams continued to work through
prolonged period of intense activity and stress. St Peter’s were committed to ensuring teams
had a period of recuperation/decompression.
Recuperation is a process by which teams’ recharge, restore and recuperate together, to
enable people to re-adjust from a prolonged period of intense operational activity and or
stress, helping people to move forward through to the challenges and opportunities ahead. It
allows teams to achieve a sense of closure on what they have experienced and limit the
potential for individuals to experience adverse psychological effects from a prolonged period
of sustained operational stress.
Our CEO and Executive team have prioritised staff recuperation and wellbeing, developed a
framework and allocated resources to realise the plan. During the summer of 2021 activities
were planned by managers and teams with the aim of facilitating recuperation. These
included team reflection on experiences and incidents, celebration of achievements, social
and recreational activities - both in and outside the workplace. Staff welcomed this
opportunity and have been inventive in the style of events planned which ranged from picnics
to athletic activities. The recuperation framework is being further developed to take the
teams beyond the pandemic.
To continue to ensure we deliver an excellent patient experience we recognise the importance
of listening to our patients and families who use our services. We understand the importance
of actively seeking feedback, learning from feedback, and involving patients in changes and
improvements to services. The pandemic has caused a stall in the development of our patient
experience strategy due to sickness and vacancies in the clinical quality improvement team
(CQI team).

Priority 3- Responsive
We want to enhance our patient experience intelligence and oversight. We will be
producing a patient experience strategy that will bring together our oversight of patient
experience to be responsive and develop patient centred care and services.
The pandemic has impacted our ability to seek appropriate feedback. Pre pandemic we used
our patient facing volunteers to gain feedback from patients. Our volunteers have only been
able to return to these roles in the very end part of the year, but we look forward to them
retuning to this valuable role. The lack of face-to-face day services and other restrictions due
to the pandemic have also impacted how we have been able to develop other methods of
feedback such as user involvement groups & comment cards/’you said we did’. The intense
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pace of work and the enhanced stress amongst patients and families have meant that staff
have made individual assessments on whether it is appropriate to ask for feedback forms.
This has adversely affected the volume of feedback.
We have continued to monitor our patient care experience this year, via I Want Great Care,
complaints, concerns, and compliments. We have seen a reduction in the number of I Want
Great Care responses, but we have continued to use the information provided to guide and
improve services, with responses fed back to the individual clinical managers.
Feedback from I Want Great Care

The reduction in responses has further highlighted the priority in progressing our patient
experience strategy to develop further means of gaining patient feedback. This strategy will
encompass improvements in both the route of feedback as well as our processing and
learning from it.
Compliments, Complaints, and Concerns have continued to be monitored, and a central part
of our oversight and learning processes. This year has seen comparable number of complaints
and concerns to last year. We have used these to help review and improve the quality of our
services, such as enhanced communication skills training for our clinical teams. We have
continued to review our compliments of positive experiences to highlight good and
outstanding care within our services.
This year has seen a restructure of our Clinical Quality Improvement (CQI) Team after
members of the team retired and progressed to new roles outside of the organisation. The
CQI Team has oversight and intelligence to initiate and implement improvement efforts
across the clinical teams. The team works in partnership with the whole clinical organisation
in a knowledgeable, facilitative, and supportive way. A primary role within this team is to
monitor feedback received and develop our patient experience strategy. The restructure will
ensure that we will enter 22/23 with an enhanced ability to prioritise our patient experience
strategy. Although recruitment has been extremely challenging in the aftermath of the
pandemic, April welcomed the arrival of our new Clinical Quality Improvement Team Manager
and Clinical Safety Lead, responsible for ensuring the delivery of the patient experience
strategy.
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Other achievements in 2021-22
Community Nurse Specialist (CNS) Team
During 2021/2022 the number of patients supported by the CNS team increased by
10%. The number of patients visited face to face increased from last year but has not
returned to pre pandemic levels, with face-to-face visiting based on professional judgement
of need. Minimising the number of visits planned has enabled us to remain responsive to
urgent need. We have used what we have learnt about those possibilities of remote
assessment and support to enable this. We have recruited to above pre-pandemic staffing
levels and offered permanent contracts to cover maternity leave. The Response CNS Team
are playing a central role in the IPU Nurse Led Bed project while continuing to be available 7
days a week to support both referrals that are triaged as needing contact within 24 hrs and
periods of high workload/ urgent response in the geographical CNS teams.
Across the CNS and Hospice at Home teams there are 6 independent prescribers and a
further three will be qualified over the next few months. This has improved the speed at
which patients can access their medication. It has also enhanced the CNS job satisfaction and
saved both CNS and GP time.

Access Team (Advice Line and triage of new referrals)
There has been a 6% increase in advice line calls compared to last
year following the phenomenal increase in calls last year by 74%.
Due to ongoing challenges across the system calls have continued
to be increasingly complex.
The number of patients referred to the hospice has increased by
15%. Referrals are triaged by the Access Team except for direct
referrals to IPU, Hospice at Home and FAB. This increased activity
in the Access Team has seen a heavy reliance on bank staff. To
address this, we plan to increase the number of Band 6 nurses by 1.6 FTE in the next
year. Processes are in place to support telephone referrals and we will be using a stepped
approach to encourage more telephone referrals starting with the referrals from hospital
teams.

