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Sheila Popert
Medical Director

Producing the Quality Account is 
an opportunity for us to consider 
all that we have achieved in 
the past year and to consider 
how that has impacted upon 
the lives of the patients and 
families in our care. It is also an 
opportunity to outline our key 
priorities for the future, with the 
aim of continuously improving 
the services that we offer.

Nothing could have prepared us 
for the momentous challenges 
brought about by the Covid-19 
Pandemic. Like all other 
healthcare providers, we had to 
respond quickly and adapt our 
services, enabling us to continue 
to provide expert palliative care 
for the populations we serve 
whilst keeping our staff and 
patients safe.

Information that we received 
from Italy was that hospitals 
were being quickly overwhelmed 
with Covid-19 and the knock 
on effect was that patients in 
the community were struggling 

to access care. We took the 
decision in March to temporarily 
close our inpatient unit and 
to redeploy staff into the 
community to support patients 
and families and provide back up 
for our community colleagues. 

Many innovations that 
necessity forced us to put in 
place to help during the crisis 
have proven so beneficial that 
they are now embedded in 
practice. Examples include the 
use of video consultations, a 
virtual breathlessness clinic, 
teaching informal carers to give 
subcutaneous (just below the 
surface of the skin) injections 
and enabling patients to self-
manage their pain by using 
virtual reality headsets in their 
own homes.

Our community nurse specialist 
team has established close 
links with individual primary 
care networks (PCNs) which 
is proving to be of mutual 
benefit and a Prospect Hospice 

consultant now attends each of 
the gold standard framework 
(GSF) meetings. We are 
also providing many more 
consultant outpatient sessions 
and home visits. The holistic 
pain management team is 
another innovation; patients 
who are taking the equivalent 
of 200mg of morphine or more 
are referred for discussion by the 
multi-disciplinary team (MDT) 
and a management plan put 
into action, centred on their 
individual needs.

Collaboration has been, and will 
continue to be, a key word; our 
specialist skills are being used 
to support other practitioners 
in the community, for example 
in the management of patients 
with motor neurone disease 
(MND).
Over the last year we have 
forged strong links with other 
community groups and we 
are excited about further 
collaboration as we launch 
‘Prospect Without Walls’ – 

“We are justifiably proud of the way staff and 
volunteers rose to the challenge of maintaining 
our goal of providing the best possible person-
centred care during these exceptional times”.

taking our specialist skills, care 
and support out into the heart 
of the communities we serve, 
this will improve equity in 
access, including for those who 
have traditionally been harder 
to reach. Hippocrates said: “It is 

more important to know what 
sort of person has the disease 
than to know what disease the 
person has”. That is at the heart 
of all that we do and it is why 
the first question patients are 
asked is: “What matters to you?”

Introduction
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Let’s not sugar-coat it. This year 
has been tough for the hospice.

When I look back at March 
last year, when children across 
Swindon and north east 
Wiltshire were taking part in 
the hospice’s inaugural Kids 
Starlight Walk, there was no way 
I could have predicted that just 
a few short weeks later, we’d be 
starting the financial year in a 
national lockdown. Even back in 
April, lockdown was only meant 
to last a short time and yet, as 
we pass the end of the financial 
year 2020/21, and are still 
awaiting the much anticipated 
‘freedom day’.

However, despite the many 
personal and professional 
challenges we faced I look back 
on the last year with pride. 
When uncertainty hit, staff 
at Prospect Hospice reacted 
immediately and many changed 
the way they worked almost 
overnight to ensure our patients 
still got the end of life care 
they needed and ensure vital 
funds continued to come in 

to help support this work. I’m 
incredibly proud of the way 
everyone worked together to 
make sure we’re still here to 
tell our story. We’ve been part 
of this community for 40 years 
and we’re not going to allow 
a global pandemic to stop us 
doing what we do best.

Change brings challenge 
and with the pandemic and 
subsequent lockdown in full 
swing, we took much of our care 
out into the community rather 
than relying on the building, 
many have come to know 
as ‘the hospice’. We already 
knew our patients appreciated 
our support in being able to 
stay in their homes for as long 
as possible and this year has 
shown just how valuable our 
community work is. We must 
therefore learn lessons from our 
experiences and this will help 
shape the way we work over 
the next few years and beyond. 
No longer will we rely just on 
‘the hospice’ building but, 
instead, take our care out on the 
road where it’s needed most; 

delivering a range of services in 
the community making it easier 
for local people to access the 
end of life care they deserve.

Despite the pandemic, we’ve 
achieved a lot in the last 
year. A new board assurance 
framework is in place and a new 
pay structure has been rolled 
out to staff to align ourselves 
with the NHS Agenda for 
Change pay scale. We have also 
strengthened our leadership 
team across clinical and non-
clinical services and invested 
in leadership development 
opportunities for this group. 

Our clinical team leaders and 
advanced nurse practitioner are 
now actively involved promoting 
end of life education to support 
internal development and 
externally via virtual sessions. 
Our clinical nurse specialists 
and consultants are also now 
working out in the community 
aligned to GP practices to 
develop the gold standard 
framework for end of life care. 
In addition, our medical director 

Chief Executive’s statement

“I’m incredibly proud of the way everyone 
worked together to make sure we’re still here 

to tell our story”.

has commenced work to support 
education with the ambulance 
service and paramedics.

What matters to me throughout 
all this is our patients and their 
families continue to appreciate 

that we will go the extra mile to 
ensure their wishes are carried 
out at the end of their life and 
that we’re also there to support 
their family. It is humbling 
that our patients continue to 
compliment us on the care 
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we’re providing – even if this 
does look very different to how 
we did things a year ago.

So as I look back on the last 
financial year I see a dedicated 
team that embraces challenge 
and adapts to new ways of 
working, always putting our 
patients at the centre of what 
we do. I see lessons learnt as 
we adapted our traditional 
ways of care and support. But, 
above all, I see opportunity. This 
community has always needed 
a hospice and the pandemic 
hasn’t changed that, in fact, 
if anything, it’s made it even 
more clear how much we need 
to support people through those 
last years and at the end of their 
life.

No one knows what the next 
financial year will bring but 
what I do know is that Prospect 
Hospice delivers the best end 
of life care to those who need it 
and, as we learn from the past, 
we’ll be able to offer the service 
to our community for those who 
need us in the future.

This community has always needed a hospice 
and the pandemic hasn’t changed that, in fact, if 
anything, it’s made it even more clear how much 

we need to support people through those last years 
and at the end of their life.
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This report provides an 
overview of Prospect Hospice’s 
performance across our key 
priority areas and illustrates 
our commitment to providing a 
quality palliative and end of life 
service for patients, people that 
matter to patients, as well as the 
wider local community.

It also outlines our planned 
measures for assuring and 
sustaining our performance for 
the future. This includes the 
recognition that there are areas 
which require improvement.

Quality accounts were first 
introduced to strengthen 
provider accountability for 
quality and to place quality 
reporting on an equal footing 
with financial reporting. They 
are intended to be both 
retrospective and forward-
looking. They look back on the 

previous year’s information 
on the quality of services, 
and identify both where a 
provider is doing well and where 
improvement is needed. Quality 
accounts also offer a forward 
look, outlining what a provider 
has identified as priorities for the 
next reporting period and how 
they will achieve and measure 
success. The duty to publish 
a Quality Account applies to 
all providers of NHS-funded 
healthcare services (whether 
these are delivered by the NHS, 
the independent or voluntary 
sector), including providers 
such as Prospect Hospice that 
receive only a proportion of 
their funding from the NHS. The 
criteria for the Quality Account 
includes delivery of services 
that are safe, effective, caring, 
responsive and well-led which 
are measured by the regulator, 
the Care Quality Commission.

Quality Account purpose

Our vision
Excellent, personalised and 

compassionate care for everyone 
affected by a life-limiting illness.

Our mission
We work with our communities to 

lead, provide and influence excellent 
care so that everyone affected by 
a life-limiting illness can access 

personalised care when and where 
they need it. 
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*Our strategy will be reviewed in 2021 with trustees and members of the public.

Our strategic 
aims (2017-

2022*)

We will strengthen our 
organisation, to ensure patients and 
those around them can continue to 

rely on us being there for them.

We will provide excellent services 
and support within the hospice and 
our community to meet the growing 

needs of all patients, their families 
and carers.

As the lead 
organisation in 

palliative and end-of-life 
care, we will extend our influence 
across the community to improve 

understanding and support for 
everyone affected by a life-

limiting illness.

We will value the skills and 
commitment of our employees and 

volunteers in everything we do.

