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Part 1: Chief Executive’s Statement 
 

 
 
 

Shortly after celebrating our 116th birthday, St Joseph’s Hospice found itself facing the 
second pandemic in its history. Having endured the Spanish flu that ravaged the world 
in 1918, we are now facing COVID-19. This year’s Quality Account reflects the impact 
that the pandemic that has had on all our lives, and which has had a significant impact 
on our services. 
 
This is my third Quality Account, and I am able to confirm that we have again continued 
to make progress against our strategic plan, Vision 2024. We have continued to deliver 
our strategy of continuous improvement in our services, and as detailed seen this 
Report, you will see real everyday examples of this in terms of falls reduction and 
many other areas. I am pleased to report that St Joseph’s Hospice continues to deliver 
the highest quality specialist palliative and end of life care for people with progressive 
and life-threatening illnesses, as well as supporting their families and carers. We have 
also managed to continue to provide specialist advice and support to other 
professionals in palliative and end of life care, despite the impact of the pandemic.  
 
Whilst some of the services to other agencies such as training and development have 
been cancelled or postponed due to government restrictions, in many cases we have 
been successful in finding alternative ways to deliver them through remote means.  
 
We have also explored other ways of extending the care pathway for our patients 
through the continuous development of our community projects and services, 
including award-winning Compassionate Neighbours, Namaste and the Hackney and 
Islington Bereavement Services. We also developed a new service for bereaved 
children as a consequence of the pandemic to ensure we were able to support some 
of the most vulnerable in society. 
 
We could not have done any of this work without the dedication and commitment of 
our workforce, from our reception team through to housekeeping and facilities, to our 
therapists, administrators, counsellors, and of course our doctors and nurses. They 
continued to work throughout the pandemic, despite the personal risk to themselves, 
either from traveling to work on public transport and sometimes working with COVID 
positive patients. 
 
Additionally, the support that we have received from our communities and volunteers 
from either donating PPE when we were fearful of running low of supplies delivering 
food and drink,  and learning new skills to support our patients and clients remotely 
on the phone or through video. I also want to extend thanks to my senior management 
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team who, like myself, have remained present in the service throughout. If I were able 
to, I would hand out medals to all of these staff. 
 
As ever, underpinning all our work is our Mission, which evolved from the words of 
Religious Sisters of Charity founder, Mary Aikenhead, which is to ensure “the poor could 
be given, for love, what the rich could obtain with money”. We have been caring for and 
supporting people affected by complex and terminal illness, as well as their families, ever 
since the five Sisters arrived in Hackney and established the Hospice in 1905. 
 
This year has been financially challenging for many across the hospice sector, but for St 
Joseph’s, our continued financial stability has allowed us to navigate it successfully 
throughout the pandemic. We have an established Senior Management Team with the 
required competencies to deliver our change agenda and to ensure at the same time that 
our standards of care and the governance that underpins our practice remain robust. This 
continues to give assurance to our Board of Trustees and me as CEO. 
 
A little over half of our funding comes from our NHS block contract for the three principle 
boroughs we serve - City and Hackney, Newham and Tower Hamlets, which collectively 
cover a population of approximately 1.2 million. In addition, we deliver services to 
Islington, Waltham Forest and Haringey, as well as specific services for residents of some 
of the surrounding London boroughs. This extends our population catchment to around 2 
million. The remainder of our funding comes from charitable legacies, donations and other 
fundraising, which is due to the generosity and goodwill of our local communities. We 
recognise that we cannot do this without the support of many partner organisations. We 
work closely with local NHS providers and with many voluntary sector care providers to 
deliver better-integrated services and care models across our pathway of care. 
 
2020/21 has been the third year of change, and we have continued to deliver improvements 
without detriment to the delivery of care to our patient services. 
 
Some of our key achievements have been: 
 
 To deliver additional bed capacity to our Commissioners by re-opening our third ward 

- St Anne’s - and adding capacity to our existing wards. This contributed to the 
London-wide response to the pandemic and allowed COVID positive patients to be 
admitted to our care during high areas of demand during the pandemic. 

 
 To implement a budget plan that has ensured we achieve a balanced budget in the 

2021/22 fiscal year so that income and expenditure are in balance. This is despite 
the impact of a prolonged pandemic that has had an effect on the way our services 
are provided. 

 
 Continued with fundraising for the planned redevelopment of St Michael’s 

Ward to match the improvements we achieved for Lourdes Ward last year, delayed 
as a consequence of the pandemic 

 
 Investment in our infrastructure to support our high quality care and improvements 

in services, and to future proof the site as well as make it more sustainable in order 
to improve our green credentials. 

 
 Success in continuing to improve our ability to generate income from our enterprise 

initiatives in order to offset the reductions in fundraising and to lessen our 
dependence on legacy income. We also were able to do this by bringing back into 
use buildings that had been mothballed for years. 
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I hope in reading this Report you will be reassured by the continued progress that has 
been made, despite the prevailing uncertain climate in the healthcare sector due to 
COVID-19. 
 
To the best of my knowledge, the information reported in this Quality Account is accurate 
and a fair representation of the quality of healthcare services provided by our Hospice. 
 
 

Tony McLean 
Chief Executive 
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We welcome your comments and feedback on this Quality Account, which you can do via 
email, letter or telephone to Jane Naismith, Director of Clinical Services. She may be 
contacted by telephone on 020 8525 3007, or by email at j.naismith@stjh.org.uk. Please 
address correspondence to Ms J Naismith, Director of Clinical Services, St Joseph’s 
Hospice, Mare Street, London E8 4SA. 

 
A translator is available on request via our Advocacy and Interpreter services. 
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Organisational Context 
 
In 2019 we launched Vision 2024 – our plan that sets out the direction for St Joseph’s 
Hospice for the next five years and which reflects the long-term NHS strategy.   Vision 
2024 comprises five pillars that cover all aspects of St Joseph’s operations and 
services: 
 
1. Patients’ strategy: We aim to improve services to all patients whether at home, in 

the Hospice, in the community, or by caring for others who give care. 
 

2. Enterprise strategy: We have established an Enterprise pillar that augments existing 
revenue channels to generate a predictable income flow. 
 

3. Estates strategy: Our focus is on development of the main Hospice site, and includes 
plans for the acquisition of retail and clinic facilities in the boroughs we serve. 

 
4. Funding and fundraising strategy: New fundraising initiatives will make up the 

continuing shortfall in funding from the NHS. 
 

5. Human resources strategy: We aim to give our workforce the opportunity, whatever 
their background, to fulfil our Mission, develop their careers and earn a reasonable 
income in an environment of mutual support and care. 

 

Throughout our five-year strategy, staff, volunteers and members of our wider 
community will actively contribute to St Joseph’s unique identity. We will be at the 
forefront of delivering care tailored to individual needs and will continue to develop and 
share best practice. 
 
Our strategy will reinforce St Joseph’s role as a place where patients can expect care, 
compassion and specialist clinical support, whether in the tranquil surroundings of the 
Hospice, in their homes, or in the wider community. 
 
We will continue to work closely with other institutions locally and, where necessary, 
nationally, so that together, we meet patients’ medical, social and spiritual needs. Care 
will be tailored to the individual irrespective of their faith, or no faith, and background. 
 
We continue to build our reputation as a centre of excellence for specialist palliative 
care, working closely with primary care and local hospitals. St Joseph’s services include 
in-patient, outpatient, day care, respite care, advice and support in the home or care 
home, and bereavement support. Much of this is available 24/7. 
 
Staff are committed to caring for patients and their families. In turn, we will help staff 
meet their objectives for professional practice and personal development. 
 
St Joseph’s will support the Hospice’s services by generating  income  through 
legacies, fundraising from trusts and personal donations, and commissioning from the 
NHS,  supplemented by enterprise initiatives that will bring a sustained income to the 
Hospice. 
 
We continue to explore new sources of funding to augment the income we currently 
receive from the NHS and charitable donations, and look to increase income from 
different enterprises that are in keeping with our overall ethos. 
 