Hospice at Home
Following the project to transfer the Sirona End of Life Care teams to
Hospice at Home, the new service has been running for a year. The
number of patients supported by Hospice at Home increased from 509
last year to 592 this year. This increase does not demonstrate the full
activity, as these patients receive a regular package of care which would
not have been possible with the previous model. We have been pleased
by how successful we have been at recruiting healthcare assistants to
expand the team and are planning further expansion in the coming
year. We are also looking to recruit more registered nurses to predominately work night
shifts in individual patient’s homes when they have more complex care needs and need
regular s/c medication. When capacity allows, we have continued to support the community
nursing teams by covering some of their visits, including to set and up or renew syringe
pumps for patients who are known to the hospice.
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Inpatient Unit
The Inpatient unit (IPU) has remained at a reduced bed capacity of 10, from its usual 15. IPU
has seen an increased level of occupancy to 94% from 89% last year. The pandemic has
continued to affect some aspects of how we delivery our service, but we are proud to say not
in terms of its quality and safety. We have ensured robust Infection Control measures are in
place to enable us to continue to facilitate visitors to patients at end of life. During this time,
we have continued to support our patients and families to enjoy important celebrations such
as weddings, birthdays, and key gatherings. There has been no reported infection outbreaks
this year within patients on the inpatient unit, which is credit to the staff’s continued vigilance
and practice.
This year we have seen several of our experienced nurses progress into nursing management
roles within the unit. In July we welcomed our new IPU Manager who has a wealth of
inpatient and palliative care knowledge. In August, two of our Band 5 nurses were
successfully recruited into sister positions. We have successfully implemented a Practice
Development role. This person works alongside staff in the clinical setting to assess and
educate at the point of care, support new nurses to the unit and develop a robust continual
professional development programme & competency schedule.
At the end of 21/22, a test and learn project working party was developed between the
Senior Clinical Team, IPU, Community Nurse Specialists and Medical Team to reopen the 5
closed inpatient beds using a Nurse Led Bed model (NLB). This continues to be in
development, and we are working with HR to review our recruitment processes to ensure we
can recruit high quality staff to full establishment to continue to open beds and develop the
NLB model further. We continued to work alongside our volunteer services throughout the
pandemic in non-patient facing roles. However, in March of this year, we had the pleasure of
welcoming back our volunteers into patient facing roles within the IPU. These roles have such
a positive impact on our patient care, and we are delighted that their return heralds a key
step to a return to normal practice.
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Patient Family Support Services
Emotional Psychological Support (EPS)
The EPS service delivers compassionate, high
quality, safe psychological interventions to
patients and their loved ones, including
bereavement support.
The pandemic has challenged many people
and those who are unwell, or grieving have
presented with higher levels of complexity
than the service has seen before requiring
allocation to a qualified EPS therapist. We are
developing the service and have successfully
recruited 2.2 WTE additional Psychological
Therapists. This allows us to meet the needs of patients and families who are experiencing
more complex psychological needs in a timelier way. Our psychological therapists have
returned to face to face working with patients receiving care at our in-patient unit but also
with patients, carers and other significant people in their homes and other community
settings. Alongside face-to-face sessions the team continue to provide virtual sessions, which
has supported accessibility. The team have developed their work with children and young
people and made links with schools and are delivering psychological interventions to children
in their educational setting.
As complexity of psychological needs has increased, we value the significant work undertaken
by our volunteer workforce who over the past year have continued to offer telephone support
sessions for bereaved clients. Our volunteers increase the capacity of the psychological
therapists to focus their time on more complex interventions. The volunteer service has
recently been reviewed and bespoke training has been delivered to support best practice. We
have also developed a programme of psycho-educational training sessions that will be
delivered to the volunteers and our clinical staff.
Locality working is a key priority for the service over the coming year and in the past months
we have begun to established links with partner organisations working in End-of-Life Care
and will be developing these relationships to support collaboration in the year ahead.

Multi-faith Team
The team is led by the Multi-faith Team Lead who coordinates
volunteers who assist in delivering spiritual care, faith support or both.
Despite being a small team, we have managed to increase our reach by
visiting more people in the community, in their homes and in other care
settings. In addition to face-to-face support, we continue to offer and
provide spiritual care and faith support via telephone calls and our
Virtual Sanctuary on Zoom gives patients an opportunity to connect
socially, followed by a guided meditation or relaxation. The team has
improved their network of relationships with other multi-faith leads and are working more
closely with the EPS Team and wider Multi-Disciplinary Teams to meet the holistic needs of
patients.
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The Social Work Team
The Social Work Team, work alongside patients and families who
need social care support. The team works closely with families,
community nursing teams and the wider hospice services to give
the best care and support possible to enable people to live as
independently as possible. Throughout the year the team have
worked with patients and their families on the in-patient unit, in
patient homes and other community settings.
This is an exciting time for the team, and we are developing our
service and are recruiting an additional Social Work Assistant and
Senior Social Worker to lead on our carer’s strategy. The team work flexibly to support
patient needs and often work jointly with the wider multi-disciplinary clinical teams to support
a person-centred holistic care.
Our Social Workers are experts in safeguarding and support discussion, decision making and
learning across the organisation to ensure those who we work with are safe from abuse and
harm.

The Medical Team
This year, the medical team has maintained a strong focus on work that
supports patients in our community. The number of home visits by
hospice doctors has increased by 34% compared to last year. We work
alongside our Hospice Clinical Nurses Specialists (CNS) and Hospice at
Home teams to support people at home, in close partnership with GPs and
District nurses. Activity of our 24/7 medical advice line (which supports
people at home) remains high, at similar levels to last year.
After a reduction of hours at the beginning of the pandemic we have now
increased them back up slightly, and created a new Hospice Doctor role,
which has been filled by a local GP who will work with us 2 afternoons a week and take part
in our junior medical on call rota. This will allow us to continue a strong clinical focus in the
community, as well as help free up time to contribute to new areas of work looking at
exploring and addressing potential inequalities in access to palliative care for people with
conditions other than cancer.
In the pandemic, the hospice had to close 5 inpatient beds due to resource constraints. The
hospice is planning to reopen these beds as recruitment allows. Initially, the 5 beds will be
nurse-led, and 10 beds will be led by the Consultant Medics for those patients with complex
medical needs. After a period of ‘test and learn’, we will make a judgement on the optimum
mix of beds to meet our patients’ needs.