In all that we do:
We are committed to working 
smarter by utilising emerging 

and existing technologies where 
appropriate, to help us achieve our 

goals and maximise impact.
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Prospect Hospice provides the following services:

Our services

We temporarily closed our IPU from March to May 2020 to be able to provide greater support to our patients in the community. A contributory factor was that the majority 
of patients and families wanted to be in the safety of their own home during the uncertainty and pandemic restrictions of the first lockdown. We re-opened earlier than 
anticipated to meet the needs of one patient who was struggling to manage at home.

An inpatient unit (IPU) Single point of contact (SPoC) 

Family support including social 
work support, carer support and 
welfare and benefits advice

Community clinical nurse 
specialist (CNS), including 
provision on non-medical 
prescribing. 
A named link CNS for each local 
primary care network

Prospect at home BereavementLymphoedema (palliative and 
non-palliative)

Medical director-led medical 
input, supported by a second 
consultant, across inpatient 
and community teams Hospice 
at home, known locally as 
Prospect@Home

Education and training 
placements for medical and 
nursing student. We also provide 
education in palliative and end-
of-life care for health and social 
care professionals.

Therapy including 
physiotherapy, occupational 
therapy, complementary 
therapy and virtual support, 
such as breathlessness and 
relaxation sessions
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Response to 
Covid-19
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Response to Covid-19
Like all healthcare providers, the pandemic has had a substantial and 
far-reaching impact on the hospice over the last year and beyond.  
Throughout, the wellbeing and safety of not only patients, but also staff, 
volunteers, visitors and local people has been of upmost importance. 
Ultimately, we need all of these people to be happy and well.

Wellbeing

We were acutely aware of the impact of recent events on individuals 
and the organisation, specifically staff engagement and the mental 
health and wellbeing of people who work and volunteer for the 
hospice. We worked hard to support staff and keep them engaged, 
encouraging new ways of communicating and connecting teams 
and the whole organisation including weekly updates from the chief 
executive and fortnightly virtual meetings with the executive team 
to which all staff are invited.   

We put in place a wide range of support including workshops, 
access to one-to-one support from a psychologist, counselling 
support, virtual wellbeing cafes, built a new staff website full of 
useful information as well as a range of wellbeing self-help resources 
and signposting. We have a ‘take five’ quiet room for staff on site 
who need a time out, access to a comprehensive employee assist 
programme and have provided additional training for leaders via an 
independent provider to facilitate reflection space and offer support. 
Twelve staff members representing every area of the organisation 
were trained to provide basic mental health support and signposting 
to their colleagues and a range of mental health, wellbeing and 
resilience courses have been provided for staff, including a session 
for managers to support them in managing and responding to 
mental ill health in their teams.

We have continued to embed our work on culture, values and 
behaviour and the staff forum provides a strong voice for staff 
throughout the organisation. A member of the leadership team 
has taken on lead responsibility for diversity and inclusion and 
developments in this area are being supported by a team of 
equality, diversity and inclusion (EDI) champions drawn from all 
areas of the organisation, with executive and trustee sponsorship 
too. 

In June 2020 we conducted a staff pulse survey specifically 
focused on engagement and wellbeing. We repeated this survey 
in January 2021 and extended it to include some survey questions 
on inclusion. This has provided us with some useful insights and we 
are proud that our staff engagement has remained high during this 
challenging period, with people reporting that they feel safe at work 
and supported by the hospice.

Our ‘take five’ room for staff to take a 
break or receive support.
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Safety

Intensive measures to reduce the spread of infection have paid off 
with relatively low numbers of staff (and no visitors) testing positive 
for Covid-19. Equally, no patient has tested positive as a result of an 
interaction with the hospice. 

On the main site, we were ahead of the guidance when it came 
to maintaining ventilation, with the chief executive and medical 
director, among others, closely following new evidence about 
viral transmission. As such, the hospice has kept windows open 
throughout the winter, measured each and every room to determine 
socially-distanced capacity, facilitated appropriate use of the highest 
grade PPE we can acquire for staff to care for patients with Covid-19 
and initiated fortnightly matron-led spot checks on PPE, spacing and 
ventilation, to accompany monthly hand hygiene audits. Alongside 
these measures, we have maintained a thorough organisation-wide 
testing programme, including patients, visitors and staff. 

Regular connection has been maintained with regional infection 
control groups to keep abreast of emerging local and national 
guidance, as well as the local pandemic rates and response. When 
staffing permitted, we were able to open additional beds to support 
local surge responses, freeing up acute beds for those most needing 
them and enabling more people reaching the end of their life to 
achieve their preferred place of death, if this were the hospice. 
For those preferring to die at home, the hospice has been able to 
continue to respond. Over the last year, we have also been able to 
safely increase provision of community non-medical prescriber and 
medical care, including increasing provision of consultant-led care at 
home.
 
We are pleased to be able to report that, despite the many 
challenges we faced, we were able to continue to deliver exceptional 
palliative and end of life care. Extreme measures were taken to 
ensure the hospice was a safe place for all who entered, that our 
staff who did not need to physically be at the hospice could work 

effectively from alternative locations, and that we were able to 
support our patients with the best possible end-of-life care, including 
enabling visitors by increasing new safety measures. 

We could not have achieved this without the flexibility of our staff 
and volunteers who continue to respond with speed, commitment 
and compassion to new ways of working. In last year’s Quality 
Account, we described how many IPU staff were redeployed 
to the community and the positive impact this has had on the 
organisation. Keen to build on this learning experience for both the 
benefit of staff and the organisation, new split posts have been 
created to enable increased numbers of interested clinicians to 
work across inpatient and community services. This approach is 
relished by the staff involved as it enables them to broaden their 
skillset and provide frontline insights which span individual services. 
It can also be hugely beneficial to patients and families. Sometimes, 
we are able to co-ordinate services so that patients see the same 
clinician both in the IPU and at home, improving continuity of care 
and enabling a more in- depth therapeutic relationship to develop 
between patients, families and staff. 
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Patient Story
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Arthur was referred to Prospect 
Hospice for expert care of 
a fungating neck wound, 
which was growing over his 
tracheostomy stoma, posing a 
risk to his ability to breathe. A 
tracheostomy stoma is a small 
hole in a person’s throat, made 
in order to help them breathe. 
If this were to become covered 

by the wound, Arthur would 
die very quickly. Arthur had 
a complex medical history in 
relation to his tracheostomy, 
including having previously 
had a laryngectomy (voice 
box removal), meaning he was 
unable to speak.

When staff from the hospice 
first came into contact with 
Arthur, he had no fixed abode. 
Arthur had complex social and 
psychological support needs, 
alongside his physical needs. 
There were episodes where 
Arthur would roam the local 
community without a dressing 

Patient story
Arthur’s story (name changed to respect confidentiality)

on his wound. On a number 
of occasions, members of 
the public would phone 999, 
concerned about Arthur’s 
wellbeing. There was one 
occasion where shop staff 
phoned 999 under the belief 
that Arthur had been attacked, 
such was the extent of his 
wound.

Being homeless posed clear 
risks to Arthur’s health. A 
private character, Arthur was 
often reluctant to seek help. 
As his needs increased, so did 
Arthur’s reticence. He could 
also have a temper at times, 
but the experienced staff at 
Prospect Hospice soon came to 
realise this was mostly related 
to frustration at his situation. He 
sometimes felt like services had 
given up on him.

Prospect Hospice did not give 
up on Arthur. Instead, staff 
went above and beyond to 
meet Arthur’s very specific 

needs. The team of social 
workers, nurses, doctors and 
therapists worked collaboratively 
to ensure Arthur had the 
care and support he needed, 
overcoming the challenges 
posed by his situation. Staff 
quickly found that the best way 
to communicate with Arthur 
was by text message and, when 

they hadn’t heard from him in 
a few days, became concerned. 
One of the social workers found 
out from community contacts 
that he was living behind a local 
department store and so went 
to visit. Arthur described being 
at his wits end with his situation. 
Conscious that this is no place 
for a dying man with complex 
physical and social needs to be, 
the social worker worked with 
local agencies to get Arthur the 
help he needed, leading a multi-
agency response which was built 
on what mattered to Arthur.

As an independent charitable 

“Prospect Hospice did not give up on Arthur.”

As an independent charitable service, 
Prospect Hospice has the flexibility to do 
things differently. Staff work creatively to 

build care around the needs of the person in 
front of them, working with the individual to 

formulate a plan that works for them.