As part of all of these developments, we will ensure that we manage our information 
in ways that protect those we care for and their families, as well as use information on 
our services to influence those who commission our services.
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Part 2: Priorities for Improvement 2021-22 
 

Due to the impact of the COVID-19 pandemic, we have only been able to partially achieve our 
2020/2021 improvement priorities and therefore they will remain our priorities for 2021-2022.  
  
 
Priority 1 - Improved Service User Experience 
 
At St Joseph's Hospice, we always strive to provide an effective and responsive service. While 
there is currently no contractual or performance indicator of the time taken to answer calls, we 
are aware from internal and external user feedback that there can be a delay in answering calls. 
As an organisation, it is important that we are responsive by answering calls in timely manner. It 
is equally important that our service users, be they patients and their families or healthcare 
professionals, have confidence that their calls will be answered. 
 
Our telephone system has not enabled us to see how many calls are waiting to be answered, 
how long callers have been waiting or how many calls have been dropped. We have therefore 
invested in a new telephone system that will enable us to structure our 24/7 help and advice line 
in a similar way to a call centre. This will not only give us vital data about call volume and wait 
times, it will also enable us to give our callers information about where they are in the queue. 
This information will allow us to more effectively plan staffing to meet demand and, where 
necessary, provide the business case for extra staff. 
 
We currently use ‘I Want Great Care’ to gain service user feedback.  This is very similar to the 
friends and family test. This feedback consistently rates us with an exceptional rating of five. 
However, due the nature of the questionnaire, the feedback is somewhat superficial and we 
would like to know more. We plan to develop two more detailed questionnaires that will focus 
initially on our inpatient department. One will be given to the patient on discharge asking for 
feedback on the quality of care, and the other will focus on bereaved relatives’ experience. 
 
We had planned to achieve the above improvements in 2020/21, however due to the pandemic 
we have been unable to make the progress we hoped, so they will remain our ambition for the 
coming year. 
 

 
Priority 2 - Care Closer to Home 
 
Increasing service delivered locally 

 
Due to COVID-19, our support to care homes was scaled back at the request of the care home 
managers, who very sensibly wished to reduce footfall from patient consultations, instead 
requesting virtual support by telephone or video link. We now plan to re-engage with our care 
homes, particularly those with nursing, and restart our weekly ‘ward rounds’.  We will also offer 
the staff a bite size teaching session on topics such as advance care planning, recognising dying, 
supporting the dying patient and carer and staff support after each ward round.  
 
We are aware that many of our patients from Newham, our most distant borough, travel to Day 
Hospice via our minibus transport.  Many of these patients experience high levels of fatigue and 
as a result feel unable to attend every session. Therefore, we would like to explore finding a 
suitable venue for Day Hospice in Newham as a pilot scheme.  Building on our successful work 
with Providence Row in Tower Hamlets and St Mungo’s homeless hostels in City and 
Hackney, we aim to expand our education and ‘cause for concern’ multi-disciplinary team 
meetings across all our boroughs. 
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We have several award-winning volunteer delivered services.  The majority of them are grant 
funded and therefore not available in all of our core boroughs.  We plan to develop ways to expand 
these services throughout our boroughs, and to support this we hope to collaborate with our 
colleagues at East London Foundation Trust.    
 

 

Priority 3 - Embracing new Technology 
 
Increased use of technology to hold virtual consultations 

 

We are aware that many of our community patients can have multiple health care professionals 
visiting their home on any given day, and our ambulant patients often have a wide range of 
appointments to attend. While many of these visits and face-to- face contacts are essential, for 
many of our stable patients they are burdensome and the individuals can spend a large part of 
the day either attending outpatient appointments or waiting for healthcare professionals to visit. 
Our experience during COVID-19 showed us that, for some patients, virtual consultations could 
enable them to continue to receive care in a safe way. 
 
At St Joseph's Hospice, one of our main aims is to support individuals to live and die in their 
preferred place of care and death. Although there are still too many people dying in acute care, 
our community and supportive care teams are supporting an increasing number of people in their 
own homes and referrals increased by 23% in the past year.  We believe that appropriate use of 
virtual consultations will enable us to manage this demand in the future, whilst still maintaining 
the option of a blended approach or face-to-face consultation to meet patients’ personal 
preference. The COVID-19 pandemic made us switch our attendance at GPs and care home 
MDTs from face-to-face to virtual.  We have found this enabled us to increase our attendance 
and use our time more effectively; we plan to further expand this next year.  
 
We are aware that not everyone has the skills required to use digital technology. Therefore, our 
Compassionate Neighbours team have collaborated with three other charitable organisations 
and the Idea Store in Tower Hamlets to undertake a digital inclusion project. The project will set 
up stalls in order to engage and teach the local population, how to get the most from their smart 
phone or digital devices.  This project will initially target the three big markets in the borough 
followed by small community organisations who reach vulnerable residents such as elders, 
Somali, Vietnamese and Bangladeshi communities. 
  
We are also exploring ways we can use digital technology to improve our patient experience and 
care.  There is a growing body of evidence regarding the positive impact that virtual reality (VR) 
experiences can have in reducing anxiety and in helping manage pain in palliative care settings. 
Thanks to a donation from one of our partners, we have purchased four immersive headsets in 
order to use VR on the wards and in Day Hospice. We are in the process of trialling the headsets 
with selected patients and rolling out training to relevant staff. 
 

 
Priority 4 - Increased Patient and Healthcare Professional Education 
 
As a specialist provider, we believe that part of our remit is to provide education for other health 
and social care professionals, as well as educating our patients so they are more empowered to 
take control of their symptoms and health/social issues. In the past, the majority of this education 
has been provided here at the Hospice. However, improvements in and ease of access to video 
sharing technology has created new options. We plan to use platforms such as Zoom or MS 
Teams to connect with our community nursing colleagues by holding monthly forums where we 
can provide teaching sessions, discuss current case studies and share learning. We will provide 
education for GPs through Zoom as part of their protected time for learning. These platforms will 
enable more staff to be able to attend, as they do not have to travel from their base. 
 
As our community nursing colleagues deliver the majority of end-of-life care in the community, it 
is therefore essential that they have the opportunity to upskill themselves.  To support this further, 
we will develop new Foundations in End-of-life Care programme, specifically designed for 
community nurses, and we hope to begin delivering this in July 2021.  
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Education for our patients:  Over the past seven years, our Physical Therapies teams have 
given classes for patients and their carers to attend, focusing on breathlessness, pain and 
fatigue management, providing them with information, exercises and support in order to become 
more independent in managing their symptoms. The need to physically participate in classes 
was sometimes a barrier to attendance. However, on the positive side they gained support from 
learning from the group. With the current requirement for social distancing, these classes have 
become impossible to conduct safely. Our Therapies team therefore developed ways to deliver 
the education service online, working with some of our service users to find the most effective 
ways to deliver exercise and a supportive group experience in the virtual world. 
 
 
 
 

Part 3: Review of Quality of Service in 2020/21 
 

We regularly measure our performance against national, local and internal performance 
standards, as well as benchmarking ourselves against other UK hospices. We also welcome 
quality-monitoring visits from external organisations. These objective measurements 
demonstrate that we meet both external and internal standards, and that St Joseph's Hospice 
continues to provide safe and effective specialist palliative care. 
 
3:1 Quality Assurance 
 
Reporting Structure 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

3:2 Quality Monitoring Visits 

 

Due to the COVID-19 pandemic, we have not had any quality visits in the past year. We have 
however had regular engagement and monitoring calls with our CQC inspector. This has given 
us an opportunity to discuss issues and provide assurance around our standards. During this 
period, they conducted a transitional monitoring assurance desktop review and were satisfied 
with our performance. We also continued to produce and disseminate our quarterly quality report. 