Volunteer Resources
Volunteers have responded positively again this year and supported our clinical teams to
meet the demands placed on them by the pandemic. Our Volunteers have produced well over
10,000 PCR kits for staff and volunteers alike and our FFP3 fit testers have ensured patients
and staff are protected. This year St Peter’s became one of the PPE hubs for the Southwest
and volunteers carried out regular audit of our own stock and sorted and dispatched
deliveries to neighbouring hospices.
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In the community Hospice Neighbour volunteers have continued to provide practical support
for patients by shopping, gardening and other small tasks. They’ve responded to the
significant social isolation experienced by many patients and exacerbated in the pandemic by
making regular phone contact and more often face to face visits. Community drivers have
worked across Bristol and beyond, taking patients to hospice or hospital appointments, and
supporting the IPU and CNS teams with deliveries.
We have welcomed back In-Patient Unit volunteers who support patients delivering meals and
refreshments or stopping for a chat with visitors and families. Forty of these are new
volunteers having lost over two thirds of the previous cohort during the pandemic. We’ve also
welcomed back Complementary Therapy volunteers, delivering gentle touch and reflexology
sessions on the ward. In response to patient feedback a small team of volunteers have
reviewed the clinical section of the website ensuring greater clarity and accessibility.
This year volunteers have again risen to the challenge and supported our clinical teams and
patients. As we continue to open, we are looking forward to exploring the new ways
volunteers can help both at Brentry and in the community.

Safeguarding
Due to the broad diverse nature of the hospice (clinical,
retail,
fundraising,
volunteering,
support),
the
Safeguarding Committee has oversight of safeguarding
across the whole organisation. The Clinical Directorate
feeds into this, but also have a clinical safeguarding
meeting, to look at safeguarding concerns and reports
made, and to recognise trends and learning needs
within the staff group.
The pandemic and overall reduction in face-to-face visits had led to fewer safeguarding
concerns being raised, but as some restrictions have lifted, and face to face assessments
have increased, we have seen an increase in concerns raised, which we regard as a positive
trend, highlighting the benefits of visual assessment and wider engagement with the family
unit but also due to embedding of our internal EMIS safeguarding template.
As seen in the table below reporting of safeguarding concerns increased this year by 71% to
60, in comparison to 35 concerns raised the previous year (20/21). Of these concerns, 25
cases were considered safeguarding cases and were referred by SPH to the Local Authority
for consideration in comparison to 17 the previous year (20/21). We know that most of these
referrals did not result in a s42 safeguarding investigation by the Local Authority and in many
cases providing additional support resolved the safeguarding concerns. To support decision
making of when to refer to the Local Authority, we are developing a safeguarding flowchart
that will support safeguarding decision making.
Safeguarding

Q1

Q2

Q3

Q4

21/22

20/21

%
Change

Concerns Raised

12

9

26

13

60

35

+71

Safeguarding cases

8

8

8

1

25

17

+47

Safeguarding CCG/CQC submissions

5

5

3

0

13

9

+44
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In line with our Safeguarding Policy, we are reviewing the safeguarding training needs across
clinical, non-clinical and volunteer staff groups. This will ensure a consistent standard of
safeguarding knowledge across the organisation, supporting staff to respond appropriately
within the responsibilities of their role to safeguarding concerns and management of risks.
We continue to attend the South -West Adults Safeguarding Leads Network meeting. We have
also established a quarterly safeguarding leads meeting with two local hospices. We use both
forums to learn and share best practice in relation to safeguarding.

Equality, Diversity, and Inclusion (ED&I)
We are working pro-actively to provide a personal and inclusive
service/care, which has fair & equitable access. Part of this is to
enable staff to be their full self at work, valuing and respecting them
as an individual. We have launched staff ED&I Let’s Talk events.
Topics so far have included gender transitioning, working carers,
racial history and change in Bristol. The Hospice’s ED&I policy has
been re-written with specific ED&I commitments and actions that
seek to make ED&I an intrinsic part of who we are and how we
provide care.
We have continued to strengthen our partnerships with several healthcare teams during the
pandemic. Virtual attendance at community Multidisciplinary meeting for multiple nonmalignant conditions continues, this strengthens partnership working whilst seeking to
improve patient outcomes. Collaborative working has progressed with colleagues from
Children’s Hospice Southwest (CHSW) to improve transition for young people between our
services. We have run joint online information sessions for both young people and their
parents/care givers who are between 18-21yrs under the care of CHSW.
The Head of Locality Engagement initiated several meetings with the healthcare teams from
the 4 local prisons within our catchment area. We are currently working in an advisory
capacity to improve palliative and end of life care for offenders.
The Head of Locality Engagement has worked with Dementia leads from both acute trust
hospitals and Bristol Dementia Wellbeing Service writing and piloting a palliative care prompt
card for health care professionals caring for those with dementia.
A Hospice UK grant for a project to support working with homeless people completed in
August 2021. The project achieved: designed and provided 6 virtual palliative and end of life
care workshops to staff from the local tier 1 homeless hostels, separate virtual workshops to
each of the following organisations: St Mungo’s Outreach team, Bristol’s Street Intervention
multi agency team (Police, Drugs Project, Support workers), Bristol City Council’s Homeless
Prevention team and Bristol’s Homeless Health team. Palliative Care online resources were
also designed for Hostel staff. The dedicated time allowed for a weekly presence at the
Homeless Health’s MDM where client’s whose advanced health is of concern could be
discussed, there were just over 80 such discussions during the project. Whilst numbers are
small there has been a gentle increase in referrals to SPH for those experiencing
homelessness and use of our advice line.