Images are stock images 
and for illustrative 

purposes only.
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service, Prospect Hospice has 
the flexibility to do things 
differently. Staff work creatively 
to build care around the needs 
of the person in front of them, 
working with the individual to 
formulate a plan that works 
for them. In a health and 
social care landscape where 
patients are often expected to 
fit into pathways necessarily 
established by large care 
organisations, Prospect Hospice 
is well-placed to lead the 
response, particularly when it 
comes to people with multiple 
complex needs which fall 
outside of established pathways. 
Staff don’t need to ‘fit’ 
individuals’ care needs into set 
processes, because responding 
to the needs of individuals is 
central to the clinical philosophy 
of the organisation. This 
extends to the care of those 
who matter to patients too. In 
Arthur’s case, he was estranged 
from family members, which 
meant the hospice family 
support team could focus their 

energies on supporting Arthur, 
advocating for him in ways 
often done by family members 
of dying people. Staff at 
Prospect Hospice are passionate 
about ensuring that every dying 
person has the support they 
need to live life to the full, and 
were determined to ensure 
that Arthur could get the most 
from his remaining life, and 
ultimately die with dignity in a 
way that reflected his needs and 
preferences.

Arthur was supported by 
Prospect Hospice to find a flat to 
live in, up until the day he died. 
Throughout his journey with 
the hospice, different clinicians 
and social workers ensured he 
had everything he needed to be 
comfortable and well cared-for. 
He died with dignity, supported 
by people who cared and who, 
between them, had all the 
expertise needed to manage 
Arthur’s complex physical, social 
and spiritual needs. “Staff at Prospect Hospice are passionate about ensuring that every 

dying person has the support they need to live life to the full.”

Images are stock images and for 
illustrative purposes only.
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As a learning organisation, staff regularly reflect on the care 
provided to different individuals and families, both when things 
don’t go to plan and when they do. At the end of each week at 
the Friday morning clinical multi-disciplinary team (MDT) meeting, 
staff reflect on ‘weekly wins’ and ‘lessons learned’, in order to 
support and embed organisational learning from both areas for 
improvement and everyday examples of outstanding service 
delivery. Arthur’s care provided an opportunity to reflect on the 
hospice’s leadership across different agencies, lessons that can 
transcend scenarios and be built upon in future situations. 

Staff reflections

The MDT reflected that:

“We worked with different agencies: housing, social care, the police, supporting 
other teams to ‘think outside the box’. As a service, we have the flexibility to 
do things differently and were able to take the lead in that approach across 
different agencies.”

“There was no blueprint for navigating [Arthur’s] care needs. As a service we 
were determined not to give up on him.”

“At one point, we lost him, but by adapting our use of communication to text 
messaging managed to track him down. He was living in a cardboard box 
behind Marks & Spencer.”
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A member of the family support team, a social worker who 
played a lead role in the co-ordination of Arthur’s care, fed back:

“We all worked hard to get the best outcome for [Arthur] as he was coming to 
the end of his life. I believe we achieved this and he ended up living in his own 
flat with excellent CNS and Prospect@Home input till the day he died.

“This case highlighted the benefits of an MDT with a strong person-centred 
approach, keeping him at the centre of all decision making even when we 
believed that some of his decision-making placed him at risk.

“I was very proud of the work we did in this case and he taught us a lot as an 
MDT about how we effectively support people who come to us with lifestyles 
that are sometimes chaotic, challenging and very different from our own.”

The inpatient unit (IPU) team lead, who was re-deployed to the 
community at the time (due to Covid-19) commented that:

“The wound actually looked as though he had been the victim of a knife attack. 
I explained to [Arthur] that his appearance would be quite scary to non-medical 
people (actually it was quite scary to those medical people who had not seen it)! 
I invented/created a bandage that he could put on himself whenever he went out 
(just in case his normal dressing fell off).

“He could be quite difficult and had a temper. However, I did not find that he 
displayed any of this in my presence. He opened up to me a lot about his life – via 
notepad on my visits. I think he did this because he knew I wasn’t prying into his 
life for nosiness sake. I felt he trusted me – I didn’t bombard him with questions, I 
treated his wound and helped him when he was about to be made homeless.”
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The Prospect@Home team leader commented:

“Prospect@Home played a large role whilst he was living in the 
community, alongside Jane, our matron, other nurses and health care 
assistants who also supported [Arthur’s] increased needs. The team 
worked collaboratively with other services in the community, e.g. tissue 
viability nurses.

“Arthur had his own character which included a temper at times, but this 
was mostly frustration due to his communication issues. The Prospect@
Home team was flexible throughout these times to meet his individual 
needs which included adjusting times of visits and more.

“The team advocated for [Arthur] within the MDT [and across different 
agencies] to enable him to die at home, his preferred place of death.”

To staff delivering services, building a bespoke plan of care 
centred on the person in front of them is just ‘what we do’.
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Looking back 
at priorities for 
improvement
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Recognising the importance of embedding and continually building 
upon previous priority areas to ensure sustainability and strength of 
improvement.

Strengthening the leadership of the organisation

Last year, focus directed towards strengthening the executive team, 
following the revitalisation of the hospice’s senior management 
structure, including appointing a new CEO the year before. 

Over the past year the executive team has worked with senior 
staff across the organisation to establish a leadership team. This 
team has responsibility for aligning the strategic drivers of the 
organisation, reinforcing our ‘one hospice’ ethos with diverse 
perspectives to better influence organisation-wide strategy. Strong 
engagement in broad strategic goals from the leadership team, and 
the staff they represent, is recognised as essential to enabling both 
our strategic and operational goals to be achieved in the coming 
years.
 

Embedding and sustaining strengthened 
organisational culture

In last year’s quality account, we reported that approximately 150 
staff attended workshops to co-design the organisation’s value 
statement and give steer on the future of organisational culture. It 
is from these workshops that the ASPIRE values were born. As an 
organisation, it is recognised that launching a new set of values 
is just the beginning – the important thing is embedding and 

Prospect Hospice and quality – sustaining 
priority areas reported on in 2019/20

sustaining these, supporting their continual influence in the activity 
of the hospice. The ASPIRE values are reflected formally in processes 
such as staff appraisal, recruitment and induction, as well as 
informally during 1:1s, at team meetings, and in everyday practice.

aspire
HERE WE...

SPECIALIST
We continually review and 
develop our services

We are visible and proud

We are professional

We are experts educating, 
training sharing our 
knowledge and 
influencing others

PERSON CENTRED
We respect others’ priorities

We act with empathy, 
striving to listen to and 
understand others

We are respectful of 
patients’ dignity

We work collaboratively 
with patients, families 
and services

We work with compassion to 
care for patients holistically 

EXCELLENT
We embrace best practice 
and seek to improve our 
performance

We evidence the provision, 
impact and learning gained 
from patient interaction

We are open to new 
technology and innovation    

We actively review, 
audit and benchmark 
our practice against 
national standards 

RESILIENT
We are calm and patient

We embrace and 
support change

We promote a 
positive environment

We seek support when 
needed and provide 
support to others

We recognise our 
achievments, accept
praise and give feedback
 

INCLUSIVE
We are approachable and 
non-judgemental

We work together as 
a community

We respect each person as 
an individual

We are mindful of others

AUTHENTIC
We take responsibility for 
our actions and behaviour

We explain decisions 
where we can

We are open, honest, 
transparent and     
approachable

We give constructive 
feedback when 
appropriate

We have the courage to 
speak up and challenge 
for good

♥  A . S . P . I . R . E .  C R E A T E D  B Y  S T A F F  F O R U M  O N  B E H A L F  O F  A L L  S T A F F  A T  P R O S P E C T  H O S P I C E  
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Job evaluation and pay grade structure

In order to maintain pace with the organisation’s clinical 
development agenda, we have appointed three new clinical 
leadership posts. These include a second consultant, a trainee 
advanced nurse practitioner (ANP), who supports both the IPU 
and community teams, and a matron for quality improvement. It 
has been agreed that a clinician-led quality improvement post is 
essential for reinforcing and expanding both quality assurance and 
quality improvement at the hospice. The clinical leadership provided 
by the trainee ANP, also a non-medical prescriber, is of great value 
across the MDT. The appointment of a new second consultant 
has meant that the medical director is able to focus more time on 
strategic priorities.

As a charity we rely on local supporters for approximately three 
quarters of our annual income.  We cannot afford to keep pace 
with the NHS Agenda for Change pay structure, but recognise the 
importance of continually reviewing pay as Agenda for Change 

evolves. We know that a strong pay framework is critical to recruit 
and retain high-quality staff in order to deliver the best care for 
people at the most difficult time of their lives. Therefore, our job 
evaluation and pay grade structure was once again reviewed in 
2020/2021, with salaries now much more closely aligned to Agenda 
for Change pay scales. As part of the launch of the new salary 
structure, and in order to ensure transparency with staff, every 
individual was invited to a 1:1 with their line manager to establish 
exactly what the benefits of the salary increase would be and give 
them the opportunity to ask questions about the extent of their 
pay rise. Following such consultations, the new pay structure was 
implemented at the beginning of 2021/2022.