 
 

3:3 National Quality Indicators 

 
NHS trusts are required to report performance against core indicators using nationally held data. 
Hospices do not submit this data, but we have measured our performance against the indicators 
that apply to the healthcare we provide. Hospice UK benchmarks performance data and so 
enables St Joseph's Hospice to compare its quality to other hospices. 
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Indicator Performance 
 

 
 

Inpatient falls 
 
 
 

 
 

Falls Benchmarking Q1 - Q4 
                   2020/21 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

There were 44 falls on the inpatient wards affecting 36 patients. 33 falls 
resulted in no harm, 8 low harm, 1 fall resulted in moderate harm and 2 with 
severe harm.  The fall with moderate harm was a fractured pubic rami – the 
patient was demonstrating how high she could lift her leg to a therapist, she 
lost balance and fell. The injury was treated conservatively and the patient 
was discharged home. In respect of the two falls with serious harm, one 
patient attended A&E; this confirmed a fractured hip, the other had a 
suspected fractured hip. Both patients had capacity and were independently 
mobile. Both falls were fully investigated with RCAs completed with a full 
report.  The falls on the inpatient wards represent 8.2 per 1000 occupied 
bed days. Hospice UK’s benchmark for similar sized inpatient units is 11.4 per 
1000, so we are below average. 
 
To manage and reduce the risks: 

 The Falls Multidisciplinary Group meets monthly to review all falls, 
actions, and to ensure any learning is identified. 

 Following a post falls QI project, there is ongoing staff   training   to 
improve post fa l ls management  

 The falls policy and 1:1  observation  protocol  has been reviewed  and 
updated 

 
 
 

Pressure 
Ulcers 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Pressure Ulcers Benchmarking Q1 - Q4 
2020/21 

 
The total number of new/hospice acquired pressure ulcers in the year was 
27, affecting 26 patients. We continue to report all new hospice acquired 
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pressure ulcers; categories from I-IV, unstageable, Deep Tissue Injury (DTI), 
Moisture Associated Skin Damage (MASD) and those acquired from a 
medical device.   In  this  year,  there  were  13 Category  I, 10 Category 
II,  2 Category III (these deteriorated from a Category II), 2  Deep Tissue 
Injuries, no unstageable ulcers, 4 MASD and one  was due to a medical 
device.  These final two categories are reported and recorded but not in the 
final benchmarking (a total of 32 ulcers).  We record the patients’ phases of 
illness and AKPS. All ulcers were assessed as unavoidable. This 
represented 5 per 1000 occupied bed days. The Hospice UK average is 8.7 
per 1000; we are below average compared to other large hospices.  

 

32 patients were admitted with pre-existing damage. We have been closely 
monitoring patients who are admitted from home with damage due to 
reduced services in the community due to COVID-19; the safeguarding 
teams have been informed. 

 
To reduce the incidence of pressure damage within the inpatient unit we 
take the following actions: 
 
 Wound Care Group meets monthly 
 Monthly Matron’s ward rounds gives t h e  opportunity to review 

 practice and documentation; there has been a focus on assessments 
 Bi-weekly panel to review all new Category III and above pressure 

ulcers 
 All patients are assessed on admission for risk of developing pressure 

damage, using a validated tool. 
 Root Cause Analysis takes place for any new pressure ulcers that 

develop that are Category II or above 
 Equipment has been reviewed including, beds, mattresses, bariatric 

equipment and the use of in situ slings and a four-way glide sheets to 
improve management of risks 

 
 
 

  Medication 
 

 

Medication Incidents Benchmarking Q1-Q4 
2020/21 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
The total medication errors in the year amounted to 31. All the errors level 
of harm was no or low.  This represents 7.8 per 1000 occupied bed days. 
The Hospice UK benchmarking data average per 1000 bed days is 13.2, 
which makes us below average for a hospice of a similar size. 
 
To manage and reduce the risk of incidents or errors we:  
 
 Meet monthly as a multi-disciplinary Medication Safety and 

Improvement Group – this group has been reviewed to focus on 
learning and introduce more junior staff to the meeting  
 

 Hold a monthly pharmacy meeting 
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 Send out monthly bulletins highlighting incident trends and actions to 
be taken 

 All nurses have a yearly assessment, including drug calculation tests 
and attendance at a clinical day 

 Monthly Matron’s ward round to observe practice, including auditing 
of controlled drug documentation & MAR charts for omissions 

              
Venous 
Thromboem- 
bolism 

Our management in treating Venous Thromboembolism (VTE) 
risk was 100%. 
 
We follow VTE guidelines in accordance with national recommendations. 

             
Mortality 

A hospice will have a higher mortality rate than other care settings with many 
individuals choosing a hospice as their preferred place of care and death. 
Traditionally we have reviewed all deaths at a multi-disciplinary team 
meeting and found no examples of sub- optimal care. 
 
However, we now follow the NHS ‘Learning From Death’ methodology.  All 
deaths now have a case review, conducted at our multi-disciplinary team 
meeting, and a second more in-depth review takes place if the patient’s 
family has any concerns or questions. 
 
A sample of all deaths also have a second review using PRISM* for quality 
monitoring. In 2020/21, there were no episodes of suboptimal care that 
contributed to or hastened patients’ deaths. 

 
*https://improvement.nhs.uk/documents/1423/PRISM_2_Manual 
_V2_Jan_14.pdf 
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Regular audits 
Title/Frequency 

 

 
Findings 

Infection Prevention and 
Control( IPC) - 
handwashing (Monthly) 

Findings 
 

All audits showed excellent results, with all scores above 90%. 
Hand washing anomalies were addressed during training. 
 

IPC – Bare Below 
Elbows (BBE) (Monthly) 

IPC – Catheters 
(Monthly) 

IPC - Invasive devices 
(Monthly) 

 

Sharps 
Annually in August 

This is carried out by an external provider which was cancelled 
in 2020 due to COVID but an internal audit revealed 100% 
compliance   
  

 
Cleanliness audits 
(Monthly) 

Findings 
Compliance with national standards for cleanliness in healthcare 
organisations is being met in all clinical areas. 
Improvement plan 
Matron meets housekeeping supervisors monthly to review findings. 

 

 
 
 

 Omissions audit 
 (Annually)- June 20 

Findings  
Only 2 % of prescribed medication doses were omitted. This was an 
improvement on last year’s audit when 4% of prescribed doses were 
omitted. There were only 2 occasions when the reason for 
admission was not noted on the drug chart.  The most common 
reason for omission is patient refusal and the nursing staff reported 
this to the medical team promptly.  

 Water Testing All systems performing well. 

 
 Controlled drugs audits 
 (May/Aug/Nov/Feb) 

Findings  

Balances not always correctly recorded. Double signatures not 

consistently recorded for documentation errors. It was not always 

clear which page balance had been carried forward from the 

Improvement plan.  

Staff education to ensure procedure for transferring CD balance to a 

new page is completed correctly and the responsibility of all staff 

involved in process of delivering/receiving CDs to complete all 

necessary signatures/documentation. 

 

 
Blood transfusion – annual 
site inspection (Annually in 
October) 

Audits found 100% compliance with standards. Blood transfusion – mock 
recall audit 

(Annually in January) 

Medical cases audit 
(Annually in February) 

Findings 
Good compliance with standards. 
Improvement plan 
Decontamination process unclear in policy. SOP updated and 
information cascaded to teams. 

 

3:4 Clinical Audits completed between April 2020 and March 2021 

 
During the year, we have completed a number of audits in order to assess our compliance and 
effectiveness in relation to national and local good practice guidance.
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These audits are monitored through the Clinical Governance Committee that reports to the Board 
for assurance at the highest level in the organisation. 

 
An annual plan is scheduled at the beginning of each year, and usually, additional audits are included 
as identified from our monitoring and review processes linked to patients’ quality and safety.  
However, due to the pandemic, there were no ad hoc audits during this time period. 
 
 

 
Ad hoc audits 
Title 

 

 
Results/Improvement plan 

 

 
 

NICE Quality 
Standard Falls 
Audit 
Reviewed March 
2020 
 

  
 
Post Falls Audit     
following QI project 
 

 

Admission falls assessment and completion of falls care plans fell below 
pre-audit target of 100%. 
In cases where a falls care plan was not completed, there was a higher 
rate of falls i.e. it appears that completion of a care plan reduces the 
risk of falls. 
Action:   Falls Policy reviewed and updated  

Changes in (EPR) Crosscare to take HCPs straight to assessment as 
required or to give staff specific prompts   
Staff education eg in induction (QS6) - Drop ins, awareness and education 
- Completed and ongoing 
Adherence to criteria, set against best practice guidance – increased from 
63% to 100% following the project implementation.  