Information Technology (IT)
Emerging from the peak of the pandemic, IT have been able to build on previous work to
provide staff with equipment and software best suited to their role. Two years ago, less than
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40% of the devices used within St Peter’s were laptops, that is now close to 60% meaning
more staff can work flexibly and collaborate more easily with colleagues. We have seen the
usage of Microsoft Teams continue to increase, enabling easier and quicker communication
across all teams in the Hospice. A programme of internal training has been very successful in
identifying where applications such as this can improve day-to-day processes. As in previous
years we have been working on several projects, not least of all a complete modernisation of
our connectivity infrastructure. Due to be completed later in 2022 this project will significantly
improve the resilience of connections that provide access to key systems, such as our
electronic patient record. It will also deliver higher speeds for access to online services.
Access for those working remotely is also due to be greatly improved, enabling recording of
activity closer to the point of care. As always, security remains a key focus, with several
proactive security measures being implemented over the last year and with more to come.
We have expanded our data team, providing additional capacity for production and analysis of
reports. The team are also looking to engage with the wider system, enabling us to leverage
more data and gain additional insight.

Our Quality Assurance
Clinical Information Governance Data Quality

Quality
Assurance

It is important that we manage the clinical data we have carefully. This is called clinical
information governance. We have a legal duty do so, and patients and the public rightly
expect us to take our duties very seriously. This means making sure we protect clinical data
including patient notes appropriately, but also share data appropriately when needed,
following our policies and procedures. Examples of where we might need to share data
include requests from solicitors or from the police, or in relation to safeguarding matters. All
requests are assessed by the Medical Director, who holds the role of Caldicott Guardian, the
person responsible for managing clinical data. We have also been looking at the quality of the
patient data we hold through a programme of clinical audit which highlights where we might
need to make improvements. We have set up a quarterly data quality review meeting where
senior clinical staff meet to review and discuss the quality of our clinical data.

Clinical Quality Improvement Team (CQI)
This year has seen a change to the structure of our Clinical Quality Improvement Team after
members of the team either retired or progressed to new roles outside of the organisation.
This led to vacancies in the Infection Prevention and Control Lead role, Practice Education and
Practice Improvement roles. Recruitment remains challenging in the current climate, but April
will welcome the arrival of our new Clinical Quality Improvement Team Manager and Clinical
Safety Lead
The remodelling of the CQI team will ensure we have a flexible, clinically active team to
deliver and support teams to deliver the Quality Improvement agenda and ultimately increase
the quality and safety of clinical services at SPH. Our aim will be to ensure we improve staff
knowledge and skill in patient safety, quality, and practice improvement.
The team’s programme of work this year has continued to be supporting the organisation
with Infection, Prevention and Control processes through the continued pandemic. It has
been a credit to the team with the limited resources that they have proactively continued to
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use the wealth of quality and safety data collated from various sources including audit and
clinical incident forms to review and continually improve practice in our clinical areas.

Clinical Incidents and Infection, Prevention and Control
Falls
Falls by NPSA Harm Level

Q1

Q2

Q3

Q4

21/22

20/21

% Change

Level 1

16

21

12

9

58

69

-16

Level 2

0

0

0

0

0

1

-100

Level 3

0

0

0

0

0

0

-

Level 4

0

0

0

0

0

1

-100

Totals

16

21

12

9

58

71

-18

We had 18% less falls compared to last year. When viewed per 1000 bed days this shows a
23% actual reduction. 16% less people fell accounting for the total number of falls. All falls
this year were scored as level 1 for NPSA consequence grading compared to last year where
we saw one patient experiencing level 2 and one patient a level 4 harm following a fall. We
completed one internal Root Cause Analysis following a fall and the learning from this led to
improvements in falls documentation surrounding decision making in falls prevention
planning. We have not had any cases that have reached the threshold for reporting to the
CQC/CCG this year compared to one last year. We have reviewed our bed sensors following a
single fall when the bed sensor did not alarm in a lower weight patient, the sensors have all
been checked and working correctly. An ongoing audit of bed sensors is in progress.

Pressure injuries
New Pressure Injuries
during Admission

Q1

Q2

Q3

Q4

21/22

20/21

%
Change

Grade 1 & 2

23

12

28

17

80

61

+31

DTI

3

8

9

9

29

30

-3

Grade 3 & 4

1

3

1

10

15

7

+114

Ungradable

0

0

0

0

0

3

-100

27

23

38

36

124

101

+23

4

5

1

1

11

14

-21

Pressure Injuries ON
Admission - acquired
prior to admission

Q1

Q2

Q3

Q4

21/22

20/21

%
Change

Grade 1 & 2

25

6

32

17

80

37

+116

DTI

1

0

4

6

11

10

+10

Grade 3 & 4

0

0

5

4

9

1

+800

Ungradable

0

1

3

0

4

1

+300

26

7

44

27

104

49

+112

4

12

3

1

20

5

+300

Totals
MASD (not in total)

Totals
MASD (not in total)

This year we saw a 52% increase in total pressure injuries. When viewed per 1000 bed days
this increase widened to a 124% increase. 16% more people had pressure injuries (95 versus
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82 last year). The largest increase in pressure injuries (112%) was seen in the number of
pressure injuries present on admission to the IPU. New pressure injuries that developed with
us also increased by 23%. The number of people who had multiple pressure injuries also
increased by 30%. 8 people had pressure injuries attributed to medical devices compared to
5 last year.
We were pleased to say that our care healed or improved 24 pressure injuries this year which
is a 71% increase on the same last year.
The pattern of pressure injuries was similar to last year. For new pressure injuries we saw a
slight increase in grade 2 and 3 (12% increase). We had no grade 4 or ungradable pressure
injuries this year compared to 3 last year.
The overall picture suggests that the increased pressure from covid on community services
has potentially influenced the increased number of patients being admitted with pressure
injuries. The increased number of patients admitted to the IPU and higher occupancy level
this year, are likely to have impacted the increased number of PI this year. The largest area
of increase was seen in patients coming from the community with existing PIs. All grade 3
pressure injury formal submissions were made and no lapses in care were found. This year
we have improved 24 pressure injuries during admission compared to 14 last year.
We have added the AASKING (Assess Risk, Surface, Skin Inspection, Keep your patients
moving, Incontinence/increased moisture, Nutrition/Hydration, Giving information) expanded
skin assessment to our pressure injury tool kit and will be assessing its impact in the coming
year.