It is hoped that our new pay grades, with step increases linked to 
annual appraisals, will deliver an affordable salary structure that 
also enables the hospice to attract the best staff to ensure we can 
continue to deliver the highest quality services in the future.



21

Review – Key priority one: Wrap-around care

To ensure that patients get the right help, in the right 
place at the right time for them, clinical teams have 
introduced new structures to facilitate collaboration both 

internally and externally. This is in order to provide a wrap-around 
service, which prioritises admission to our specialist inpatient unit 
for those who want and need it, with those wishing to be cared for 
elsewhere having rapid access to services of comparable quality. 

A new daily multi-disciplinary team (MDT) has been introduced, 
with representation from different clinical teams. Each morning 
nurses, medics, therapists, social workers from our IPU, single point 
of contact (SPoC), Prospect@Home and family support meet to 
review the needs of any patients requiring a bed, alongside those 
already staying on the IPU. Colleagues from Great Western Hospital 
(GWH) are invited to join in order to represent patients they have 
referred to the IPU. Collaborative planning occurs, with the needs of 
each patient weighed up by a multi-professional team to optimise 
resources. At the same time, opportunities to enhance the care of 
those in the community are identified, and collaborative expertise is 
shared. 

At this MDT, discharge from the IPU can be planned, drawing on 
skills and insights from different teams. A quality, wrap-around 
service can be planned, building care around the needs of patients 
and families, to enable those we support to continue to receive 
exceptional care at home, or wherever it is that they wish to be. We 
also attend the GWH weekly discharge meeting, to identify patients 
who might benefit from our care and to facilitate a smooth transfer 
of care.

Review of priorities identified for 
improvement 2020/2021

1
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A rigorous new governance 
framework is now embedded, 
with a model that ensures 
assurance reporting from ‘ward 
to board’ and back again, is 
well established. Clinical leaders 
from across patient services 
contribute to regular clinical 
governance forums, chaired by 
the director of patient services. 
They are not only invited to give 
steer to the agenda, bringing 
items for collective review and 
sign off, but also action and 
insight from clinical governance 
filters across to teams, either 
via team meetings or other 
communication channels (such 
as the IPU safety briefing). 
There is a strong emphasis 
on closing the loop at clinical 
governance, where the cultural 
significance of ensuring staff 
at all levels feel engaged in 
changes that have gone through 
clinical governance processes 
is firmly understood. Alongside 
regular attendance by the 
medical director, matrons and 
clinical leads, interested guests 
– including team leads – are 
sometimes invited to participate.

We continue to respond 
to the CQC report received 
in September 2019, which 
rated the hospice as ‘requires 
improvement’. Despite the 
pandemic, comprehensive 
action plans created in response 
to this review have supported 
great progress within the 
organisation, particularly in 
relation to Regulations 12 and 
17. We continue to work closely 
with the CQC to ensure we are 
doing everything possible to 
move our services towards a 
rating which better reflects the 
care we provide. A well-led CQC 
inspection occurred in November 
2020 which acknowledged the 
great progress made across 
patient services and gave 
suggestion for future areas of 
focus. Five recommendations 
were given, all of which have 
now been implemented. 
Whilst the feedback from this 
inspection was encouraging, our 
overall rating has not yet been 
reviewed due to the pandemic 
prohibiting a full inspection. We 
are hoping that this will occur in 
the early part of 2021/2022.  

Despite the pandemic, we have 
made great improvements 
in our quality and assurance 
processes. We have joined forces 
with local, regional and national 
groups focussed on sustaining 
and driving improvement in 
the quality of hospice care. 
Internally, our clinical audit 
schedule has undergone a 
comprehensive review, with 
many audit tools redesigned 
to improve usability and to 
ensure we have oversight of 
fundamental aspects of care. 
Clinicians who lead audit have 
been provided with training 
and ongoing coaching and 
support and all clinical audit is 
overseen at a monthly quality 
improvement and clinical audit 
forum, chaired by the matron 
for quality improvement. This 
forum also provides oversight of 
different quality improvement 
initiatives underway across 
patient services. Quality 
improvement is implemented 
in a variety of ways across the 
organisation and this work is 
led by our matron for quality 
improvement, a new role in the 

charity. This role has worked 
across all clinical teams to 
ensure quality improvement 
is a key part of all agendas 
utilising forums like the quality 
improvement and clinical 
audit meeting enable cross-
organisational insight and 
oversight of such initiatives. 

In order to facilitate a prompt 
response, enable shared 
oversight and quickly identify 
learning when things don’t go 
to plan, a weekly incident and 
safeguarding meeting is now 
established. This is attended 
by matrons, clinical leads, 
the safeguarding lead, and 
team leaders as and when an 
incident has occurred in their 
area. Thematic learning is 
then shared with teams using 
various channels, such as team 
meetings, safety briefing and 
emails.

Our board assurance framework 
has been completed and sets a 
very clear expectation for ward 
to board reporting, ensuring 
our board have clear sight, 

understanding and assurance 
of the risks and issues faced at 
the hospice. Given this is a new 
method for the hospice, trustees 
have agreed to undertake a 
review by the end of 2021.

Initiatives established by the 
board to increase the efficacy of 
our governance continue, albeit 
adjusted to meet pandemic 
guidelines. Board members have 
increased regular, structured 
contact with members of the 
exec team and stay connected 
to the wider organisation 
by various means, including 
joining staff forums, including 
the fortnightly all-staff virtual 
call, led by the chief executive. 
There are also plans to resume 
the pre-Covid-19 buddying 
structure, where pairs of trustees 
‘buddy up’ with departments of 
the organisation. This involves 
them taking part in formal 
and informal interactions with 
staff and volunteers at all levels 
and then reporting back to the 
board. It is turning out to be a 
very effective cross-check on 
how things are running.

2 Review – Key priority two: Good governance, 
the CQC inspection and a new board 
assurance framework
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As well as a daily 
MDT meeting to 

enable safe, expert, responsive 
care to be built around the 
needs of each patient, we also 
hold a weekly MDT review of 
patients to support smooth 
transition between services – 
both ours and those of external 
partners. We have established 
and strengthened links with a 
wide range of local health and 
social care providers, in order 
to facilitate co-ordinated care 
at home. A representative from 
Prospect Hospice attends the 
daily local district nurse meeting 
to offer expertise and support, 
as well as identify patients who 
might benefit from our specialist 
input. We have also expanded 
opportunities to engage with 
and support local partners so 
that local people who need it 
can benefit from our specialist 
knowledge and care provision. 
As an example, we continually 
seek ways to promote our 
advice line to local partners such 
as the South West Ambulance 
Service who have fed back to us 
that they value having specialist 
knowledge and skill available 
24/7 on the end of the phone. 

As well as offering support to 
professionals across the local 
health system, we have been 
strengthening relationships 
with other agencies which also 
enables us to work together to 
seamlessly identify patients and 
families who could benefit from 
our direct support. This includes 
local community groups, such 
as homeless support groups, 
provides of services to people 
with a learning disability and, as 
you might expect people living 
in care homes.

Whilst our plans for intensive 
reach-out work have been 
paused due to Covid-19, the 
foundations have been laid in 
order that we can pick this work 
up in the upcoming months and 
we are laying plans to engage 
with a wide range of groups 
who are historically under-
represented in our service user 
profile.

We also recognise that as our 
support reaches out more 
extensively into the community 
we need to adapt how we 
deliver our care. One are that 
we have initially focussed on is 

the provision of spiritual care 
and support, which can be very 
important for patients at the 
end of their lives. We recognised 
that a hospice-based model 
of spiritual care would need 
suffice, therefore we reached 
out to spiritual leaders across all 
of our community and across 
many different beliefs, to seek 
to identify ways in which we 
could deliver enhanced spiritual 
care through improved and 
strengthened collaboration with 
local spiritual leaders. Whilst this 
work is still in its early stages 
the initial results have been very 
encouraging.

We have identified a named 
clinical nurse specialist (CNS) for 
each group of practices within 
a primary care network (PCN), 
provided specialist consultant-
led training for colleagues in 
primary care. A new duty CNS 
model is in place and the CNS 
provides a responsive service 
to ensure a co-ordinated and 
timely response to the needs of 
patients over seven days a week. 

Our SPoC service enables easy 
and effective referral into the 

hospice. Anyone can call up 
our 24 hour advice line for 
specialist support – patients, 
families, carers and healthcare 
professionals. Following a 
successful pilot, we have also 
launched an initiative to safely 
enable informal carers of people 
at the end of life to administer 
subcutaneous medication, 
in order to facilitate timely 
symptom relief. We also have 
a CNS and social worker who 
specialise in the care of people 
with a learning disability who 
provide support and guidance 
to other clinicians to optimise 
the care of patients and family 
members with a learning 
disability. 