 

 
 

NICE Quality 
Standard Pressure 
Ulcer Audit 
Reviewed March 
2020 

Risk assessment, skin assessment and care plans - excellent. 
Patient education and completion of documentation about repositioning 
was not constant. 
Action: The pressure ulcer leaflet has been added to the admission pack 

and shared with all patients and/or their families during the admission 
process. The turning charts are now placed in each room, which aids 
completion at the point of care. 
All pressure ulcer documentation reviewed and consolidated to improve 
the process. All HCAs completed React to Red training. Wound care 
champions working with teams to increase knowledge. 
Care plans and wound assessments reviewed during Matron’s Ward 
Round. 

 
PPE Audit –January  
2021  
 
 

Audit covered  
Personal Protective Equipment  
Donning (putting on) and Doffing (taking off) of PPE observation 
Contact precautions & set up 
Findings  

Hand Hygiene not consistently completed prior to donning  
Correct doffing of aprons not consistently followed nor correct sequence 
Action at the time of audit and ongoing education and support  

  

These audits are monitored through the Clinical Governance Committee, which reports to the Board 
for assurance at the highest level in the organisation. 

 
An annual plan is scheduled at the beginning of each year and, usually, additional audits are included 
as identified from our monitoring and review processes linked to patients’ quality and safety. 
However, due to the pandemic, there were no ad hoc audits during this time period. 
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Quality Improvement (QI) Projects 
 
The following QI projects were completed during 2020/21 or are still in progress in the Hospice. 
 
 
 
 

 
 

Aim /Reason  for 
QIP 

 
Baseline measure 

 
Intervention(s)/Outcome 

To evaluate the 
effectiveness of the 
Medication Safety & 
Improvement Group 

Questionnaire to 
participants 

Altered structure to allow more time to 
learn from incidents and to enable junior 
staff to attend for learning purposes. 

C
o

m
p

le
te

d
 

To ensure mouth 
care on Inpatient 
unit(IPU) matches 
best practice 
guidance. 

Audit of equipment used 
and frequency of mouth 
care on IPU 

Oral Care Guidance reviewed and updated 
in respect of frequency of care required 
following national guidance 
 A toolkit of equipment was purchased 
trailed and introduced to include different 
types of brushes. The Practice 
Development Nurse working with staff  to 
educate   

Evaluation of 
Namaste Service.  

Data collected on the effect 
of Namaste interventions 

It was found that training needs to be given 
to staff to how to generate more 
quantitative data. This is on hold due to 
COVID-19.  

Ensuring on call 
doctors are made 
aware of all 
unplanned 
admissions. 

Doctors’ satisfaction with 
current handover 

Additional step added to First Contact 
Team admission checklist.  
Following QIP, all doctors felt the handover 
received was helpful and promoted patient 
safety. 
 MDT ‘Bite size’ 

teaching 
programme on IPU, 
in response to 
learning needs 
identified by 
participants. 

Participants’ confidence in 
subject 

94% of staff attending which included 
nurses, HCAs and other HCP’s   felt either 
confident or very confident regarding the 
topic after the 
teaching sessions 
 

In
 p

ro
g

re
s
s
 

To make sure 
interventions 
following a patient 
fall match best 
practice. 

Questionnaire and analysis 
of falls incident reporting, to 
check doctors’ and nurses’ 
action following a fall 

Post Falls pathway created and publicised. 
Training delivered by falls champions and 
physiotherapist. 
Adherence to criteria, set against best 
practice guidance increased from 63% to 
100% following the project. A re-audit took 
place in May 2021 

Making Safeguarding 
Personal (MSP) - to 
find out if the process 
followed by STJH 
staff follows the MSP 
principles 
 

Questionnaire to clients to 
assess how much they felt 
listened to 

Questionnaire is being finalised. A volunteer 
is going to be trained to go through the 
questionnaire with clients. 
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3:5 Education in End of Life Care 

 
Creating a skilled and competent workforce is essential to deliver high quality care. As a specialist 
palliative care provider, educating the wider workforce is a key priority. 
 
 
Training completed 2020/21 

 

 

Professional staff who undertook external clinical courses 23% 

 

Support staff undertaking nationally accredited vocational courses 3 

 

Staff undertaking leadership and management training 50 

Staff and volunteers who attended STJH workshops in different aspects of 
End of Life Care (EOLC) 

 

114 

External staff 
Staff who undertook our workshops in different aspects of EOLC 

 

135 

Students supported on placements at St Joseph’s Hospice 
Nursing, including returning to practice 

 

3 

Nursing, including returning to practice 
(Plus others attending for a day or less) 

 

- 

 

Medical (placements varied from part day to several weeks) 119 
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3:6 Incidents    
 
The incidents are reviewed monthly by the groups that feed into our Patient Safety and Quality Group.  
The table below shows the incidents reported in 2020/21. None of the incidents resulted in serious 
harm and all incidents were of low harm.  As an organisation that strives to improve, we use the 
reported incidents to improve our quality of care through learning. 
 

 

 
 
 
 

3:7 Formal Complaints and Concerns 
 
In 2020/21, we received 10 complaints and 11 concerns.  Of the 10 complaints: 4 were upheld, 1 
was historic and 1 we were unable to progress further as the complainant did not engage with us, 
despite offering repeated dates to meet. The historic complaint related to the care of the 
complainant’s mother in 2019.  She requested the clinical notes, which we provided and we offered 
to meet with her to discuss the matter further but she has not taken up this offer. 
 
We also reviewed 2 multi-agency complaints.  1 was around delays in a patient’s EOL care at home 
where the relative felt we may have not responded to a referral in a timely manner.  On investigation, 
we had responded to the referral within 6 hours, our agreed response time for urgent referrals is to 
make initial contact within 24 hours. The other related to a daughter who felt the medication we 
advised the GP to prescribe caused the death of her mother.  We met with the daughter and 
explained how the medication worked and she was satisfied that the medication was not responsible 
for her death.  
 
3 of the upheld complaints related to our Community Palliative Care Team.  2 were around our 
response to referrals. The first was around delayed contact to a patient’s daughter on receipt of the 
referral.  When we reviewed our process, it was clear that the daughter had not been contacted 
within our agreed time frame of 24 hours.  Our referral nurse had spoken to the patient’s GP and 
thought the GP was going to feedback to the patient, whereas he thought we would make the call.  
The staff member involved reflected on the incident and has altered her practice. The second incident 
related to a GP who was concerned that a patient’s referral was rejected. The patient was initially 
referred on discharge from hospital and at this time the family declined our input. The patient’s GP 
then referred the patient. Our assessment nurses attempted to phone the GP to get a fuller 
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understanding of the patient’s needs.   She was unable to speak to him and spoke to one of his 
colleagues and it was agreed that the GP practice would continue to manage the patient.  It was 
clear form reviewing the clinical records that the nurse’s and doctor’s understanding of the patient’s 
clinical needs did not match, and the nurse had underestimated the patient’s level of needs.  The 
original GP called back and the referral was accepted.  

 
The other community complaint related to the time it took us to respond to a request to call a patient’s 
relative.  The relative had called at 8am requesting to speak to one of the community specialist 
nurses (CNS). (Our community nursing service operates from 9am to 9pm, 7 days a week). The 
relative did not receive a call back until 13.00. On investigation, it was apparent that the CNS on duty 
had a number of calls to deal with and did not prioritise responding to the calls received in the out of 
hours period before dealing with the other incoming calls.  The nurse has now changed his way of 
working to prioritise responding to calls made during the out-of-hours period.  
 
The final upheld complaint was around a patient admitted from the community with a tracheostomy.  
At this time, the Hospice did not have the correct PPE to enable us to safely manage patients with 
aerosol generating procedures (AGP) in our inpatient unit. One of our consultants had visited the 
patient at home. He was aware that we could not safely manage patients with tracheostomies 
however, in the heat of the moment, trying to manage the patient’s symptoms, agreed an IPU 
admission. On arrival, the patient had a temperature of 37.8, required AGP and they were therefore 
transferred to acute care. A learning event was held: in the consultant’s attempt to be supportive to 
the family, he had bypassed our usual admission protocol.  If this had been followed, the patient 
would have been admitted directly to acute care. A new admission checklist was produced and a full 
apology was given.  Since this incident we have been able to have our staff ‘fit tested’ for PPE to 
allow them to care for patients undergoing AGP’s. 
 