Medication errors
Medication Errors by
NPSA harm Level

Q1

Q2

Q3

Q4

21/22

20/21

%
Change

Level 1

21

10

16

14

61

74

-18

Level 2

0

2

0

0

2

5

-60

Level 3

0

0

0

0

0

0

-

Level 4

0

0

0

0

0

0

-

Totals

21

12

16

14

63

79

-20

This year we have seen 25% less medication errors compared to last year. This reduction was
seen in the IPU (21% reduction) and in the community (50% reduction). The medical staff
saw the largest reduction in errors (64%) and nurses a 7% reduction. We had 2 more
pharmacy errors than we did last year. Our FP10 audit has increased by 10% and is now 98%
compliant.
The reduction and sustained performance are more significant when viewed in the context of
the challenges of the pandemic, increased workload and patient numbers this year. Most
errors (97%) were scored as level 1 on the NPSA consequence grading scale, 3% were level 2
compared to 6% in the previous year. No errors were at level 3 or above.
Working with our medicines management group, education, CDAO and CQI team there is a
continued focus on medication errors, auditing and improving practice.
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Infection Prevention and Control
The management and response to the pandemic has continued to be the main priority of the
Infection Prevention and Control Team this year. We have continued to work with the Senior
Pandemic Team and Senior Managers to implement current guidance and reviews ways of
working. There have been no reported Covid outbreaks this year within patients on IPU,
which is credit to the organisational management of COVID 19 during the pandemic & staffs
continued vigilance.

Visiting
We have continued to ensure that we have been able to facilitate visiting for patients nearing
the end of life due to robust IPC precautions within our IPU. These have included regular
testing of our clinical teams, entry to the individual patient rooms via the patio doors. Our
clinical corridors within the IPU have remained closed, enhanced levels of PPE have been in
place, pre visiting screening questions and a risk assessed approach to visitor numbers at the
end of life.

Lateral Flow Device (LFD) Testing
We have continued to follow the relevant guidance in relation to clinical staff testing for
Hospice staff and all staff currently continue to Lateral Flow Test twice weekly. All clinical staff
who test positive for Covid-19 continue to follow the isolation guidance and isolate from work
for the required period. For a large proportion of the year, we were extremely fortunate to be
supported by our volunteer services to support and maintain the swabbing programme.
Which included the preparation of the testing kits and individual staff allocation.

Audits
Our safety surveillance audits have improved this year and we continue to improve this area
of practice to increase robustness. Hand hygiene audit for IPU and the community has
remained at 100%. We are going to improve the process of the community hand hygiene
audit tool in the coming year. We have instigated a donning and doffing audit and further
developed our uniform audit. We have recruited a new infection prevention and control lead
towards the end of this year, whose role is to help to move our IP&C agenda forward at the
hospice post pandemic and improve our reporting capabilities. The environmental audit was
completed, and any points (all minor) were actioned.

Covid-19 Vaccination Programme
Our clinical staff have all been offered both the first, second and booster vaccines. Our
current numbers are as follows:
Total Clinical Employees

225

%

1st Dose

222

99

2nd Dose

219

97

Booster

201

89
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Flu Vaccination programme
The last two years have seen the biggest NHS influenza vaccination
programme ever with an ambition of 85% vaccination compliance for
frontline health and social care workers. The Practice Improvement
Lead led the in-house flu vaccination campaign. Five staff from IPU,
Hospice at Home, Education, CNS and CQI teams updated their
knowledge and competence to enable them to become vaccinators. All
eligible staff were offered a vaccine and the programme was successful in ensuring
vaccination (either in-house or elsewhere) of 178 out of 208 patient facing staff. This
achieved 86% compliance.

Infection, Prevention & Control (IP&C) Training
Training provided has included:
❖ Infection Prevention and Control orientation provided for all clinical staff and volunteers
commencing and returning to work at the hospice.
❖ Annual e-learning
❖ IP&C competency assessment which includes hand hygiene observation and
assessment
❖ Continued FFP3 mask fit testing for all new clinical starters which has been successfully
supported by trained volunteers.

Practice Improvement
During 2021/22 we have used our wealth of quality and safety data collated from various
sources including audit and clinical incident forms to review and continually improve practice
in our clinical services. Here we discuss some of the key learning and development points
from this year.

Pressure Injuries

We have updated the skin assessment criteria to include the ASSKING assessment to reflect
the NHS Improvement updated toolkit. We remain an active member of the BNSSG Pressure
Injury group which is attended on a rotating pattern between our education lead, and Link
Nurses. Our clinical quality improvement manager/Safety lead attends the BNSSG Pressure
Injury Board. This external activity and learning) initiatives and updates is fed back to the
clinical teams via our governance communication routes.

Falls

A Root Cause Analysis was carried out by our Practice Improvement Lead and IPU Unit
Manager in relation to the management of patients who have multiple falls. Following this we
implemented several changes to our falls management practice and documentation. The
number of falls is now indicated on the at-a-glance board in the patient’s room which alerts
staff to the issue as well as enhanced patient and family education related to falls and
pressure injuries on admission. A falls email group has been created including Senior IPU
Leadership Team and the CQI team so at a senior level there is a greater awareness of
individual falls and repeated falls for more ‘in time’ review and analysis.