In response to local need, we 
are also developing a specialist 
respiratory lead and specialist 
frailty lead post. This role will 
help to drive improvement in 
the care of those affected by 
respiratory disease and frailty, 
both clinically and by offering 
support to the wider local health 
system.

Providing the highest quality, 
responsive care, wherever 

people wish to be cared for, 
motivates our patient-facing 
teams. The structures introduced 
over the past year have made 
putting this into action easy. 
By providing focussed time and 
space for multi-professional 
and multi-agency collaboration, 
professional relationships are 
strengthened, so that everyone 
working within, and with, 
Prospect Hospice knows who to 
approach for different advice 
or input, when building a plan 
of care around the needs of a 
patient and those important to 
them.

Part of our work with the 
community includes providing 
opportunities for its members 
to contribute to the services 
we deliver. We currently 
have around 800 volunteers 
supporting our work in a range 
of activities and in spring this 
year we successfully retained 
the Investing in Volunteers 
accreditation award. This 
evidences the high quality, safe 
and engaging volunteering 
experience we offer.

3 Review – Key priority three: Prospect Hospice 
community-based model
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Supporting the learning and 
development needs of staff 
and volunteers has remained 
a priority throughout the 
pandemic. In December 2020 
we successfully retained our 
Skills for Health Quality Mark, 
evidencing the high standard 
of learning activities we provide 
internally and to our community 
partners. Clinical staff have 

been able to complete various 
masters-level modules in areas 
relevant to their interests and 
the needs of the organisation. 
This has included specialist 
advanced clinical training as 
well as modules focussed on 
personal and organisational 
development, such as a 
university leadership and 
innovation module. 

Senior clinical leaders, including 
matrons, clinical leads and team 
leads, have been supported 
to attend and participate in 
courses on leadership and the 
future of healthcare offered 
by the King’s Fund, Hospice 
UK, and the Academic Health 
Science Network Academy 
among others. We have 
supported one HCA to begin a 
nursing associate course and 
have a new trainee advance 
nurse practitioner (ANP) role. 
The trainee ANP role has 
already had significant impact 
on strengthening senior clinical 
influence and role-modelling, 
spanning inpatient and 
community services. 

4
Rollout of a diversity and 
inclusion awareness programme 
has provided the opportunity 
for in-depth reflection on the 
practical steps clinical and 
non-clinical staff can take to 
make the organisational culture 
and our services as inclusive as 
possible. This programme paves 
the way for more detailed cross-
organisational consideration 
later in the year of how we 
embed, review and develop 
inclusivity measures to ensure 
we are at the forefront of best 
practice in all areas of activity. 

More generally, we have 
enhanced our in-house learning 
offer, with a programme of 
‘lunch and learn’ sessions now 
established, open to all clinical 
staff, with topics ranging from 
clinical skills to leadership. The 
plan is to develop a similar 
programme for non-clinical 
staff. We also have a growing 
cohort of staff from across the 
organisation trained as mental 
health first-aiders.

We are supporting the future 

workforce by hosting GP 
trainees, medical students 
and student nurses from two 
universities. New student nurse 
placements for the University 
of the West of England were 
established in 2020. We 
support various local agencies 
with specialist training in end 
of life care, and contribute 
to various local learning 
systems. These include the EOL 
Alliance, Partnership Aging 
Well Programme, South West 
IPC platform, South West End 
of Life Network, South West 
Hospice Quality Group, West 
of England Academic Health 
Science Network, South West 
Palliative and End of Life Care 
Research Group, Safeguarding 
Local Review Group, South West 
Hospice Directors’ Group, BSW 
Professional Leadership Network 
and South West Association of 
Palliative Care Social Workers. 
We have also taken part in 
national research activity, 
including the UCL / Marie 
Curie ‘ADJUST’ study and the 
University of Surrey ‘PALLUP’ 
study. 

Review – Key priority four: Learning and 
development
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The move 
towards a new digital incident 
management system is well 
underway with training and 
development which commenced 
in 2020/2021 continuing in 
to the new year. The system 
we are using (Vantage) has 
both incident and excellence 
reporting modules which will 
streamline the way we learn 
when things don’t go to plan 
along with giving us a new 
avenue to promote a safety-II 
focussed patient safety culture.

The roll-out of SystmOne 
has been delayed due to the 
pandemic, however, we have a 
key cohort of clinical staff set-up 
with read-access to the system. 

5 Review – Key priority five: New technologies 
to improve how we operate

Whilst awaiting the rollout 
of the new system, work has 
been undertaken to optimise 
our existing electronic patient 
record system (Crosscare) to 
enable the smooth transfer of 
information. For example, we 
have introduced a new single 
referral window for all advice-
line calls, which can be built on 
by different professionals who 
contribute to a patient’s care. 

Use of technology to improve 
how we operate extends beyond 
clinical records and safety 
systems. The use of technology 
to enhance patient experience 
has also been a priority over the 
last year. Virtual reality headsets 
are available for patients to 

use to help with symptom 
relief, both in our inpatient 
unit and, more recently, in the 
community for those who could 
benefit. Our medical director 
has been collaborating with Sir 
David Attenborough to create 
mindfulness recordings designed 
to combat symptoms such as 
anxiety and pain and, over the 
last year, he has produced three 
further recordings for us to 
use for the benefit of patients. 
Once developed, there will be 
opportunity for these to support 
the wider world as we plan to 
make them accessible to anyone 
who might benefit, regardless of 
whether or not they have access 
to a virtual reality headset. 
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Looking 
forward
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Priority one – Prospect Without Walls

We will evolve with the needs of the local population, 
enabling anyone who needs it to receive exceptional 
care at a time and place that suits them. To do this, we 

will be launching Prospect Without Walls, which will enable us to:

• Sustain momentum for a cultural shift towards recognising 
the value which responsive, high quality, co-ordinated care at home 
can provide for those who want it, with more care being delivered 
away from the physical hospice building. 
• Expand our local reach, increasing our visibility and 
accessibility in diverse communities, by strengthening relationships 
with new and established community groups.
• Pilot both clinical and non-clinical community hubs, taking 
time to review the results and learning lessons so that we can 
continually improve the care and support we deliver that meets the 
needs of the people we support.
• Continue working closely with local authority community 
navigators, NHS social prescribers, primary care networks and 
commissioners to map the extensive network of care and support 
available to local people. Ensure we collaborate to reduce the risk 
of duplication, whilst identifying potential gaps in service provision 
to enable us to create the specialist end of life care needed by 
local people across Swindon and north east Wiltshire that we have 
expertly delivered for over 40 years.

Looking forward: Our priorities 2021-2022

1 2 Priority two – Expand digital capability

We recognise the value optimised digital systems can 
bring to our organisation. We are continually seeking 
ways to utilise technology to enhance patient safety, 

system-wide care coordination and efficiency of service provision. 
We strive to continually update and improve our digital systems as 
new technology emerges, ensuring a safe and responsive digital 
infrastructure so that our staff can focus on doing what they do best 
– building on what matters to those they care for. We will do this by:

• Launching a new incident and risk management system 
across patient services. This system will be driven by usability, 
alongside the learning needs of the organisation. It will enable 
more integrated risk management, more streamlined incident 
management and support a continued shift towards a safety-II 
culture by including excellence reporting to enable systematic 
learning from areas of excellence.
• Moving our clinical audit, safeguarding, compliments and 
complaints, CQC evidence and various other operational quality and 
safety data onto a single digital system.
• Launching SystmOne, an electronic patient record system 
already in use by local primary and community care partners. Our 
launch of SystmOne was delayed due to Covid-19 but we have a 
renewed roadmap to rollout for 2021/22. This will improve efficiency 
of information sharing with local system partners, enabling us to 
read and write in patients’ primary care records to ensure that most 
GP surgeries and external community teams have an up-to-date 
record of our involvement. It will also allow us to access their records, 
aiding effective and efficient decision-making. 
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Priority three – Increase engagement in 
research and future evidence
 
We are committed in equal measure to using up-to-
date research to influence our own practice and to 

contributing to evidence which can shape the future of palliative 
and end of life care more generally. We have a wealth of knowledge 
and expertise and plan to sustain and share this by:

• Seeking out and participating in local and national research 
initiatives where we identify our organisation could add value.

• Collaborating with other organisations engaged in research 
so that our expertise can be utilised for future patients and 
challenged for those in our care now.

• Work collaboratively with University of Bath to host a Health 
Psychology MSc final research placement on an annual basis 
going forward (secured for 2021).