  

Concerns  
 
6 concerns related to patients in our inpatient unit, 4 of which were around our visiting restrictions 
due to COVID-19.  In each instance we met with the family and explained why visiting was so 
restricted. We had 2 concerns raised around a next of kin feeling they did not have enough 
information about their loved one’s treatment.  Meetings were arranged with the doctor and the issues 
were resolved. 1 patient complained about the smell of glue in the room after some work had been 
carried out re-laying flooring the day before.  We apologised and moved the patient to another room.  
Finally, a family member was concerned that medication had been given at the wrong time.  On 
investigation, the medication had been given correctly.  
 
We received 3 concerns relating to our community team.  1 involved a GP who was concerned about 
their referrals being rejected.  2 concerned support given by our Community Palliative Care Team. 1 
felt the nurses were unsupportive and they were often late or cancelled appointments at very short 
notice.  We investigated this and apologised.  The instance occurred in the middle of the first wave 
of COVID-19 at a time when we had staff absence due to sickness.  Processes were put in place to 
improve communication. The 3rd complainant was disappointed that the team had not continued to 
offer regular telephone support to her while her husband was in hospital and we explained our 
rationale for this.   
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3.8 Commissioning for Quality and Innovation 
 
The target figures are Key performance indicators set by the Clinical Commissioning Group  
 
 

Service users offered the opportunity to participate in 
advance care planning conversations by the 3rd contact 

Achieved 99.72% 
(Target 100%) 

 
Ethnicity recorded 

Achieved 83.7% 
(Target 100%) 

 

 

 

Referred patients’ ethnicity 

 
White BME Not stated 

39.66% 55.3%% 5.1% 

 

 

 

Preferred place of death 

 
 Achieved Target 

PPD achievement 81.1% 70 % 
 
 
 
 

Diagnosis at time of referral 
 

Cancer Diagnosis Non Cancer Diagnosis Non Cancer Target 

59.8% 40.2% 35% 
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3:9 Information Governance Toolkit 

 
St Joseph’s completed and submitted the NHS Data Security and Protection Toolkit for 
2020/21 and the standards are fully met (44/44 mandatory evidence items met). The Toolkit 
content was reviewed by St Joseph’s external Data Protection Officer prior to submission to 
cross-check compliance. Information Governance is overseen by the Information 
Governance Committee, which meets monthly and oversees all data security matters 
including Subject Access Requests, Freedom of Information, data protection, DPA and GDPR 
compliance and training. At the end Q4 2020/21, staff compliance with mandatory data 
security training was 99%.   
 

 
 

4:1 Care Quality Commission (CQC)  
 
Periodic reviews by the CQC 
 
St Joseph’s Hospice was subject to an announced CQC inspection between July and August 
2016. The inspection report was published in October 2016 and is available on the Hospice’s 
website. 
 
The CQC rated the quality of care provided by St Josephs as “Good” overall.  The table 
below is how the Hospice was rated in each of the five questions the CQC asks during an 
inspection. 
 

CQC Question Rating 

Is the service safe Good 
Is the service effective Good 

Is the service caring Good 

Is the service responsive Good 

Is the service well led Requires Improvement 

Overall Good 
 

 
Reviews and investigations by CQC 

St Joseph’s Hospice did not participate in any special reviews or investigations by the CQC 
during 2020/21. We were due to be inspected in early 2020; however, this was postponed 
due to the pandemic 
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Part 4: Improvements in Progress 
 
St Joseph’s Hospice set out the following priorities or improvements in 2020/21.  Due to the 
COVID-19 pandemic, we have been unable to achieve as much as we would have wished.  
 
Our response to COVID-19  

 
Safety of our staff and volunteers 
 

Our most important asset is our staff and volunteers.  It has been essential to ensure that 
everyone is safe, supported, informed and reassured.   In early March 2020, approximately 
two weeks before ‘lockdown’, we stopped volunteers and non-essential visitors attending the 
Hospice site. We made sure that staff were informed about the risks of COVID-19, the symptoms 
to look out for, the correct use of personal protective equipment (PPE) and how to maintain 
their own safety.  We also introduced a screening tool, which enabled us to know if patients 
may have COVID-19 symptoms before we admitted them or visited them in their own homes. 
We began temperature checking and screening all visitors at reception and monitored that all 
were following guidance. Antibody testing was offered to all staff in July 2020 at the Royal 
London Hospital.  

  
As the pandemic progressed, NHS England, PHE and Gov UK guidance was adapted and 
changed.   Our Matron, Debbie Pegram, who is also the Director of Infection Prevention and 
Control (DIPC), worked tirelessly to ensure that the SMT was briefed about the various changes 
in policy regarding IPC procedures and PPE. She worked with all teams and, early on, 
particularly with the household staff to ensure PHE & Gov UK guidance was understood and 
followed in respect of decontamination in all areas. Bulletins - weekly, monthly and when 
changes occurred - were sent out to all, and relevant posters from PHE were displayed in all 
areas as reminders. We are very grateful to our local scrub hub who provided all our scrubs.  

 
Senior members of the clinical and management team maintained a presence via attendance 
at ward handovers and team meetings. The Senior Management Team (SMT) moved to having 
morning huddles, initially daily throughout the peak of the pandemic and then weekly, which 
enabled them to keep on top of an ever-changing situation. It also allowed internal and external 
stakeholders to be kept up-to-date with accurate information.  We also strengthened our links 
with our Trustees and our CEO had catch up with the Chair. The Director of Clinical Services 
had fortnightly meeting with the two Trustees responsible for clinical governance, which enabled 
us to rapidly, review SOP’s, risk registers and other documents. We were also very fortunate 
one of our Trustees is a Director of Public Health and he held regular updates for SMT and 
DIPC.  This guidance and support was invaluable.  
 
During the periods of lockdown, we ensured that staff who could work from home had the right 
equipment and used Zoom and MS Teams to facilitate communications between individuals 
and departments.  Our therapies, social work and community nursing teams adopted a Team 
A and Team B approach to reduce the number of people on site each day.  For those who had 
to attend site, Hackney Council supported us by giving our staff access to free street parking 
which enabled them to drive to work and reduce their reliance on public transport.  
 

Ensuring our staff felt informed and supported was essential throughout this period, 
irrespective of if they were working from home or on site. To achieve this, we set up a COVID-
19 Workforce Planning Group, starting with regular well-being communications to support staff 
with anxiety, sleep disruption, supporting the information provided by the Hospice’s EAP 
service.  The in memory area was set up for staff to record their tributes to those lost to the 
pandemic and was situated outside HR so that anyone who was distressed would be supported 
by the HR and Mission teams.  A pulse survey was run. Various activities took place to help 
staff express their feelings such as “across the miles” to assist in expressing the lack of travel 
to family and friends and the little boats with candles to represent those lost in the 
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pandemic.  This work is set to continue with a COVID survivors’ meeting and other activities 
as the release from lock down continues and people begin to take stock of the impact of the 
pandemic on their lives. 
 
Department leaders held weekly virtual meetings with their teams.  We also held social events 
such as Zoom quizzes so that staff had an opportunity to connect with other departments. For 
those working on site, we benefited from the generosity of our local community and used their 
donations of food and treats to hold ‘staff love’ days where the SMT served the staff. We started 
mid-day Guided Mindfulness sessions and the team offered an 8-week mindfulness-based 
Stress Reduction course.  This was delivered virtually and was open to all staff and volunteers.  
 
 

Challenges 
 
It was initially difficult to obtain a stock of PPE, even though we provide all NHS care and are 
inspected as a hospital.  NHS supplies were suddenly and unexpectedly not available to us, 
which was an NHSE policy decision.  Our CEO raised the issue with our  CCG  partners  and  
used  social  media  to  reach  out  to  the  public  and  local businesses.  Through our CCG, 
NHS partners and generous donations from the local community, we have been able to 
maintain a continuous supply of PPE until a reliable supply of PPE for hospices was 
established in May 2020.   
 