Safe staffing
The Inpatient team have instigated a staffing decision log, held by the senior nursing team.
This is used as a record and a supportive information hub relating to staffing levels, actions
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taken to improve staffing levels and auditable data regarding decision making on enhanced
1.1 nursing & outcomes. Using the RCN workforce standards to assess our practice across all
services we will be performing a formal review and assessment against the 14 standards in
the coming year.

Medicines Management

The Inpatient Team have updated and introduced a new medication patch checking process
and paperwork, audited with 100% compliance for the safe use of medication patches.
There has been a development and implementation of a new template on EMIS, our electronic
patient record system for all SPH clinicians in the use of steroids. The template helps
clinicians implement our internal steroid guideline.

IP&C

The Infection Prevention and Control team’s additional focus this year has continued to be the
management of Covid-19. However, they have continued to enhance practice by building a
close joint working relationship with the housekeeping team to deliver the full
recommendations in the National Standards of Health Care Cleanliness 2021. Hand hygiene,
PPE and uniform audits have been launched via the link nurses into the community. PPE
audits have also been revised in IPU. We have made positive steps forward in ensuring all
IP&C audits are now captured electronically to aid ease of reporting and increase the
robustness of the data. Due to changes within the Clinical Quality Improvement Team, there
has been a gap in our clinical audit committee meetings. With the recruitment of a new
Practice Improvement Lead, this will become a priority of their role to relaunch and
redevelop.
The CQI team has been remodelled to create a flexible, clinically active team to deliver and
support teams to deliver the QI agenda and ultimately increase the quality and safety of
clinical services at SPH. Our aim will be to ensure we improve staff knowledge and skill in
patient safety and practice improvement.

Duty of Candour

We always aim to be open and transparent in our care and have an open culture of reporting
incidents and being honest if we make errors in relation to care, however small. Staff
understand that incident reporting and near miss reporting allow for practice improvement
and service development and are always encouraged to report any concerns.
Any ‘Serious Incidents’ or ‘Near Misses’ are investigated
thoroughly and discussed with the patient and family. When
there has been any error in our care, we will always
acknowledge this and apologise for it, explaining what our
reporting mechanisms are, and letting them know how we plan
to learn from the incident. We report any serious incident to the Clinical Commissioning
Group (CCG) Quality Team and Care Quality Commission (CQC) via a statutory notification.
We liaise with the BNSSG Quality Team if we have any queries or need advice regardless of
the actual level or potential for ‘harm’. All complaints are managed in line with the Duty of
Candour, and where possible (and in more usual times) we aim to meet the complainant in
person to ensure we give them the opportunity to fully express their concerns and receive an
apology in person.
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Freedom to speak up

St Peter’s Hospice encourages staff to raise any concerns about risk,
malpractice or wrong doing that may harm the services we deliver.
The whistleblowing policy has been updated to a Freedom to Speak Up
(Raising Concerns) Policy. It sets out the steps that need to be taken
to raise a concern, including if the person does not feel able to raise
the issue with their line manager. It clearly states that any staff who
do raise concerns will not suffer detriment. Human Resources provides
impartial advice and support as do Freedom to Speak up Guardians.
We had one concern raised this year and we used external support to
investigate it, to be as transparent as possible. Historically a staff survey was completed
every other year where staff may give anonymous feedback. This has now been changed to a
more responsive employee engagement platform called Workbuzz, that can be used more
frequently. The results of this are reviewed by the Executive team, and then shared with
managers and staff and an action list drawn up to review any concerns raised.

Education

The Education Department continued with its adapted provision during 2021/22 and
maintained an offering of a broad range of courses delivered by our end of life (EOL)
educators, supported by other clinicians.
The team have worked in partnership with local universities, running higher education
modules for UWE and supporting medical student education for Bristol University. Also, by
meeting end of life care education needs of health & care organisations across the region.
Much of this was delivered through zoom and Microsoft teams including:
❖ Workshops for support workers.
❖ Courses for registered professionals, such as a 3-day symptom management in end-oflife care programme, and workshops on grief, advance care planning and dementia.
❖ Some face-to-face education, such as syringe pump and infection control training
continued with covid-secure measures.
A new internal development programme for HCA’s has been developed with additional
workshops for both support staff and registered professionals.
The request for student nurse and trainee nurse associate placements (TNA) has increased
significantly over the past year with more employers using the nurse apprenticeship route to
aid staff development. The Inpatient Unit and Hospice at Home teams have enthusiastically
supported these students and feedback from the students themselves has been very positive.
Requests continue from other professionals including Physio’s, Occupational Therapists,
Paramedics and Medics to spend time with our clinical teams to gain an insight into the work
they deliver and build professional working relationships.
There were some internal team changes this year, with one member retiring. We took this
opportunity to replace this role in a different way with a new Learning & Development
Business Partner. Since joining, they have focused on improving our Learning Management
System and its reporting functions, designing a new corporate induction, and assessing the
training needs within our wider Hospice Team including retail and support functions.
Our new corporate induction format is a three-day course for clinical teams and includes key
statutory and mandatory training. The HR and Education teams were brought together under
one Manager in 2021 and this has strengthened the joined-up approach to working. Regular
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planning meetings are held with the teams so that new starters join the Hospice by attending
the corporate induction before starting with their teams.
We have continued to strengthen our already thorough Statutory and Mandatory Training
programme for all employees, initiating training needs analysis of each course, assessing
content and delegate allocation which will continue in the upcoming year.

GDPR Compliance
SPH continues to focus on maintaining a good level of compliance in respect of
GDPR and we have achieved a lot in the last 12 months:
❖ Continued to raise awareness of GDPR and privacy throughout the
organisation via a targeted IG Awareness week.
❖ Undertaken activities to assist with completion of the NHS Data Security
and Protection Toolkit such as access control reviews, system role-based access
reviews and a review of all data flow maps.
❖ Annual review of all IG risk assessments.
❖ Regular review of all IG incidents and any actions or improvements to processes
required.
❖ Annual review of all our IG policies.
❖ Continued to build on internal audit plan and carried out more IG Compliance Spot
Check Audits.
❖ Submitted the 2021/22 Data Security and Protection (DSP) Toolkit
❖ No reportable data incidents to the Information Commissioner’s Office (ICO).
❖ Enhanced IG training sessions for key persons took place to assist with diversifying
knowledge to key persons outside of the Information Management Group.