• Promote and publish findings from our various innovation 
initiatives, such as the use of virtual reality (VR) to provide 
symptom relief for patients. Consider academic publication 
alongside public engagement; the benefits of such initiates are 
capable of transcending the world of palliative and end of life 
care. Sir David Attenborough has recorded several mindfulness 
sessions to support our patients and such recordings could also 
benefit the wider population; some are suitable for anyone.

• Strengthen the process for capturing the different ways our 
teams translate new evidence into practice.

• Seek funding to employ a research lead to push our research 
capabilities to a new level.

3 4
Priority four – Play a lead role in the delivery 
of ‘A vision for enhanced palliative and end 
of life care across the BaNES, Swindon and 
Wiltshire (BSW) integrated care system (ICS)’

The three hospices across (BSW) brought together the Palliative and 
End of Life Oversight group with sponsorship from BSW executive, 
director of nursing. The oversight group had representation from a 
wide range of agencies, commissioners, acute trusts and voluntary 
sector. Following approval of the eight recommendations by the 
population board and then the BSW partnership board, this End 
of Life Alliance will be led by the three hospices with next steps of 
prioritising the recommendations and the task and finish groups to 
benefit of local people.

The recommendations are:

Recommendation 1: Creation of a “Palliative and End of Life Care 
Alliance” 
Recommendation 2: Adopting “What matters to me” 
Recommendation 3: Consistent identification of “end of life” care 
need 
Recommendation 4: Personalised care planning and the use of the 
recommended summary plan for emergency care and treatment 
(ReSPECT) template 
Recommendation 5: Improved use of data and digital technology 
including improved access to and use of SystmOne 
Recommendation 6: A single point of contact and coordination
Recommendation 7: A “Compassionate community” approach 
Recommendation 8: Adopting a BSW system-wide approach to 
workforce planning and end of life care education and research

Prospect Hospice will work in collaboration with Salisbury and 
Dorothy House hospices to progress this work through the 
development of task and finish groups for each recommendation. 
This work will also be reflected in place based commissioning as this 
evolves. 
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Priority five: ‘What matters to you, matters to 
us’

The core of our business is care. Our staff build services 
around the needs of patients and those who matter to 

them with a flexible, creative flair that has safety and experience at 
heart. Last year, we launched our ‘what’s important to me’ initiative 
on the IPU, using it as a starting point for MDT review. Now, using 
learning from this, we plan to:

• Launch a version of our ‘what’s important to me’ tool in our 
community teams, so these conversations can be documented 
at the earliest opportunity.

• Continue to ensure care is built on this, keeping the whole 
person at the centre of everything we do.

• Seek new ways to share our philosophy of building care around 
our service users with the wider healthcare system and identify 
opportunities to support others to deliver on what matters for 
the local people they support.

• Improve our capability to learn from service user feedback and 
to engage service users in the design of future service provision, 
putting diversity and inclusion at the heart of service design.

• Continue investing in what matters to our staff so that they feel 
truly valued by the organisation and find joy in their work. 

• Provide compassionate support for our staff to help them 
emerge from the pandemic with pride, resilience and personal 
strength.

• Recognising that providing an outstanding service to local 
people matters to our staff, engaging everyone in the drive to 
continually evidence quality improvement initiatives they play a 
part in. Staff take pride in providing safe, effective, co-ordinated 
care which not only promptly responds to, but which is built 
around, the needs of those in front of them. Our commitment 
to our staff – for the next year and beyond – is to support them 
to evidence, celebrate and reinforce this. The appointment of a 
new quality improvement practitioner post will support this.

• The CQC rating of the hospice matters not only to us, but also 
to many local people. We are committed to moving towards a 
rating which reflects the exceptional quality of service we work 
hard to achieve for every single individual who interacts with us.

5
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This report has been reviewed by the board of trustees at Prospect 
Hospice. The chief executive is the responsible officer and signs to 
state that, to the best of their knowledge, the information contained 
in this report is accurate.

Signed:

Chair of Trustees     CEO

Statement of assurance from the trustees
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Assurance
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Income generated
During 2020-21, Prospect 
Hospice provided NHS-
commissioned services for 
specialist end-of-life care. 
It should be noted that the 
NHS only makes a funding 
contribution of approximately 
28% of total income, the 
majority of the hospice’s 
funding is raised from its 
voluntary income generation 
activities. The pandemic 
has severely impacted all 
voluntary income streams 
with shops closed and mass 
fundraising events cancelled 
and is estimated to take 12 to 
18 months to recover to pre-
pandemic levels.  

Specialisms

Caring for adults. 

Local audit
As outlined above in our review 
of 2020/21 ‘key priority two’, we 
have invested in strengthening 
our internal clinical audit 
framework, to support our 
quality and governance agenda. 
The appointment of a matron 
for quality improvement in 
November 2020 has enabled 
us to re-design many of our 
clinical audit tools and increase 
capability for audit-informed 
quality improvement across 
clinical teams, with initial focus 
on our inpatient unit. Examples 
of internal clinical audit 
completed in 2020/21 include: 

• Preferred place of death
• Experience of using virtual 

reality for symptom relief
• Completion of treatment 

escalation planning (TEP)
• Infection prevention and 

control: annual review, 
various monthly targeted 
audits and fortnightly 
Covid-19 safety spot checks

• Safe management of 
medication: annual review 

Assurance
This section provides a series of statements that all providers must 
include in their Quality Account. 

and various monthly 
targeted audits, including 
antibiotic prescribing to 
promote stewardship

• Safe management of FP10 
prescription pads

• IPU quality of care: 
including risk assessment, 
care planning, falls, pressure, 
catheter care, nutrition and 
hydration, call bell response 
times, ‘What’s important to 
me’

• Medical record keeping and 
consent

 
Research

See response to 2020/21 
‘key priority four’ above. We 
continue to seek opportunities 
to participate in research 
opportunities and share our 
experience and expertise to 
shape the future of palliative 
and end of life care.

Plans to deliver a collaborative 
MSc Health Psychology 
placement with the University 
of Bath were cancelled in 2020 

due to the pandemic and will be 
reinstated in 2021.

Culture

We hope that the importance 
we place on sustaining, and 
continually strengthening, 
our organisational culture 
is reflected throughout this 
Quality Account. We strive to be 
a learning organisation, where 
the experience and safety of 
everyone who makes Prospect 
Hospice what it is (patients, 
staff, visitors, volunteers 
and others) is prioritised in 
everything we do. 

Care Quality Commission 
(CQC) registration and 
compliance

See review of 2020/21 ‘Key 
priority two’ above. We hope 
to be fully re-inspected in 
2021/22 in order to move from 
our previous overall rating of 
‘requires improvement’.
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Regulated activity
Prospect Hospice is a registered 
charity.

*Note: No transport provision 
required from March 2020 due 
to stopping day therapy activity.

Clinical governance 
See alongside review of 
2020/21 key priority two above.

Our clinical governance structure 
is in place. The clinical register 
is incorporated in governance 
meetings, which include senior 
clinical staff, including the 
medical director. Incidents 
continue to be regularly 
reviewed at a weekly incidents 
and safeguarding meeting. The 
clinical governance agenda is 
used at all team meetings to 
enable consistency in approach, 
with risks and issues escalated to 
senior leaders and the executive 
team.

An external health and safety 
consultant review of the 
organisation was completed 
in 2020 and this included the 
completion of an overarching 
health and safety policy. 
Recommendations from the 
review are in place. A revisit 
of this has commenced with 
another external consultant; this 
will continue into 2021/22.

Data quality  

The Hospital Episode 
Statistics*(HES) which is a 
database containing details of 
all admissions, A&E attendances 
and outpatient appointments 
at NHS hospitals in England. As 
a specialist palliative and end 
of life care provider, Prospect 
Hospice is not required to 
submit data to this.

Prospect Hospice’s performance 
and data quality is reviewed by 
the executive team and by the 
board of trustees and its sub-
committees.

The Covid-19 lockdown 
commenced on 23 March 2020 
and, due to the unprecedented 
impact across society as a 
whole, at the start of the 
pandemic the board met on 
a monthly basis to consider 
information submitted by the 
executive team. This has now 
returned to quarterly meetings.

*Because we are not eligible to 
participate in this scheme.

Clinical coding
As a specialist provider, we 
are not subject to payment-
by-results clinical coding 
requirements.

Transport services*, triage 
and medical advice provided 
remotely

Transport is provided by 
volunteer drivers (basic first aid 
trained) for our day therapy 
unit. 
End of life medical advice 
is provided by out of hours 
doctors for patients, families 
and external health-care 
professionals.

Treatment of disease, disorder 
or injury

Provides specialist palliative and 
end of life care and respite care 
for people with a progressive 
and life-threatening illness, their 
families and carers.

Diagnostic and screening 
procedures 

Blood tests, ECG, bladder 
scanner.