Another challenge was again around PPE and obtaining the correct equipment to care for 
COVD-19 positive patients with an Aerosol Generating Procedure (AGP) and the need for 
specific equipment, a Filtering Face piece (FFP3) and the need for all to be fit tested.  This 
was achieved in November with the support of the Homerton University Hospital; we 
purchased the masks and we have to date sent over 80 staff to be tested. 
 
  

Our patients and service users 
 
Our patients are at the heart of everything we do, therefore it is essential for us to maintain 

business as usual wherever possible. Our inpatient services have continued uninterrupted 

throughout.  We have admitted suspected and confirmed COVID-19 patients and maintained 

patient safety by using a ‘hot’ and ‘cold’ ward system. We tested all symptomatic patients, 

and now all patients on admission. We also took part in the mass testing programme in May 

2020 for all patients and clinical staff, testing 66 people; all results were negative.  In early 

December 2020, we introduced weekly PCR testing for all staff, volunteers and patients. Our 

COVID-19 vaccination programme began later that month, initially for patient-facing staff and 

then it was rolled out to all.  In February 2021, all staff were offered a supply of Lateral Flow 

Test kits to enable twice weekly testing at home.  We have to-date had no patient outbreaks. 

 
We made the difficult decision to restrict visiting in line with NHS guidance; however, we 

decided that it was essential to maintain visiting for patients who were actively dying; this we 

have always allowed this.  We initially limited visiting for patients in the last hours and 

days to one. It soon became apparent that not being able to have visitors quickly became a 

barrier to patients accepting admission, so as the government guidance changed and the 

‘R’ rate reduced, we amended this policy.  We then allowed all patients to have two 

visitors for two hours per day in pre-arranged time slots and the same two at End of Life, 

who could remain at the bedside. This enabled us to stagger visiting, therefore maintaining 

social distancing. We had increased use of technology on the wards to patients to be able to 

speak to their families. We suspended visiting after death but assessed the need on a case 

by case for access to our viewing room.  We began proactively telephoning patients’ families 

with daily updates, and this has continued. Our Therapies and Chaplaincy teams continued 

to provide support to the wards. 
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Our Community Palliative Care and Social Work teams continued to offer the same level of 

support throughout. For our community patients, we moved from carrying out a triage 

telephone assessment to assess the urgency to a full assessment by phone. This enabled 

patients to have a plan put in place within 24 hours of their referral. 

 

Many of our patients did not want us to visit, so we used video calls or telephone to maintain 

contact throughout the period. We have continued to visit our unstable or dying patients. 

The referrals and telephone calls to the community team increased during the peaks by 

about 40%. To manage this we altered our staffing and had two nurses on as duty nurse 

each day. All the nurses took on the role of verification of expected death, which supported 

the local GPs. 

 

Our Day Hospice, Complementary Therapies, Namaste, and outpatient clinics were all 

suspended during periods of national restriction.  However, despite restrictions we have 

been able to maintain communication. During these periods, patients were contacted 

weekly by phone to ensure their symptoms were under control and the Day Hospice team 

also sent a monthly newsletter.    

Our Carers team have kept in close contact via phone and Zoom group sessions with all 

the carers they support. 

 

The Patient and Family Counselling and Bereavement Services have remained operational.   
Assessment, counselling and support have shifted seamlessly to telephone and video, and 
the feedback from our staff and volunteers has been fantastic. The overwhelming majority of 
our volunteers in this team have continued in their roles, often providing more of their time to 
meet higher levels of demand.  In June 2020, in partnership with City and Hackney CCG, we 
set up ‘Tracing Loss’ - a bereavement service for children and young people who have lost a 
family member, care giver or other significant person due to COVID-19. The provision for 
children and their families includes family support meetings, individual counselling, art therapy 
and bereavement events (including a Life Lanterns event in December 2020). The service was 
commissioned for 12 months until June 2021. However, in acknowledgement of the critical 
nature of the work being undertaken by the service, the end date has been extended to the 
end of November 2021. 
 

 

Our Compassionate Neighbours team, volunteering coordinators and the Compassionate 

Neighbours themselves, have maintained support to their community members throughout via 

telephone or video contact. Many of our volunteers are themselves vulnerable, therefore our 

volunteer coordinators drew up lists to identify them and worked with them to ensure they had 

the correct support in place. 

 

All services have advocated for patients, assisted them in accessing online shopping deliveries 

and supported people via telephone or through online group meetings.  Sadly, during this 

period, we have seen a significant increase in safeguarding concerns; many patients had their 

carers stop providing support as planned and some informal carers became overburdened. The 

presence of our teams has enabled these issues to be identified and appropriate support put 

in place. 

 

 

Support to the wider health and social care system 
 

As a specialist provider, we felt we had a clear responsibility to support the wider system. This 

support has ranged from attending all the East London Health and Care Partnership and CCG 

COVID End-of-Life Care (EoLC) meetings. In conjunction with St Francis Hospice, we 

developed symptom control guidance and sharing leaflets and resources. We provided 

various education sessions via Webex to GP’s, community nurses, care homes etc.             
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We also worked with system partners to introduce the new EOL injectable ‘MARR’ chart. 

Probably our biggest achievement was opening 23 more beds for COVID-19 end-of- life care. 

We were able to get these beds operational within 10 days of agreeing to provide the capacity. 

This is a huge testament to the hard work of the whole team at the Hospice. 
 
St Joseph’s Hospice set out the following priorities or improvements in 2020/21.  Due to the 
COVID-19 pandemic, we have been unable to achieve as much as we would have wished.  
We have therefore decided to continue with this improvement plan in 2021/22.  We have made 
the following progress. 
 

 
Priority 1 - Improved Service User Experience 

 

We have continued to use ‘I Want Great Care’ to gain service user feedback throughout the 
pandemic. This feedback consistently rates us with an exceptional rating above 4.9/5 
however, it has to be noted that the number of responses are down on last year.  
 

We did not achieve our aim to develop more detailed questionnaire around our relatives’ views 
on care; this remains an objective for 2021. 
 

Due to the nature of the questionnaire, we have not been achieving the levels of feedback 
from our community patients. To negotiate this, our community team manager has making 
mystery shopper calls to patients to gain their views of the service.  Their response has been 

overwhelmingly positive, with many patients commenting that we are one of the few services 
who are still visiting.  Due to time constraints, this we have not been able to contact all our 
users, and plan to recruit and train a volunteer to do this once the COVID pandemic resolves. 
We surveyed the patients in Day Hospice and Counselling who we have been supported by 
video or telephone contact and the majority of patients, particularly the Day Hospice patients, 
found the regular contact invaluable as many of them were isolated during lockdown.  
 

Our service user group continued to meet using Zoom. As the COVID-19 guidance changed 
frequently, this group very kindly increased their meeting frequency to weekly. This enabled 
them to review our leaflets around visiting and restrictions in a timely manner and we are very 
grateful for their support. We also redeveloped our hospice website, which now has a feature 
where all our patient leaflets can be translated into multiple languages.  
 
 

Priority 2 - Care Closer to Home 
 
Increasing service delivered locally 
 

Over the past year, we have continued to work collaboratively with our partners, focusing on 
identification of patients who are approaching end of life and increasing participation in 
advance care planning.  We have used virtual meetings to continue to work closely with our 
local end-of-life care GP leads and the community nursing teams. For long periods in the 
year, our weekly care home ward rounds have been suspended and we used virtual 
meeting or telephone contact as a means to support our care homes. 
 

During the pandemic we have increased our use of virtual consultations.  The talking 
therapies services (Bereavement, Patient & Family Counselling, CYP services) pivoted 
towards remote forms of counselling and support during the periods of lockdown. Significant 
investment has been made in the technology to support this so that, with the resumption of in-
person counselling and support from 12/04/21, video and telephone counselling remains part 
of the blended offer to patients. Approximately 20% of users are continuing to choose 
video/telephone methods as their preferred way of receiving counselling. 
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We have achieved our aim to deliver more of our services in Newham.  Our most distant 
borough now has a nurse-led outpatients’ clinic working out of East Ham Care Centre. Despite 
the pandemic, we have been able to build on this and alongside our twice-weekly ward rounds, 
have developed our nurse-led outpatient service to incorporate an MDT approach, with care 
now being available from our Physical Therapies and Complementary Therapy teams. 
 