Service User Experience
(Carer & Family Satisfaction)
iWantGreatCare (iWGC)
St Peter’s Hospice uses a range of approaches to measure patient satisfaction. The main
measure is via “iWantGreatCare” (iWGC). There are 8 other regional hospices using this
service who meet regularly to discuss results and best practice. Our reviews are available
online at www.iwantgreatcare.org and we continue to be reviewed positively. We use the
same questionnaires for all services to maintain a standardised approach that is comparable
to the work of other teams. In non-pandemic times, we approach patients and other service
users in several ways to gain their feedback: for example, volunteers support patients on the
IPU who may be too ill to write independently, questionnaires are sent by post, or given out
in group settings and they are always available around our premises. The pandemic has
continued to have had a significant impact on how we deliver some of our services and our
ability to seek appropriate feedback, e.g., we have had no volunteer support for patients of
the IPU. We have not had patients attending face to face Day Services groups or the Fatigue
and Breathlessness Group, but we have managed to build on our courses being delivered
virtually. The pace that staff have had to work at, and the stress patients and families have
been facing has meant it has not always felt a priority or sensitive to give families feedback
forms. The total number of reviews received this year is 265. 8 reviews were posted directly
online, and 265 results were postal survey responses uploaded but only 200 published on to
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the IWGC website as 65 that had opted out of it being made public. This is an 18% increase
on last year (225) but still significantly lower than the pre-pandemic response rate.
iWGC report monthly to St Peter’s Hospice on each service area and give an overview and
star rating out of 5 of all services - this averaged at 4.8 across the year. Although we receive
the reports on these areas, the raw data from iWGC collates the information by 3 distinct
categories, IPU = Inpatient unit, Community = includes Hospice at Home and the
Community Nurse Specialist Team & Outpatients = includes Day Services, Complementary
Therapy, FAB, PFS - Bereavement, Social Work, Psychotherapy and Spiritual Care.
88% of responses reported our services ‘very good’, 6% were ‘good’ and less than 1.8 were
blank, with 8 responses ‘very poor’ or ‘poor’ which is 3%. However, on further investigation
of the 8, 4 responses we can confidently say were an error in scoring (i.e., scored 1, believing
it was the highest score, as all other scores were rated as 5 and their commentary was
hugely positive).
Responses are monitored regularly, and service leads alerted if there are any comments that
could cause concern or demonstrate where we could generally improve on current standards,
with action plans if indicated.

Compliments, Comments, Concerns and Complaints
Complaints and concerns are reported in line with our policy which follows NHS guidance.
Issues are identified as either a complaint or concern: concerns are identified as issues that
can be fully resolved at the time of being raised between a staff member and the person
raising the concern.
All complaints are fully investigated and whenever there is a wider learning (including from
concerns) action plans are developed identifying where there is a need for a change in
practice, with owners and dates for completion. When appropriate, ongoing practice changes
will be reviewed via the audit process.

Compliments
We have received over 255 compliments in the forms of cards and letters, covering all areas
of St Peter’s Hospice. (NB. This number excludes all the positive feedback we receive from
iWGC reviews and any that are received in our fundraising department). The pressures of the
pandemic have stalled our plans to develop our user engagement work, but we aim to reengage with these plans in 2022-23.
A small sample is below:
‘Your dedicated carers and nurses helped my darling husband until his last breath. He loved you all for
your care and compassion. Thank you from the bottom of my heart.’
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‘From the moment I arrived with mum everyone was helpful, supportive, friendly and informative
making sure both myself and mum were aware what was happening and shared great kindness.’
Social Media
We also receive frequent reviews via social media, including Facebook, Instagram, Twitter
and our Website. Any concerns raised via social media are directly reported to the
appropriate senior manager for review and action to be taken as necessary.

Complaints and Concerns:
We have had a slight increase (n=3) in the number of complaints and concerns this year to
the two preceding years. More complaints have been in written form, mainly via email or the
website. The complaints and concerns received were related to a variety of teams and a wide
scope of issues. Not surprisingly the IPU received proportionally more concerns than
complaints, as the team are often able to address issues raised in real time.
Year

Complaints

Concerns

Written

Verbal

2021-22

10

1

11

2020-21

6

4

9

2019-20

5

4

10

Concerns

Number

Inpatient Unit

4

Medical Team/ Inpatient Unit

2

Emotional Psychological Support Team

1

Hospice at Home

1

Access team

1

Complaints
Hospice at Home

4

Hospice at Home and Community Nurse Specialist Team

2

Community Nurse Specialist Team

2

Emotional Psychological Support Team

1

Therapy/ Social Work Team

1

The reasons behind complaints and concerns have been varied, but 3 were related to poor
communication when there was a period of administration vacancies and unanticipated team
absences. 2 complaints were related to lack of access to an IPU bed, on both occasions the
unit was full, and Hospice at Home was offered.
Specific learning from the complaints and concerns has included:
❖ Ensuring that our Health Care Assistants understand the need to fully document
consent.
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❖ Ensure families are fully informed about process within the wider healthcare
environment we work within.
❖ IPU staff being aware to get family permission if there is a clinical need to transfer a
deceased patient to a funeral director nearer to the hospice site.
If agreeable with the complainant, our aim is to normally meet in person to discuss concerns
and complaints to fully understand them. However, the pandemic has significantly impacted
on this approach. On all but one occasion we have managed to meet a level of satisfaction
with the individual who has raised the complaint or concern. One complaint we responded to
led to the complainant writing a second letter, to enable us to have better understanding we
then wrote to them asking if they would agree to be contacted by phone to discuss further
but have had no further response.