34

Quality 
performance 

indicators
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We report quarterly to the CCG against the quality requirements 
as part of contract assurance. The following section provides an 
overview of key reporting requirements and patient demographic 
information.

Review of patient, friends and family feedback 

We ceased to use the Meridian electronic feedback tool in 2020, 
with a view to implementing a more meaningful analytical tool. This 
did not progress as planned due to necessary changes in operational 
priorities to enable us to respond effectively to the pandemic. We 
are purchasing a new package that will be implemented in 2021. 
In the meantime, we continue to utilise feedback cards on IPU 
and closely monitor compliments and complaints. There were four 
clinical complaints in total for the period Q1 – Q4 2020-21.

Review of complaints

Number of complaints received 4

Number of complaints upheld 1

Number of complaints not 
upheld

3

Quality performance indicators

Patient information and data

Patient referrals

0 500 1000 1500 2000

1,823

1,610

2019/2020

2020/2021
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Patient related consultations

Following data cleansing and updating of records we now only 
keep active patient/ family records open then discharge them when 
they are no longer actively in our care (and re-admit as required). 
Previously, some patients had open records for years with no care 
intervention and this gives a better reflection of our caseload at any 
one time.

0 20000 40000 60000 80000 100000

2019/2020
2019/2020

2020/2021 2020/2021

In the previous year, on the whole, we counted the number of 
clinicians who attended a consultation whereas this year we 
have counted the number of consultations that took place. As an 
example, if a patient was to be seen at an appointment but both a 
nurse and a consultant, last year this would have been recorded as 
two patient consultations; this year it has been recorded as one.

Patients at any one time

86,000

69,880

872

672
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Patients with Cancer or not 
cancer primary diagnosis 

Cancer

Non-cancer
1269 (62.85%)

750 (37.15%)

Grand Total 2019
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Patient age review 
2020-2021

25-64

65-74

75-84

85+

18-24

430 (21.3%)

414 (20.51%

640 (31.7%)

534 (26.45%)

1 (0.05%)

Grand Total 2019
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Patient ethnicity review 
2020-2021 

Not recorded

White British

537 (26.60%)

1359 (67.31%)

Black African   2 (0.10%)
Black Caribbean   3 (0.15%)
Chinese    8 (0.40%)
Indian    13 (0.64%)
Mixed white/black African 1 (0.05%)
Mixed white/black Caribbean 3 (0.15%)
Nepalese   1 (0.05%)
Not Stated   14 (0.69%)
Other    7 (0.35%)
Other Asian   3 (0.15%)
Other black   3 (0.15%)
Other mixed   3 (0.15%)
Other white   36 (1.78%)
Pakistani   3 (0.15%)

White Irish 23 (1.14%)

Grand Total 2019
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Patient gender review 2020-2021 

Female
Male
932 (46.16%)

1087 (53.84%)

Grand Total 2019
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Person Involved 01.04.19 to 31.03.20 01.04.20 to 31.03.21

Customer 8 4

Not applicable (eg, security, member of public) 24 5

Patient 92 39

Staff 40 23

Visitor 2 0

Contractor/consultant 0 1

Volunteers 42 10

Totals: 208 82

A contributing factor to the reduced incidents is the decreased 
number of staff and patients on site due to national Covid-19 
measures. In addition, our retail units have been closed for most of 
the year to adhere to these measures.

All clinical incidents are reviewed on a weekly basis by clinical leaders 
with staff reflections actioned and lessons learned shared.

Incidents
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We continue to provide Monday to Friday provision of pharmacy 
support on the inpatient unit, with prescription charts checked daily 
and any area of risk or note are recorded on the prescription chart 
and amended by the doctor. 

Following the last independent external review of medicines 
management in March 2020, an action plan has been in place to 
address recommendations. Progress on this was initially delayed due 
to Covid-19 but is now nearing completion.

The following quality marker data information applies to the 
inpatient unit and is reported quarterly to the CCG:

Falls Q1 2020/21 Q2 2020/21 Q3 2020/21 Q4 2020/21

No Harm 2 6 3 3

Low Harm 0 1 0 3

Total 2 7 3 6

Many patients on the inpatient unit are faced with increasing 
frailty issues at the end of their lives which is a contributing factor 
to falls. All patients have a falls assessment on admission and are 
re-assessed during their stay, with care plans in place. Often falls 
are associated with patients seeking continuing independence. 
Falls incidents are reported through the weekly incident meeting, 
reviewed and lessons learned.

We have seen marked reduction in medication errors across our 
services.

Prospect Hospice has a robust medicine management system 
and all controlled drug errors are reported to the local intelligence 
network (LIN). 

Staff involved in medication errors are supported to complete a 
reflective account in order that both they and the organisation 
understand any root causes of errors and take steps to reduce the 
risk of recurrence. These are reviewed at the weekly incident and 
safeguarding meeting, with opportunities for thematic learning 
discussed. Errors are reported and scrutinised at the quarterly patient 
services committee meetings and detailed in the quality report to 
the CCG.

Medication errors

2020/21

2019/20

0      10       20     30      40     50      60     70      80

73

33
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ongoing process and so we 
are currently engaged in an 
audit of our clinical practice, 
the second in three years. It 
involves scrutinising our work 
to identify areas in which we 
could be doing more to respond 
to the needs of the diverse 
communities we serve.

Duty of Candour 

We continue to have an open 
policy of reporting and learning 
from all our clinical incidents, 
whether they cause any harm 
or not, including informing and 
apologising to patients and /or 
their families in keeping with the 
‘duty of candour’ regulations 
when there is a notifiable 
incident. 

Assurance of lessons 
learnt – from ‘ward to 
board’

Aside from lessons learned 
at the weekly incident and 
safeguarding meeting, each 
week, at the Friday cross-
organisation MDT meeting, a 
review of both ‘weekly wins’ and 
‘lessons learned’ occurs, in order 
that those present have space to 
reflect upon and share learning, 
before taking this back to their 
teams. 

We continue at our quarterly 
board meetings, and patient 
services committee, to review a 
patient case study reflecting on 
the service they have received, 
again celebrating what went 
well and enabling change to be 

implemented if necessary. 

We also ensure that learning 
from complaints and patient 
feedback is reflected on at team 
meetings, and changes made 
as necessary. For example, 
the duty CNS model was 
implemented in response to 
recognising the need to respond 
to patients needs promptly in 
the community. This model has 
enabled us to reach a position 
where we can swiftly assess 
and respond to the needs of 
patients and families, reducing 
the need for multiple contacts 
from different professionals. This 
is all about our specialist teams 
‘getting it right first time’ for 
patients and families, enabling 
a co-ordinated, effective, 
responsive service which is 
straightforward for those in our 
care.

Prospect Hospice strives to be 
a learning organisation, where 
all individuals and teams are 
supported to engage in, and 
respond to, proactive learning 
and reflection, at each end 
of the spectrum: positive and 
negative.

Diversity and inclusion
In 2020 we appointed a lead 
officer from our leadership 
team to drive forward our 
commitment to making 
Prospect Hospice a truly diverse 
and inclusive organisation, both 
for our staff and volunteers and 
for our patients. To support this 
role and ensure every tier of our 
organisation places diversity 
and inclusion at the heart of 
everything we do, from service 
design to delivery, we have also 
identified trustee and executive 
team sponsors. A group of 
equality champions from 
operational teams help to raise 
the profile of the work among 
their colleagues.

A programme of awareness 
training has been rolled 
out across the organisation 
and follow-up sessions will 
encourage staff to think about 
the practical, day-to-day steps 
they can take to contribute to 
the continuous development 
of an inclusive culture. We will 
shortly extend the training to 
our volunteers.

Ensuring we are inclusive 
and responsive is a dynamic, 

Su Starkey, Head of Volunteering, 
Learning and Inclusion (centre) and 
our volunteers team.
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Voluntary services

The majority of our volunteers 
have spent the year in lockdown, 
unable to carry out their roles 
and patiently waiting to see 
when it will be safe for them to 
return. The voluntary services 
team spent a significant amount 
of time keeping in contact with 
them via phone calls, e-bulletins 
and through the set-up of a 
new website specifically for 
volunteers, full of news updates, 
tips and techniques for getting 
through lockdown and fun 
activities to keep morale up. 
This seems to have paid off, 
with only around 15% of our 
original cohort of 850 making 
the decision not to return when 
Covid-19 restrictions fully ease.

A chink of light in the last 
year was our Investor in 
Volunteers reaccreditation, 
which demonstrates to potential 
volunteers, funders and our 
partner agencies that we 
provide a good quality, safe 
and responsive volunteering 
experience to anyone who 
wants to contribute their 
time in a voluntary capacity. 
The assessment report made 
particular note of the range of 

volunteering roles we provide, 
the thorough nature of the 
induction we provide to our 
volunteers and the evident 
appreciation and mindfulness 
of volunteer wellbeing 
demonstrated by our staff.