We continue to accept referrals for patients with no recourse to public funds to our community 
team and inpatient unit, and our Social Work and Benefits Advice teams are particularly 
involved with this group of patients. 
 

We also host the Marie Curie Rapid Response overnight service, and they work closely with 
our night advisors who answer our 24/7 helpline.   This collaboration supports seamless 
care. 
 

 

Priority 3 - Embracing new Technology 

 
Increased use of technology to hold virtual consultations 
 

Throughout the year, we have increased the number of virtual consultations, with almost all 
talking therapy consultations being virtual.  We have also used virtual contacts to support our 
more stable community patients, and all the Day Hospice patients have had weekly telephone 
or video contact during the periods when Day Hospice was suspended.  However, we have 
found that during this time when guidelines permitted us to offer face-to-face contact, the 
majority of our service users have preferred to see their clinician in person.  Therefore, we 
have been able to offer a blended approach that met the preferences of the individual service 
user.   
 
During periods of lockdown, our Physical Therapies team has been able to use video 
consultations to teach exercise programmes and monitor patient progress.  While they feel 
this is not quite as effective as being ‘hands on’ with the patient, they had been able to support 
the patient to maintain function until the restrictions eased.  We hold a bi-weekly support group 
for patients and their carers who are suffering from neurological conditions, and throughout 
lockdown this became a very successful virtual support ‘tea and natter’ group. 
  
We have found huge benefit in being able to hold GP care home and hospital MDM’s 
virtually.  This has enabled us to use our time more effectively and increase our 
attendance at these important meetings. Holding these meetings virtually does not 
appear to have had a negative impact on patient care or MDT working, and we hope to 
continue to work in this way in the future if our partners are in agreement. 
 
We are also aware that many of our volunteers are socially isolated, therefore we ensured 
that our vulnerable volunteers had weekly telephone or video contact.  
 
 
Priority 4 - Increased Patient and Healthcare Professional Education 
 

As a specialist provider, we believe part of our remit is to provide education for other health 
and social care professionals, as well as educating our patients so they are more empowered 
to take control of their symptoms and health/social issues. In the past, the majority of this 
education has been provide here at the Hospice, however COVID -19 and improvements in, 
and ease of access to, video sharing technology has created new options. We used platforms 
such as Zoom or MS Teams to connect with our community nursing colleagues, delivering 
education and attending monthly palliative care forums and collaborative learning events 
where challenges are explored and best practice shared.  
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We also provided a number of teaching sessions for our GPs through Zoom, as part of their 
protected time for learning. These platforms enabled more staff to be able to attend, as they 
do not have to travel from their base. 
 

Our Therapies Team developed ways to transfer their educational materials so that they 
could be deliver exercises online, working with some of our service users to find the most 
effective ways to deliver exercise and a supportive group experience in the virtual world. 
 
We have continued our collaboration with City University, and supported the delivery of their 
palliative care module.  
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Part 5: Statements of Assurance from the Board 
 
The following are a series of statements that all providers must include in their Quality Account. 
Many of these statements are not directly applicable to specialist palliative care providers. 
 
Referrals 
 
In 2020/21, we had 2902 referrals and accepted 2379. The reasons for service users not being 
accepted are; service user declined service, service user not eligible for service, service user 
offered services from another hospice, and service user too unwell to transfer. 
 

 
 

1.1      Review of services 

 
During 2020/21 St Joseph’s Hospice provided six key service areas for the NHS. These 
were as follows: 
 
 Inpatient 
 Day Hospice 
 Community Palliative Care 
 Bereavement and Psychological Therapies 
 Social work 
 Physical Therapies, including speech and language and dietetics 
 
We also provide the following services: 
 

 Compassionate Neighbours 

 Empowered Living 

 Namaste Care (for people with advanced dementia) 

 Education and training for health and social care professionals 

 
We have reviewed all the data available to us on the quality of care in all of our 
services. 
 

 
 

1.2      Income generated 
 
The income generated from the NHS represents approximately half of the overall cost of 
running the Hospice services. The rest comes from the generosity and goodwill of our local 
communities, businesses, trusts and foundations who support us. 
 

 
 
 

1.3      Eligibility to participate in National Confidential Enquiries 

 
During this period, we were not eligible to participate in any national confidential 
enquiries. 
 
As we were ineligible to participate in any national clinical audits and national confidential 
enquiries, there is no list or number of cases submitted to any audit or enquiry as a percentage 
of the number of registered cases required by the terms of the audit or enquiry.
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1.4      Research 

 
We are a research active hospice, including developing and undertaking hospice- initiated 
research and building on the capacity for linking with academic institutions. 
 

Due to the pandemic, we suspended our research activities, and hope to be able to resume 
them in 2021/22.    
 

 
 
 

2.0 Quality Improvement and Innovation Goals agreed with our 
Commissioners 

 
In 2020/21 St Joseph’s Hospice did not have set commissioning for Quality and Innovation 
and Quality (CQUIN) goals. However, the Commissioner requested that we improve on our 
recording of ethnicity to ensure we are caring for all ethnic groups in our community. 
 

 
 

3.0      Data Quality 
 
We continually strive to improve data quality through: 
 

 Recording and monitoring data in line with information governance regulations 

 Implementation of regular data audits 

 Providing readily available support and training for all staff utilising our clinical records 
systems 

 Regular work to maintain a culture practicing accurate data capture, with good 
understanding of its use and application across the organisation 

 Operation in accordance with the Data Protection Act 
 
 
 
4.0     Governance Toolkit Attainment Levels 
 
St Joseph’s completed and submitted the NHS Data Security and Protection Toolkit for 
2020/21 and the standards are fully met (44/44 mandatory evidence items met). The Toolkit 
content was reviewed by St Joseph’s external Data Protection Officer prior to submission to 
cross-check compliance. Information Governance is overseen by the Information 
Governance Committee, which meets monthly and oversees all data security matters, 
including Subject Access Requests, Freedom of Information, data protection, DPA and 
GDPR compliance and training. At the end Q4 2020/21, staff compliance with mandatory 
data security training was 99%   
 

 
 

5.0      Clinical Coding Error Rate 
 
St Joseph’s Hospice was not subject to a payment by results clinical coding audit by the 
Audit Commission during this period.
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Part 6: GLOSSARY 
 

 

Care Quality Commission 

The Care Quality Commission (CQC) is the independent regulator of health and social care in 
England. It regulates health and adult social care services, whether provided by the NHS, local 
authorities, private companies or voluntary organisations. Visit: www.cqc.org.uk 
 

Clinical Audit 

Clinical audit measures the quality of care and services against agreed standards and 
suggests or makes improvements where necessary. 
 
Commissioners 

Commissioners are responsible for ensuring adequate services are available for their local 
population by assessing needs and purchasing services. Clinical Commissioning Groups 
(CCG’s) are the key organisations responsible for commissioning healthcare services for their 
area. They commission services (including acute care, primary care and mental healthcare) 
for the whole of their population, with a view to improving their population’s health. 
 
Overview and Scrutiny Committees 

Since January 2003, every local authority with responsibilities for social services (150 in all) 
have had the power to scrutinise local health services. Overview and scrutiny committees take 
on the role of scrutiny of the NHS – not just major changes but the ongoing operation and 
planning of services. They bring democratic accountability into healthcare decisions and make 
the NHS more publicly accountable and responsive to local communities. 
 
Hospice UK 

Hospice UK is the national charity for hospice care, supporting over 200 hospices in the UK. 
 
Registration 
From April 2009, every NHS trust that provides healthcare directly to patients must be 
registered with the Care Quality Commission (CQC). 
 