Subject Access Requests
The Caldicott Guardian assess all requests for access to patient information. These are called
‘subject access requests’, with the patient being the ‘data subject’. This is language that has
come from information governance rules and regulations. We have dealt with 22 requests this
year.
Requests might come from a range of sources including but not limited to:
A patient or carer of the patient
An insurance company on behalf of the patient or their representative
A solicitor on behalf of a patient or their representative
National clinical reviews such as the LeDeR programme, which reviews care of patients
with learning disabilities, which have the authority of the Home Secretary
❖ The police.
❖
❖
❖
❖

All our requests in the year 21/22 were dealt with well within the designated time frame of
1 calendar month, with satisfactory outcomes.

Monitoring
Internal
Trustees as providers of organisational governance
The St Peter’s Hospice Trustees are appointed to ensure good governance of the Hospice.
There is a comprehensive system of Boards, committees, audits, one-to-one meetings with
executives and unannounced visits. Clinical trustees provide mentor support to clinical
executives. An external Governance Review was commissioned in Autumn 2020. Although
there were no major weaknesses, a comprehensive set of governance recommendations are
being adopted to drive further improvement.
Trustees attend events and conduct unannounced visits to assure themselves that the legal,
statutory, and objectives of the hospice are being met. These visits were difficult to achieve
during the pandemic. However, the Trustees have been pro-active in staff engagement via
telephone calls to individual staff members. Several new Trustees and co-opted Board
members were recruited in early 2021 to replace retiring Trustees and broaden the lived
experience on the Board.
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External
Care Quality Commission (CQC)
St Peter’s Hospice is CQC registered to deliver the following
regulated activities: Treatment of disease, disorder or injury
and personal care under the Health and Social Care Act 2012.
We were last formally inspected by the Care Quality Commission (CQC) in March 2016 and
the final report was published in June 2016. We work closely with our CQC engagement team
and liaise regularly. Due to the pandemic, we have not had a face-to-face inspection visit but
rather a transitional review meeting. We met virtually with the team to ensure oversight and
assurance of the quality and safety of our services. We are now looking forward to working
with the CQC team as they launch their new strategy and change the way they regulate care
quality.
The inspection focuses on 5 key questions of the service:

❖

Are they safe?

❖

Are they effective?

❖

Are they caring?

❖

Are they responsive to people’s needs?

❖

Are they well led?

We are very pleased to say that we received ‘Good’ in all 5 domains and the report was very
complimentary about the care we deliver.
Please read the full report at http://www.cqc.org.uk/ and then enter St Peter’s Hospice in the
search box.

Commissioners
This year has been an exception, but we normally meet quarterly with our commissioners to
discuss service delivery and compliance with the contract. There has however been regular
contact via email with Exec members and MS Teams meetings with Director of Patient Care in
relation to the Hospice at Home project etc. We also report any serious incidents to the CCG
Quality Team, completing root cause analyses (RCAs) as necessary.
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Aims & Priorities 2022-23
OUR PRIORITIES FOR IMPROVEMENT 2022/23
Our therapy, Day service, social work and multi-faith
teams will scope existing provision of services to
Priority 1

develop new ways of working together with
Locality
Engagement communities and health and social care partners,
providing a range of interventions to meet the needs of
local people in their localities.
We aim to deliver a robust patient experience strategy
for our clinical services. The strategy will aim to pull

Priority 2

Patient
Experience

together existing feedback routes, set our ambition for
new ones and to also improve our ability to report,
enhance learning and provide thematic analysis to
improve services moving forward.
Although the strategy and planning of the Nurse Led
Bed service at St Peters Hospice started in 21/22 the
beds are due to open in a stepped way to get to 5 by

Priority 3

Nurse
Led Beds

the end of 2022. We will be able to report on the
progress and learning as well as the performance and
quality data underpinning the practice in next year’s
quality account.
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The Board of Trustees’ commitment to quality
The Board of Trustees is committed to ensuring we deliver high quality holistic care to our
patients and their families in the community and the inpatient unit. Our trustees are actively
involved in monitoring the clinical governance, standards and quality of care, feedback from
patients including complaints and compliments, and future strategic plans. They do this
through leadership of the Board and governance committees, carrying out unannounced
visits, monitoring audits, mentoring executive team members, and attending events.
We care and support the majority of our patients and their families in the community. We
provide a holistic approach to care from the moment of referral. Those referrals come to us
from a variety of sources including GPs and hospitals. We provide a range of whole-person
holistic services through our Community Nurse Specialists, Hospice at Home, Day Services,
24/7 Advice Line and Patient Family Support teams. Throughout the COVID-19 pandemic, we
have prioritised our community teams and sustained the resources for community care.
The Inpatient Unit provides the most up-to-date facilities for patients and their loved
ones. Our inpatients receive the privacy, dignity and care they need and deserve. Our
clinical teams are able to manage some of the most complex patients. The building design
and the commitment of our clinical teams have enabled us to maintain family visiting to
patients, while keeping our patients and visitors safe. No patient has contracted COVID-19
through contact with St Peter’s Hospice.
St Peter’s Hospice has delivered the highest possible standards of whole-person holistic care
to patients, families, and their loved ones, whilst keeping them, staff and volunteers safe.

Summary
We hope this report demonstrates how resilient and resourceful, committed and caring our
staff have been throughout 2021-22. As an organisation that promotes continuous
improvement, we will be taking time to reflect and learn from the past year, harnessing what
has gone well and moving forward with enthusiasm to the challenges ahead in 2022-23.

Helen Ireland

Clare Barton

Head of Quality and IPU

Deputy Director of Patient Care
Head of Governance

Chris Benson
Director of Patient Care
June 2022
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