A further source of cheer was 
the unwavering commitment 
of some of our volunteers who, 
faced with the suspension of 
their regular roles, offered their 
time in alternative capacities. 
Thus, we had reception 
volunteers gardening, finance 
volunteers helping in our 
distribution centre and café 
volunteers helping with our 
online shop. In addition, we 
have seen a steady stream 
of enquiries from prospective 
volunteers, ready for when we 
can recommence recruitment 
and we are in a good position 
to increase numbers back 
to service requirements in a 
relatively short space of time.
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As specialists in palliative and 
end of life care our purpose is 
to deliver the very best care, 
comfort and support to our 
patients and those that matter 
most to them. During the 
year there were 1,610 patient 
referrals to our hospice services 
and we undertook 69,880 
patient and carer related 
consultations that needed to 
take place to ensure the very 
best care was delivered.   

On average the hospice 
has an active caseload of 
approximately 700 patients 
at any one time. Whether our 
care and support services are 
being delivered within our 
inpatient unit, day therapy unit, 
wellbeing centre, Great Western 
Hospital, outpatient clinics or in 
patients’ own homes, we know 
that we made a difference to 
our patients and those that 
matter to them. We know this 
because they told us so with 
their feedback and comments 
such as:- 

Malcolm
We were introduced to Prospect Hospice and that was the day 
everything changed for us. Before then we felt that everyone we met 
had been treating the cancer, the illness. Finally, we felt they were 
treating Angie, the person.

This was a place for making memories and the team arranged for 
us to have use of the beautiful garden room for an afternoon. The 
whole family came, including our nine grandchildren. We ordered 
pizza and watched a film. The children were each given a unique 
patchwork blanket to snuggle under and, to our delight, they were 
allowed to keep them to remember this special time.

During her month in the hospice, she received second to none 
medical care. I never left her side until she died on 3 February earlier 
this year. She was just 59.

I was struggling and felt I had nowhere to turn. Fortunately, Louise 
from the Prospect Hospice bereavement team stepped in to provide 
very much needed support in coping with grief throughout my 
tough time self-isolating. Although we’ve not been able to meet in 
person, I really do not know what I’d have done without her.

Prospect Hospice was there for my dear wife and family even 
during the pandemic. I can never thank them enough for their all-
encompassing support.

Patient Experience
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Claire
Dad was a very proud man, and the thing that was most important 
to him was keeping his dignity. Every single one of the staff 
were lovely with him, and made sure that he was able to remain 
dignified throughout the time he was there. It really is an amazing 
place, and the people there were like family to him, helping him 
stay calm and still feel good about himself.

Chris
Prospect Hospice is the most reliable service helping me through 
this. They have been an ever-present support for me and my family, 
just knowing that they are there.

I started going to day therapy, and took part in sessions that helped 
me manage my breathing better, and classes about how I could 
exercise, and a session on nutrition and how that could help me live 
life with my condition. I felt energised. I made friends with people 
who knew what I was going through and we were able to help and 
advise each other.

Knowing that Prospect Hospice is there for me has been a huge 
support. If I need their help, they’re there. If they say they’ll do 
something, they do it.  They’re like an old friend – and you really 
know who your friends are when you’re ill.
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Clare
Prospect Hospice was incredibly caring and supportive of Claire 
and the family, and the staff there were determined the time she 
had left would be as lovely, and normal, as possible. When it was 
her husband Paul’s birthday they brought out banners and cake in 
Claire’s room to help them celebrate.

It was never any problem how long visitors stayed, and in the last 
few days before Claire died we were able to take her out into the 
hospice’s lovely garden and enjoy the sunshine together. The 
atmosphere was as far from a hospital as you can get, and we are so 
very lucky in this area that if we or our loved ones ever need end-
of-life care, we’ve got this fantastic service and no one has to pay a 
penny for any of the care received.

Sharon

It was absolutely amazing in there – it didn’t feel like an end-of-
life facility at all. It felt more like a five-star private hospital, but 
with really specialist care. It didn’t feel gloomy or sad, but a really 
nice place for Claire to be. She could be wheeled out into the 
lovely garden there – Paul even brought their cat in to see her. My 
husband Brendan, Claire’s brother, used to have to visit pretty late 
in the evening, around 9.30pm, but that was never an issue at all.

All those things might seem like small things, but they were actually 
really important and made Claire’s last days as good as they could 
be. It was hard for everyone – she was only 44 when she died and 
their sons were just 15 and 18 at the time – so the fact that Claire 
and the family were so well cared about really helped.

We are all so, so lucky to have Prospect Hospice in Swindon. It’s 
not only free for everyone, but the standard of care and the 
consideration patients and their families get is fantastic. Not every 
area in the country has a community hospice like we have, so we 
should never take it for granted.
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Healthwatch Swindon and Healthwatch Wiltshire welcome the 
opportunity to comment on this Quality Account.  We receive very 
few comments from local people about Prospect Hospice, good or 
less good and 2020/21 was no exception.  Nevertheless, in our role 
as members of the local NHS Quality Surveillance Group we have 
been pleased to note the improvements effected by the board and 
management of the hospice during the year which were recognised 
by the Care Quality Commission in their December 2020 report.  We, 
like Prospect Hospice, look forward to seeing a positive outcome of 
the next CQC inspection.
 
We commend Prospect Hospice’s work during the pandemic 
including increasing the care provided in the community to meet 
people’s needs.
We welcome the new role of matron for quality improvement and 
look forward to hearing more about how this role helps drive quality 
improvements.
We congratulate the hospice team on the retention of the investing 
in volunteers award (and on the number of local people involved in 
many ways in supporting the service)
We commend the use of technology to enhance patient experience, 
including the use of virtual reality.
And we welcome the priorities for the next year and look forward to 
following progress made.
 
 
 
Jo Osorio
Development Officer
Healthwatch Swindon

Statement from Healthwatch Swindon and Healthwatch 
Wiltshire on Prospect Hospice 2020/21 Quality Account 
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NHS Bath and North East Somerset, Swindon and Wiltshire Clinical 
Commissioning Group (CCG) welcome the opportunity to review and 
comment on the Prospect Hospice Quality Account for 2020/2021. 
In so far as the CCG has been able to check the factual details, the 
view is that the Quality Account is materially accurate in line with 
information presented to the CCG via contractual monitoring and is 
presented in the format required by NHS Improvement 2020/2021 
presentation guidance. The CCG supports Prospect Hospice’s 
identified quality priorities for 2021/22. 
It is the view of the CCG that the Quality Account reflects Prospect 
Hospice’s on-going commitment to quality improvement and 
addressing key issues evidenced in:
• Engagement with staff, volunteers, the community and health 

and social care providers in the development of a community 
hub for a personalised patient pathway

• Development of the HCA role to include nurse associate and 
introduction of a new trainee advance nurse practitioner (ANP) 
role, significantly contributing to senior clinical input and role-
modelling across inpatient and community services.

The roll out of SystmOne was not progressed during 20/21 whilst 
Prospect responded to the demands of Covid-19. During 2021/22, 
the CCG look forward to the completion of this development 
programme. 
The CCG welcomes continued focus on:
• Development of ‘Prospect Without Walls’ -covered in the above 

for 19/20 so not completed? 
• Increased engagement in research, working with partners and 

other organisations in the continued development and delivery 
of palliative and end of life care 

• Engagement with staff and through use of patient and family 
feedback to implement the ‘What’s Important to Me’ tool 
within community teams building care around service users 
within the wider healthcare system 

• Completing implementation of digital capabilities to include an 
incident and risk management system across patient services 
and combining operational quality and safety requirements 
onto a single digital system.

The CCG recognise the continued development of processes 
and procedures relating to identification of risks and incident 
reporting, and the effective use of the outcomes of these along 
with complaints, compliments and staff engagement to facilitate 
evidence-based improvement. 
The CCG would like to highlight the continued work of the provider 
in relation to its response to and 
recovery from the Covid-19 pandemic and the impact this has had 
on staff. In particular, adapting services to continue to provide 
palliative care whilst keeping staff and patients safe. 
NHS Bath and North East Somerset, Swindon and Wiltshire CCG are 
committed to ensuring collaborative working with Prospect Hospice 
to achieve continuous improvement for patients in both their 
experience of care, safety and outcomes. 
Yours sincerely

Gill May 
Director of Nursing and Quality
Bath and North East Somerset, Swindon and Wiltshire CCG

Statement from Bath and North East Somerset, Swindon 
and Wiltshire Clinical Commissioning Group on Prospect 
Hospice 2020/21 Quality Account 