 
 

Regulations 

Regulations are a type of secondary legislation made by an executive authority under powers 
given to them by primary legislation in order to implement and administer the requirements of 
that primary legislation.

http://www.cqc.org.uk/
https://www.hospiceuk.org/
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Appendix 1 – MDS Data 
 
This year, we were not required to send the National Minimum Dataset (MDS) to the National 
Council for Palliative Care (NCPC) due to changes in reporting requirements. We have 
however, continued to collect the MDS data for internal purposes. This data is also shared 
with our three local CCG’s (Newham, Tower Hamlets and City & Hackney) on a quarterly 
basis. We have provided these national figures as a comparison to our data over a 3-year 
period. 
 
In Patient Unit 
 

 20/21 19/20 18/19 

% Bed Occupancy  
53% 

 
74% 

 
78.25% 

% Diagnosis – non 
cancer 

25% 21% 25% 

% Ethnicity – 
BAME 

42% 42% 43% 

% Patients 
returning 
home from an IP 
stay 

 
33% 

 
42% 

 
42% 

Average length of 
stay 

14.1 
days 

17.8 
days 

17 
days 

 
 

 
Community Palliative Care Team – CPCT 
 

 20/21 19/20 18/19 
% Non-cancer 

patients 
 

31% 
 

37% 
 

32% 

% Ethnicity – 
BAME 

67% 51% 54% 

% Homecare 
patients who 

died at 
home/hospice 

 
 

75% 

 
 

59% 

 
 

73% 

Average length 
of care 

72 days 91.6 days 103 days 

 

 

Day Hospice 
 

 20/21 19/20 18/19 

 
% Diagnosis 
non cancer 

 
 

33% 

 
 

33% 

 
 

37% 

 
% Ethnicity 

– 
BAME 

 
 

39% 

 
 

46.4% 

 
 

50% 
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Appendix 2 – Audit Schedule for 2020/21 
 
 
 

Title Aims Aspect of 
service 
delivery 

Regular audits 

Infection Prevention and 
Control( IPC) - 
handwashing 

 

 
 

To check compliance with infection 
prevention guidance and best practice 

 

 
 

Are we safe? 
IPC – Bare Below 
Elbows (BBE) 

IPC - catheters 

IPC - invasive devices 

Sharps Ensure sharps are safely managed 
within the organisation 

Are we safe? 

Cleanliness audits To check compliance with national 
standards for cleanliness in 
healthcare organisations 

Are we safe? 

Omissions audit To monitor and address reasons for 
omissions of medications. 

Are we safe? 

Water testing To check compliance with national water 
safety and hygiene standards 

Are we safe? 

Controlled Drugs audits To check compliance with; 
- Medicines Act 1968 
- Misuse of Drugs (Safe Custody) 
Regulations 1973 
- Department of Health Safer 
Management of Controlled Drugs; a 
guide to good practice in secondary care 
(England) October 2007 
- NMC standards for medicines 
management 

Are we safe? 

Blood transfusion - 
annual site inspection 

 
To check compliance with blood 
transfusion guidelines and 
procedures 

 

 
 

Are we safe? Blood transfusion – 
mock recall audit 

Medical gases audit To check compliance with; 
- Medicines Act (1968) 
- H&S at Work Act (1974), 
- Misuse of Drugs Regulations (2001) 
- The Health Act (2006) 

Are we safe? 

 

 
 
 
 
 
 
 

                                                            ENDs 
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NHS NEL CCG (North East London Clinical Commissioning Group) Commissioner 

Statement for St. Joseph’s Hospice 2020-21 Quality Account 

 

NHS NEL CCG welcomes the opportunity to provide this statement on St. Joseph’s Hospice 

Quality Account.  

We confirm that we have reviewed the information contained within the Quality Account and 

checked this against data sources, where these are available to us, as part of existing quality and 

performance monitoring discussions and that it is accurate in relation to the services provided. 

 

We would like to express our gratitude to the Hospice and all members of its staff for 
maintaining the services that their patients and their families rely on, while also 
providing much-needed additional capacity for Covid-positive patients.  During this 
difficult period, the Hospice continued to support other organisations to care for their 
patients and residents by providing training and advice, and reached out virtually to 
those who were not able to access their usual services, thereby alleviating their 
isolation and anxiety.  
 
We are encouraged to see that the Hospice has continued to monitor the quality of its 
services throughout 2020/21 despite the disruption to the usual functioning of the 
entire system caused by the effects of the Covid-19 pandemic.  It is assuring that 
despite quality assurance visits and contract monitoring meetings being deferred or 
reduced, the quality of services remained a priority.  
 
We support the Hospice’s Vision 2024 which sets out the strategy for the next 5 years in light of 

the NHS Long Term Plan as well as the priorities for improvement for 2021/22: 

 

 Improving service user experience 

 Increasing services delivered locally 

 Increased use of technology to hold virtual consultations  

 Increased patient and healthcare professional education 

 

We support the Hospice’s plan to extend into 2021/22 the priorities not achieved in 
2020-21 and congratulate the Hospice on achieving its aims to increase services 
delivered locally, increasing the use of technology, and patient and professional 
education. 
 

We will continue to work collaboratively with the Hospice and constructively challenge to ensure 

the full delivery of these priorities. We welcome the open and transparent way the Hospice has 

cooperated with us and look forward to continuing to work in partnership in 2021/22 as we form 

the North East London Integrated Care System. 

 
Accountable Officer 
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Health in Hackney Scrutiny Commission 
Hackney Council 
Town Hall 
Mare St, 
London E8 1EA 

 
Reply to: jarlath.oconnell@hackney.gov.uk 

 

 

Ms Jane Naismith 
Director of Clinical Services 
St Joseph’s Hospice 
Mare St 
London E8 4SA 

 
Email to:  j.naismith@stjh.org.uk jane.naismith@nhs.net 

28 June 2021

 

 
 

Dear Jane 
 

Response to St Joseph’s Hospice’ draft Quality Account for 

2020/21 
 
Thank you for inviting us to submit comments on the Draft Quality Account for 
St Joseph’s for 2020/21.  Your report provides a comprehensive and very 
readable account of your activities over the past year, and we commend its 
clarity and detail. 

 
The work you do in specialist palliative and end of life care for people with 
progressive and life-threatening illnesses, as well as supporting their 
families and carers, is much valued in Hackney. 

 
We note that the pandemic has had a significant impact on your services this 
past year and we commend you and the staff for all your efforts on behalf of 
patients and the wider community. 

 
We note that due to the impact of the pandemic, you’ve only been able to 
partially achieve your 20/21 improvement priorities and so they are being 
carried over to 21/22. We note too that your last CQC inspection was 2016 
and you were due to be inspected in 2020 but this was postponed because of 
the pandemic. 

 
We are pleased however at the progress being made on such key Quality 
areas such as ‘falls reductions’ and that you’ve responded to commissioners 
by increasing your capacity and reopening a third ward and adding capacity to 
existing wards.  We noted too you opened 23 more beds for COVID-19 end-of- 
life care and got them operational within 10 days.

mailto:oconnell@hackney.gov.uk
mailto:j.naismith@stjh.org.uk
mailto:j.naismith@stjh.org.uk
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We note the progress made in your many community projects such as Compassionate 
Neighbours, Namaste and the Hackney and Islington Bereavement Services and an 
important new service for bereaved children. 

 
We commend the learning you’ve taken on board regarding the virtual 
consultations and that you will develop this to better manage demand in future 
while still maintaining the option of a blended approach with a mix of virtual or face-
to-face consultation to meet patients’ personal preferences. 

 
We also noted that virtual attendance by your staff at GP and care home MDTs 
allowed you to increase your own attendance and use time more effectively. We also 
note how your therapies team developed ways to deliver the education service online 
also. 

 
Yours sincerely 

 

 
 
 
 
 

Councillor Ben Hayhurst 
Chair of Health in Hackney Scrutiny Commission 

 

 
cc            Members of Health in Hackney Scrutiny Commission 

Tracey Fletcher, Chief Executive, HUHFT 

Cllr Christopher Kennedy, Cabinet Member for Health, Social Care and Leisure 
Dr Sandra Husbands, Director of Public Health, City and Hackney 
Jon Williams, Director, Healthwatch Hackney 
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